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ABSTRACT
EFFECTS OF THE EARLY AND PERIODIC
SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) PROGRAM

ON THE HEALTH STATUS OF PARTICIPANTS
IN MICHIGAN

By
William J. Keller

Since 1973 the federal government has required that each state
offering a Title XIX (Medicaid) program will also offer the Early and
Perijodic Screening, Diagnosis and Treatment (EPSDT) program to Medicaid
eligibles under the age of twenty-one years. The purpose of this study
was to determine whether there are indications that EPSDT is benefitting
participants in Michigan.

Two outcome measures were used to assess program effects: (1) refer-
ral rates and (2) medical costs. The primary independent variable was
the number of lifetime EPSDT screenings received. The general relationship
tested was whether referral rates and costs Qary inversely with program
participation. )

A computer-based study was designed to test these relationships and
two populations of clients were selected. One consisted of clients con-
tinuously eligible for EPSDT between January 1, 1974 and December 31, 1979
and numbered 79,754. The other population consisted of those eligible for
calendar year 1979 and numbered 245,551. A search of the EPSDT master file
of 535,753 screening summaries determined the referral rate at the last

(most recent) screening. 56,046 of the former group and 154,187 of the

latter had been screened.
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William J. Keller

Results showed referrals decreased ten percent or less between
screenings one-five each, given a test group size of one hundred or
more subjects. Medicaid costs were not found to be inversely related
to lifetime screenings but when Medicaid costs of all EPSDT participants
were compared with the Medicaid costs of the EPSDT nonparticipants, the
participants showed statistically significant lower costs. The contin-
uously eligible group incurred $26.18 less per person (p 5_.05):the one-
year eligibles incurred $46.52 less per person (p_i .007). However, when
costs of the screening program itself were also considered, differences
favoring the participants were replaced by somewhat greater costs attribu-
table to program participation.

Other major findings were: (1) Referrals had decreased annually at
the rate of approximately eight percent per year. (2) Referral rates
average nearly fifty to one hundred percent higher in Detroit than in
rural, outstate Michigan, with race held constant. (3) Blacks have refer-
ral rates 20-23 percent higher than whites but black EPSDT participants
show lower medical costs whereas white participants do not.

The study concluded that the program is achieving modest gains at

modest costs.
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CHAPTER I

INTRODUCTION

This is a study to determine whether the Early and Periodic
Screening, Diagnasis and Treatment (EPSDT) program benefits its
participants. To that end a large volume of existing computerized
health data on low income children in Michigan was analyzed using
screening referral rates and treatment costs as outcome variables.
Interest was in their variability as a function of program partici-
pation with the influence of demographic factors also considered.

The study's importance lies in its contribution to the limited know-
ledge available on the effectiveness of this large, relatively new
and somewhat unconventional program. EPSDT's history, strategy and
clientele all make it of particular interest to those in the health
and social welfare fields.

Studies have generally shown the poor to have more health prob-
lems and fewer medical resources than higher income groups. In an
attempt to address this problem, EPSDT aims to increase access to
medical services but access for those with identified, medical needs,
not solely low income. The program's strategy is to divide its pop-
ulation into two groups - one seemingly without health problems; the
other with possible problems and the need for services. This division
is accomplished by administering a series of screening tests and pro-

cedures. Medical resources, diagnostic and treatment services, are



then concentrated on those apparently most in need - those who
failed the screening test(s).

Screening is a key component in the program and screening is
controversial. Although it has a history in the United States dating
from the 1920s, the medical community and public have only moderately
accepted it. Reservations regarding its usefulness undoubtedly con-
tributed to EPSDT's slow pace of implementation. While some believe
screening makes little or no contribution to maintaining health,
others, such as EPSDT advocates, argue that relatively small expendi-
tures for screening can lessen the need to later spend much larger
sums for treatment.1 The rationale for screening has intuitive ap-
peal. Its basic purpose is to find and treat problems early, before
they advance to a more complicated state. More technically, screening
attempts to shorten the time interval between problem onset and detec-
tion in order to consequently shorten the interval between treatment
and recovery. Whether screening accomplishes its purpose and whether
the factor of time is even important in problem detection remain topics
of disagreement.

EPSDT was enacted by the United States' Congress in 1967 as an
amendment to Title XIX of the Social Security Act. Its authorization
marked the first time that the United States had included preventive

health services in a large, national program.2 As most programs

1As examples, see Abraham B. Bergman, "The Menace of Mass Screen-
ing," American Journal of Public Health, LXVII (July, 1977), 601-02 and.
Gunnar B. Stickler, "How Necessary 1s the 'Routine Checkup'?," Clinical
Practice, VI(August, 1967), 454.

Morris S. Dixon, Jr., "Title XIX EPSDT: The Implications for Ped-
jatric Practice," Bulletin of Pediatric Practice, VI (December, 1972), 2.




authorized by the Social Security Act, EPSDT is state administered

but jointly funded by the federal and state governments. States

are required to offer the program to recipients of the Aid to Fam-
ilies with Dependent Children (AFDC) program who are under age twenty-
one although client participation is voluntary.

EPSDT has a large eligible population and accordingly a poten-
tial impact of far reaching dimensions. Nationally, some thirteen
million young people are eligible with over half a million of these
living in Michigan. In fact, it is the federal government's largest
health care program for poor children and serves more Medicaid child-
ren than all other federally supported health care programs combined.3
Those initiating the program were undoubtedly mindful of the mass con-
stituency to be affected and the need to direct resources to this
specific population.

However, despite Congressional intent and the threat to states
of federal financial penalty for noncomp!%ance, implementation pro-
ceeded slowly. The federal government did not issue final program
guidelines until 1972 and most states did not offer services until
several years later. A1l states, with the exception of Arizona which
has no Title XIX (Medicaid) program, now have an EPSDT program. Mich-
igan, site of the study, began its program in 1973.

When establishing the Michigan program, the Title XIX agency,

the payer of medical services for Department of Social Services (DSS)

3Department of Health, Education and Welfare: Health Care
Financing Administration, EPSD&T: The Possible Dream (Washington, D.C.:
Government Printing Office, 1977), cited in the Foreward.



recipients and the single state agency responsible for EPSDT, chose
the Michigan Department of Public Health (DPH) to administer the
screening portion of the program. The Department of Public Health

in turn contracted with local health departments for actual provision
of the screening services. The Department of Social Services was
responsible for the outreach effort. These DSS-DPH relationships were
defined by means of an interagency agreement and the program structure
has remained unchanged to the present, with the exception of some local
health departments assuming the outreach function.

The program flow is as follows: Eligibles are systematically
contacted and asked whether they wish to participate in the program.
Those who request services are scheduled for screening at a clinic
staffed by specially trained EPSDT personnel. Those who decline to
participate are simply recontacted at a later time, usually in one to
two years. The screening is uniformly conducted by a registered
nurse and technicians who administer a standard screening package.
Those failing a test(s), are referred to an appropriate provider(s)
with arrangements made for securing the needed referrals prior to
the client leaving the screening site. That is, the clinic either
obtains a referral appointment for the client or the client expresses
the preference of making her/his own appointment. A l1ink thus exists
between screening and the availability of needed treatment services.

For each child screened, the results of the examination are re-
corded on a special form, the contents of which are subsequently
entered on computer file. For those receiving referral services, as

for all Medicaid eligibles receiving service, enrolled providers bill



the Medicaid program for reimbursement through an automated payments
system. Thus, for purposes of conducting this study, screening re-
sults, medical costs and basic client demographic information were
all accessible by computer.

As indicated above, there is present in the program a factor of
self selection and this factor complicates evaluative efforts. Eli-
gibles have free choice over receipt of services. This means those
wishing to participate in the program can not be denied the opportun-
ity to do so, even for purposes of research. Client choice is con-
sidered a right. Thus, random selection and assignment of program
participants is neither experimentally possible nor inherent in the
program's operation. Consequently, the question arises as to whether
the same factor(s) which determine program participation might not
also be responsible for any differences in health status? However,
as Philadelphia Health Management Corporation (PHMC) argues in their
evaluation of EPSDT,4 a counter interpretation of outcomes is feasible
only if the alternative hypothesis is itself reasonable or has empir-
ical support. For example, improved outcomes in a longitudinal design
may be due either to statistical regression or experimental effects.
However, if first scores of the experimental group are lower than first
scores of a control group, subsequent improvement is more likely
attributable to experimental effects. Similarly, if support for pro-
gram effects s found in a series of tests, each of which offers

different alternative hypotheses, then support for the program grows

4Ph'i'ladelphia Health Management Corporation, _A Study of The
Process, Effectiveness, and Costs of t P Pr n -
eastern Pennsylvania, Part [II, (Philadelphia, Pennsylvania), 1980.




at the expense of rival explanations. These are the types of
sftuations PHMC deliberately constructs in their study and it is
their conclusion that self selection does not compromise their find-

5 In short, the lack of random selection does not necessarily

ings.
jnvalidate a study and there is some empirical as well as theoretical
evidence to support this view.

Also, of relevance to the issue of self selection is a compari-
son of EPSDT participants and nonparticipants. Approximately 50% of
Michigan EPSDT eligibles are participants, i.e. they have been screen-

6 This is a reasonably good participation rate

ed at least one time.
and would seem to suggest that participants and nonparticipants are
not extremely different. Age does show some variation between the two
groups:

Reference Table 1. Percent of eligibles and percent of eligibles
screened by age.

Percent of 7 Percent of 8
Age Eligibles Screened EPSOT Eligibles
0-5 42% 37%
6-12 37% 39.7%
13-20 21% 23.3%

>Ibid., p. 92, -. 103.

6Michigan Department of Social Services, Health and Welfare Data
Center, "Eligibility Statistics By County, Report Number EP-293," (Lan-
sing, Michigan). For January, 1981 there were 554,578 EPSDT eligibles,
278,840 (50%) of whom had been screened at least one time. For Septem-
ber, 1979, there were 485,048 eligibles, 240,455 (49.5%) of whom had
been screened at least once.

7M1chigan Department of Public Health and Michigan Department of
Social Services, EPSDT Michigan Annual Report, 1978, (Lansing, Michigan),
1979, 10.

8Michigan Department of Social Services, Assistance Payments Sta-
tistics, Publication No. 67, Data Reporting Section, (Lansing, Michigan),
February, 1980, 29.




This table shows some tendency for younger children to participate
disproportionately in the program. This likely indicates greater
parental concern for the health of younger children as well as the
more influential voice of older children in determining the uses of
their t1'me.9

Further review of Michigan program statistics suggests differ-
ences, although not extreme ones, do exist between EPSDT participants

10 Participation by sex is comparable for all

and nonparticipants:
age groups, excepting those 13-21 years old. For this group, 59% of
those screened were female; 41% male, a striking difference. Urban-
rural differences appear to play some role in distinguishing users.
During 1978, the ratio of screenings to the use of Medicaid services
was 15% higher in rural areas. It was thought this difference re-
flected the greater availability of medical services in the urban
areas. Surprisingly, good comparative data on race are not avail-
able. During 1978, 57% of screenees were white, 38% were black,

4% Spanish-Speaking, .3% American Indian and 1% "other." This dis-
tribution is similar to the racial composition of those using Medi-
caid services, but since data are not available on the racial comp-
osition of the eligible population, a strict comparision of EPSDT
participants and nonparticipants is not possible. In summary, dif-

ferences between participants and nonparticipants exist but are not

9A1though the data displayed are from somewhat different time
periods, since the number of eligibles involved is large (106,455
screened and 430,120 eligible), sizable shifts in age distribution
would not be expected to occur in a twelve to eighteen month period.

10Michigan Department of Public Health and Michigan Department of
Social Services, EPSDT Michigan Annual Report, 1978, op. cit., p. 11-13.




extreme. Those participating in EPSDT tend to be somewhat younger
and more rural than EPSDT eligibles in general and, if a teenager,
half again as likely to be female as male.

With unlimited resources, a different research design would
have been preferable. Since the program's central purpose is to
improve the health status of children, the ideal study might per-
form longitudinal medical examinations on equated samples of program
participants and nonparticipants. The medical tests and procedures
used would be determined by a panel of medical experts. The study
would continue for many years since effects might not be manifest
until far in the future. However, a study of this magnijtude was
far beyond the writer's resources. Medical personnel were not
available to conduct examinations and related tests. Nor was a
long~term study desired. However, as noted, results of screening
tests had been retained on computer files for virtually the program's
entire history in Michigan and recent medical cost data were also
available. Once arrangements were made to access and analyze these
data, a study was possible which used a valid and feasible research
design although not an ideal one.

Program evaluation is part of program administration. This is
not to say that the products of evaluation are a pressing, daily
need or that evaluation can maintain itselif as a priority in the
face of day-to-day operational and c¢risis-centered demands. How-
ever, as coordinator of the EPSDT program for nearly its entire
history in Michigan, the writer is well aware of the need to estab-

1ish an empirically based defense of social programs. During the



1970s, the writer observed that an ongoing administrative task was to
structure and secure resources for the program, a task which neces-
sitated selling it at various administrative levels within the state
public welfare system. This situation l1ikely prevailed in other
states. At the same time the federal government was in the position
of selling the program to states so that states would implement the
program. In the late 1970s, the federal government attempted to per-
suade Congress to expand the program via new legislation. In all
these situations, the case for EPSDT was ultimately argued on the
very basic level of "does it do any good?" and "is it really needed?"
Obviously, empirical knowledge concerning the program's effect on
health status and medical costs was needed to answer these questions
and thereby administer the program.

The fact that program implementation moved slowly and that Cong-
ress did not pass new legislation reflects, at least in part, unsatis-
factory answers to basic questions of outcome. In the 1980s,it ap-
pears these same answers will be needed to maintain the existing pro-
gram or, at a minimum, to slow its retrenchment. These circumstances,
plus the general public concern over the contributions of social pro-
grams and the increasing need to distribute the poor's diminishing al-
location of resources to areas of maximum benefit, all created impetus
for undertaking the following study.

This dissertation presents, in Chapter II, a review of literature
which serves to place the study in the context of the program's history,
theory and past findings of outcomes. Chapter III explains the study's

research design and methodology and discusses the modes of quantitative
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analysis used, including the statistical tests employed and the
reasons for their selection. Chapter IV presents the findings

while Chapter V addresses their implications and summarizes the
entire study. The obtained data are presented in tables located

in either the body of the study or in the Appendices.



CHAPTER II

REVIEW OF LITERATURE

This chapter will summarize literature selected for the pur-
pose of placing this study in the context of other thought and re-
search relevant to this investigation. The literature will be re-
viewed under the following four headings respectively: (1) Back-
ground on EPSDT, (2) Qutcome studies on non EPSDT screening pro-
grams, (3) Outcome studies of the EPSDT program and (4) The rela-
tionship of demographic factors to health status.

Background on EPSDT

The aim of this section is to develop a better understanding
of the EPSDT program through a survey of its early history with
particular attention given to uncovering the program's original
purpose(s). Why was it conceived and what was it intended to ac-
complish? Answers to such questions would help to not only deepen
understanding but also to determine whether the program is function- -
ing as intended. Unfortunately, but perhaps not surprisingly, ans-
wers to such basic questions are not completely clear.

Foltz, through a series of art‘ic]es,1 has likely established

herself as EPSDT's principal historian. The best single source in

1Anne-Marie Foltz, "The Development of Ambiguous Federal Policy:
Early and Periodic Screening, Diagnosis and Treatment (EPSDT)," Mil-

bank Memorial Fund Quarterly/Health and Society, LIII (Winter, 1975),
-64; Anne-Marie Foltz, Uncertainties o ederal Child Health Pol-
icies: Impact In Two States (New Haven, Cl: Yale University,
11
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this series is "The Development of Ambiguous Federal Policy: Early
and Periodic Screening, Diagnosis and Treatment (EPSDT)." This ar-
ticle is a detailed history of the program's beginnings, its legis-
lative history and subsequent lengthy development as a regulation
by the Department of Health, Education and Welfare (HEW, now the
Department of Health and Human Services, or HHS). It is relied on
heavily in what follows.

Foltz traces federal support of health screening, at least
implicit support, to 1935 and two sections of Title V of the Social
Security Act. One section established a Crippled Children's program,
the purpose of which was to locate and treat crippled children. Title
V also established Maternal and Child Health services which many states
used to support well-child conferences emphasizing preventive care and
screening. Some states and localities had established well-child con-
ferences (examinations) for 1imited numbers of children during the
1920s. Title V strengthened these initjatives and the program con-
tinues today.

Between 1935 and the 1960s, 1ittle innovation occurred in federal
child health policies. During World War II_well-child conferences
were expanded and the Emergency Maternity and Infant Care Program
(EMIC) was initiated whereby states received funds to provide pre-
ventive and treatment services to wives and children of lower paid

military personnel. Foltz says EMIC was successful but was terminated

Department of Epidemiology and Public Health, 1978); Anne-Marie Foltz
and Donna Brown, Health Policy Project: The Impact of Federal Child
Health Policy under EPSDT - The Case of Connect%cut (New Haven, CT:
Yale Un?vers!ty Department of Epidemiology and Public Health, 1975;
Anne-Marije Foltz and Donna Brown, "State Response to Federal Policy:

Children, EPSDT, and the Medicaid Muddle,” Medical Care, XIII (August,
1975), 630-42.
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after the war.2
The 1960s saw an unprecedented number of initiatives in public

programs, including child health. Foltz notes the major activities:
Title V was expanded through Maternity and Infant Care Projects (1963)
providing comprehensive maternity and infant care and through Children
and Youth Projects (1965) which provided comprehensive health services
for children and youth in selected geographic areas. The Economic
Opportunity Act (1964) resulted in the establishment of neighborhood
health centers and the head start program. Medicaid was authorized
(1966) which, although not a children's program, would finance bil-
lions of dollars of medical services for children. Federal programs
of this scope and riumber had never before been attempted. It was
within this social climate that EPSDT was conceived; only one of many
social programs undertaken in this rare period of national history
when resources and attention were shifted somewhat to those of the
lower class.

The ultimate reasons for establishing EPSDT are surely the same
reasons for this overall expansion of public services for the poor
during the 1960s. Precisely why the United States undertook this
brief period of social experimentation is a matter of some debate,
which although germane, is beyond the purview of this study to resolve.3

However, there are available, specific references to EPSDT's origin

2Ann-Mar'Ie Foltz, "The Development of Ambiguous Federal Policy:
Early and Periodic Screening, Diagnosis and Treatment," op cit., p. 37.

3For a sample of the debate see Peter Marris and Martin Rein, Di-
lemmas Of Social Reform (New York: Atherton Press, 1969); Daniel P. Moy-
nihan, Maximum Feasible Misunderstanding (New York: The Free Press, 1969)
and Frances Fox Piven and Richard A. Cloward, Requlating the Poor: The
Functions of Public Welfare (New York: Pantheon, 1971).
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which are worthy of mention.
Shenkin says, "In common with almost all legislation in this
era of social program expansion, the EPSDT proposal arose from the

."4 However, both Shenkin and Foltz agree

executive branch. . .
EPSDT's theoreticians and core of advocates were within HEW. Shen-
kin again: ". . . HEW housed the real proponents of EPSDT. . . . It
was specific perceptions and goals within HEW that led to EPSDT."5
More specifically, Foltz cites what is apparently the earliest writ-
ten conceptualization of EPSDT: "The jdea for federally sponsored
periodic screening for low-income children first appeared in 1966 in
a program analysis prepared in the Secretary's Office of HEN.“6 An
HEW publication has also credited the Program Analysis as resulting
in the "creation of EPSDT.“7 The analysis was unpublished but because
of the insight it gives to the early concept and rationale for the
program, references to it are worth reviewing.

Foltz says the 1966 Program Analysis outlined three alternative

programs, with price tags, which would involve screening and treating

low-income children. It buttressed the case for EPSDT by including

4Budd N. Shenkin, M.D., "Politics and the Health of Children,
Medical Care, XIV (October, 1976), 884.

°Ibid., p. 884

6Ann-Mar1e Foltz, "The Development of Ambiguous Federal Policy:
Early and Periodic Screening, Diagnosis and Treatment (EPSDT)," op cit.,
p. 41. Also, Foltz states elsewhere, "The idea of EPSDT seems first
to have germinated within HEW in the 1966 Program Analysis, . . ." in
Anne;Marie Foltz, "Rebuttal to Dr. Shenkin," Medical Care, XIV (October,
1976), 886.

7Department of Health, Education, and Welfare: Health Care Finan-
cing Administration, EPSD&T: The Possible Dream, op. cit., p. 1.
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a2 Selective Service study which indicated a significant percentage
of draftees were being rejected because of physical and mental prob-
lems which could have been corrected if identified and treated at an
earlier age. "It was to deal with these problems early - and cost
effectively - that EPSDT was established."S

It appears the interest in correcting these problems was prompted
by a mix of considerations. Monetary motivations were apparently
present, or at least were used as a supportive argument for the program.
Foltz says, "The case finding was to 1ift a burden from the population
by saving children from handicapping cond'it'ions."9 Elsewhere she noted
the analysis argued for saving society money by preventing defects.10
The HEW brochure "The Status of EPSD&T" says the "immediate reason" for
EPSDT is to provide poor children acc;ss to health care because they
need it but it also notes that another reason is to save the public
money by preventing medically-induced dependency.11 This dual theme
is also present in another HEW publication which prominently stresses
the need to address the health problems of poor children but also
notes that "Evidence of the program's cost-effectiveness is already

beginning to come 1n.“12 HEW also argues:

8Ch11dren's Defense Fund, EPSDT: Does It Spell Health Care For
Poor Children? (Washington, D.C.: Washington Research Project, Inc.,
1 ,p-
9Anne-Marie Foltz, "The Development of Federal Policy: Early and
Periodic Screening, Diagnosis and Treatment (EPSDT," op. cit., p. 41.

loAnne-Marie Foltz, "Rebuttal to Dr. Shenkin," op. cit., p. 887.

11Department of Health, Education, and Welfare, "The Status of
EPSD;," (SRS, 75-02052) (Washington, D.C.: Government Printing Office,
1975).

12Department of Health, Education, and Welfare: Health Care Finan-
cing Administration, EPSD&T: The Possible Dream, op. cit., p. 16.
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By preventing acute 11lness and reducing the need
for expensive institutional care, preventive programs
like EPSDT represent the long-term advantages of re-
moving from the State the fiscal burden of caring for
severely handicapped people, as well as improving the
quality of life for those individuals whose health
future is protected.l3
The frequently mentioned purpose of cost reduction is of par-
ticular interest to this study since costs is one of the two out-
come variables which will be measured. It is clear the poor's
medical costs are of interest and importance whether viewed as re-
flecting their quality of life or financial burden to the larger
society.
The Program Analysis was circulated in late 1966, on February
8, 1967 President Johnson referenced the EPSDT concept in an address
to Congress and on February 16, 1967 Representative Wilbur Mills
introduced a broad-ranging legislative package which included EPSDT.
Mills' proposed legislation, the Social Security Amendments of 1967,
consumed 112 pages, three paragraphs of which concerned EPSDT.14
According to Foltz the program remained inconspicuous in sub-
sequent legislative hearings, evoking little comment. She says the
silence was damaging. Her thesis is that Congress was ambiguous on
key provisions of the bill - its costs, scope of services, eligible
population and administration - and these ambiguities hampered later

15

program acceptance and implementation. However, both Foltz and

B1pid., p. 17.

14Anne-Marie Foltz, "The Development of Ambiguous Federal Policy:
Early and Periodic Screening, Diagnosis and Treatment (EPSDT)," op cit.,
p. 49
151bid., pp. 35-64 and Anne-Marie Foltz, "Rebuttal to Dr. Shenkin,"”

OE- Cit-’ pp- 886‘87.
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Shenkin realize these omissions were by design. "Congress felt that
general directions could be given to the Administration, and the
specifics could be worked out in good faith.“16 And, (For HEW)} " . . .
ambiguity was seen as flexibility; congressional passage was seen as
enabling legislation to them to get their agencies going.“17 The idea
was to get programs started and work out the details later. I[deally,
this is not planning and not the way to Tegislate national health pol-
icies; pragmatically, it is the quicker appearing and perhaps the only
way to get programs established. Of course herein lies the dilemma:
It may be true that no politician can sell an

expensive health program to his constituents, but

unrealistic costing leads to a public that may be-

come increasingly disenchanted with federal health

programs which cannot live up to the expectation

placed on them by Congressional and Executive rhe-

toric.18
Assuming Foltz is correct, EPSDT evaluation is especially warranted to
learn whether the program is meeting its original expectations and, if
so, to thereby empirically strengthen the program's reasons for exist-
ence.

The Social Security Amendments of 1967 (PL 90-248), including

EPSOT, passed both houses after an eight-month legislative history
and were signed into law on January 2, 1968. The law called for program

implementation by July 1, 1969 but it was not until June, 1972, four
and a half years after legislative authorization, that HEW issued final

16g,dd N. Shenkin, M.D., "Politics and the Health of Children,"
op. cit., p. 885,
Ibid., p. 884.

18Anne-Mar"ie Foltz, "The Development of Federal Policy: Early and
Periodic Screening, Diagnosis and Treatment (EPSDT)," op. cit., p. 60.
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program regulations and guidelines. Even then, states were given
until July 1, 1973 to implement the program for all age groups.

The long delay which followed legislative passage was apparently
the result of HEW attempts to resolve at least some of the program's
legislated ambiguities prior to imp]ementation.19 For example, as
mentioned, the law actually assigned EPSDT to two existing programs,
Title XIX - a welfare program and Title V - a health program. What
was the relationship to be between these two programs and their agen-
cies? Which was responsible for EPSDT? According to Foltz, HEW be-
came a “"battleground" as various groups lobbied and advocated for
their version of the program.20 The controversies, avoided in legis-
lative passage, erupted at the stage of fashioning regulations. Wel-
fare and health agency representatives from both the state and national
level were involved as was the National Welfare Rights Organization
(NWRO), child health advocates, Congress and HEW's program proponents.
Each had their own vision for the program. States were particularly
influential and, fearing program costs, were the main factor causing
the delay in implementation according to Foltz.21 During this period
EPSDT was considerably shaped although many of the original contentions
were not resolved and still remain, particularly the issue of state
versus national program control and concerns regarding program cost
and impact.

A key personality in this formative stage for the program was

Wilbur Cohen, then HEW Secretary and long-time University of Michigan

191pid., pp. 50-58 201h4d., p. 50

21hid., p. 55.
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administrator. As Secretary, Cohen had ultimate responsibility for
promulgating the program's regulations and guidelines and his decisions
were crucial. For example, Cohen resolved the issue of administrative
responsibility for the program by simply asking Title XIX, but not
Title V, to develop program regulations. Cohen did this even though
the legislation called for EPSDT requlations in both programs. (An

in depth study of Cohen's role in EPSDT would likely be very helpful
for understanding the program's early history.)

Even with issuance of final regulations in 1972 and Congressional
passage in that same year of a penalty provision for states with defic-
ient programs, implementation still moved slowly, or not at all, in
most states. This prompted legal aid attorneys in many states to ini-
tiate class action suits to get the program started. Peterson is a
good source for recounting these initiatives. Generally they were very
successful and resulted in many states beginning their programs in

22 Michigan implemented its pro-

1973-74 under court order to do so.
gram within three months of a January, 1973 United States district

court order requiring implementation. And, once begun, state programs
continued to become accepted as a standard, yet unique, Medicaid bene-
fit. Nonetheless, even though implemented, programs developed rather
slowly as well as differently across states. The period since 1973-74
might well be considered as a "start up" phase for the program, one in

which it became institutionalized. ODramatic changes did not occur;

22Eric Peterson, "Legal Challenges to Bureaucratic Discretion:
The Influence of Lawsuits on the Implementation of EPSDT. Health
Poligy Project Working Paper No. 27," (New Haven: Yale University,
1975).
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but the program did operate, children did participate and this
participation either did, or did not, have an effect on the recip-
jents of service.

Several characteristics of the Michigan program are worth noting
in this context as they support the choice of the state as a study
site: Once implemented, the Michigan program quickly began screening
large numbers of children and by late 1975 had screened a quarter
million youngsters.23 Currier says that by October, 1976 Michigan had
done 10% of all EPSDT screenings done thus far in the United States.24
The Michigan program has continued to screen over 100,000 children per
year and this substantial participation rate, plus the existence of a
quite heterogeneous population in terms of racial and urban/rural mix-
ture, make Michigan a good state in which to study the program.

In summary, review of EPSDT's origins and history reveals a pro-
gram conceived and quickly legislated at the national level but one
which has experienced a slow pace of actual implementation. Its orig-
inal purposes were apparently several: increase access to medical
services for those in need with the expectation that participants'
health status will be subsequently improved and medical costs reduced.
Before reviewing studies which address how well the program is meeting
its expectations, mention should be made that a considerable body of

“program literature" has been published, much of it by the federal

231homas R. Kirk, M.D., et al., "EPSOT - One Quarter Million
Screenings in Michigan,” Public Health Briefs, LXVI (May, 1976),
492-84.

24Richard Currier, MA, "Is Early and Periodic Screening, Diag-
nosis, and Treatment (EPSDT) Worthwhile?," Public Health Reports,
XCII (November-December, 1977), 527-36.
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government, which basically provides information of an operational
or "how-to-do-it" nature. An excellent guide to this literature is

the recently published EPSDT: A Selected Annotated Bibliography, which
25

1ists over one hundred EPSDT articles and reports. While this Tit-
erature is not directly relevant to purposes of this study, and ac-
cordingly will not be reviewed here, it does provide a deeper and more
comprehensive understanding of the program and of course 4 s of interest
to program personnel since it constitutes the program's "technical 1it-

erature.”

Outcome Studies of NonEPSDT Screening Programs

Multiphasic screening programs and the physical examination are
of interest relative to the EPSDT program since they are screening
activities. While they may differ in specifics such as scope of test-
ing or type of test administrator, their basic purpose is identical to
EPSDT's - shorten the time interval between onset and detection of med-
ical problems and thereby expedite recovery. In evaluating their ef-
fectiveness a number of studies have used mortality rates as the out-

come variable.

Studjes of Mortality Rates

In the early 1920s,Knight identified the number of deaths occurring
to some 6000 holders of ordinary 1ife insurance who had volunteered to
receive free periodic examinations between 1914 and 1915. Five and one

half years after the examinations, actual deaths totaled 217 among this

25UnH:ed States Department of Health and Human Services, Health
Care Financing Administration, EPSDT: A Selected Annotated Bibliography,
(Washington, D.C.: Government Printing Office, 1980).
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group compared with an expected figure of 303 deaths. Knight attri-
buted the 28% reduction in mortality to the examinations and estimated
the resulting monetary value to the company totaled more than $126,000
for a cost of about $40,000. He gave no information about the medical
care received by those screened or those not screened.26
More recently, Thorner and Crumpacker reported that the mortality
rate of executives who participated in a periodic health examination
was less than the rate of the general population of white males in the
United States. The authors felt this difference was most likely due to
the higher socio-economic level of those examined and the generally
better level of medical care available to them.27
Roberts, et al. studied mortality rates for 20,648 men, mostly
white executives, who had received employer-sponsored examinations in
the northeastern United States between 1950 and 1964, Their mortality
rate was compared with the rates of white males in the general popula-
tion; white, professional males; and two groups of white males receiving
certain special classes of 1life insurance. The study group had a lower
mortality rate than three of the comparison groups and a rate equal to
"preferred-risk males" receiving premium life insurance. Because the
selection process for the latter group excluded those with certain de-

fects and diseases (not similarly excluded from the study group), Roberts

considered it noteworthy that the study group did as well as, not worse

26A.S. Knight, "Value of Periodic Medical Examination," Statistical
Bulletin of Metropclitan Life Insurance Company, 2:1 1921 cited in Nor-
bert J. Roberts, et al., "Mortality Among ﬂgles In Periodic-Health-Exam-
inat;on Programs," The New England Journal of Medicine, CCLXXXI {(July,
1969), 20.

27Robert M. Thorner and E. L. Crumpacker, "Mortality and Periodic
Examinations of Executives," Archives Of Environmental Health, III
(July-December, 1961).
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than, this select group. However, he was not willing to attribute the
lower mortality rate to receipt of the examinations, noting that a self
selection process was operative for those receiving examinations and
that this might have affected outcomes. Roberts did not identify what,
if any, measures were undertaken to insure treatment for those determined
by the screening. to be in need of service.28

The Commission of Chronic I11iness (CCI) conducted a multiphasic
screening clinic in Baltimore as part of a 1954 morbidity survey. Five
years later Wylie found no difference in the mortality rates of those
screened and those who refused screening and concluded there was no
basis for believing participants had benefitted from screening.29 How-
ever, a twelve year follow-up by Kuller and Tonascia disclosed that
those screened, and especially the white females who were screened, had
a better survivorship than those who refused screening. These differ-
ences were apparently unrelated to variations in history of chronic
disease or disability at entry to the study. However, because self
selection was operative in the CCI study, Kuller and Tomascia concluded
the selection bias for screening could itself account for the difference
in outcome and definitive conclusions regarding the value of screening

were not possib1e.3°

8yorbert J. Roberts, op. cit., pp. 20-24.

23¢. M. Wylie, "Participation in Multiple Screening Clinic With
Five-Year Followup," Public Health Report, LXXVI (July, 1961), 596-

602.

3°Lewis Kuller and Susan Tonascia, "Commission of Chronic I11-
ness Follow-Up Study: Comparison of Screened and Nonscreened Indi-
viduals," Archives Of Environmental Health, XXI {November, 1970),
656-65.
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CCI apparently did not follow up to insure that needed
treatments were received. Thus, as in other studies where treat-
ment services are not linked to screening failures, it is not known
to what extent those screened and found to be in need of treatment
received any service other than the screening itself.

In yet another study concerned with mortality rates, Gordon
analyzed an epidemiological study of heart disease which randomly
selected 6507 persons for examinations and actually examined 68.8%
of these. The mortality rates for two years subsequent to screening
were twice as high for the unscreened group as for the screened group.
While the study made no effort to assure treatment for detected prob-
lems, examination findings were available to the physician.3l

In all the cited mortality studies, a methodological problem has
been the presence of a self selection factor in sorting out those re-
questing examinations for those refusing examinations. Enterline and
Kordan had a unique opportunity to get around this problem and to
approximate a controlled study. They compared mortality rates for
two groups of persons who participated in chest x-ray surveys in Texas
and California. Screening was done for heart disease and tuberculosis.
With one group, problems were identified immediately upon the initial
reading of the photo-fluorograms and were referred for diagnosis. The
second group consisted of those who had a problem at the time of
screening but their film was misread. Consequently, they were not re-

ferred until several years later following a second reading of the same

31Tav1a Gordon, et al., "Some Methodological Problems in the
Long-Term Study of Cardiovascular Disease: Observations on the Fram-
ingham Study," Journal of Chronic Diseases, X (September, 1959), 186-
206.
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film. The group identified at the first reading had a better sur-
vival rate.32
In summary, several commonalities are present in the mortality
rate studies. Outcome differences favoring program participants were
quite consistently obtained. However, generally loose research meth-
odologies were equally evident and thereby jeopardize the findings.
One pervasive concern is the virtually unavoidable self selection
factor. This caused several researchers to be cautfous in their con-
clusions although it was controlled for Enterline and Kordan whose
results supported the trend of findings. Secondly, programs apparently
did not ensure that treatment services would be available for those
whose screening results indicated a referral need. Clearly, screen-
ing by itself will not contribute to improved health. If screening
were the sole service received in the mortality studies, it is not
reasonable to credit the program with differences in outcome. A third
general qualification regards the use of death rates as the sole de-
terminant of program effectiveness. This indicator is much too spe-
¢ific, being insensitive to many changes which are important but are
not of a 1ife or death magnitude. Obviously, many meaningful and

interesting changes occur in health status which this indicator can

not measure.

Studies By Health Maintenance Organizations

As prepaid health care plans, HMOs have a structured incentive

to minimize costs. If unplanned, and thereforeunbudgeted, costs occur

32Phﬂip E. Enterline and Bernard Kordan, "Controlled Evaluation of
Mass Surveys for Tuberculosis and Hearth Disease,”" Public Health Reports,
LXXIII (October, 1958), 867-875.
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they must be absorbed by the HMO rather than being passed on to the
consumer or third party payee as is done in the traditional health
care system., Thus, it is not surprising some HM)s have shown major
interest in using and researching health screening.

The Health Insurance Plan of New York (HIP) was one of the
earliest prepaid medical plans in the United States. In the late
1960s, HIP conducted a large scale study involving two random samples,
each consisting of 31,000 women. The women were ages 40-64 and all
HIP members. The study was concerned with mammography and clinical
examination of the breast. The study group was recruited for screen-
ing examinations while the controls followed their usual medical prac-
tices. 65% of the study group received the initial screening and a
large percentage of these received subsequent rescreenings. After
five years of follow up, the study group had about a 1/3 lower mortality
rate from breast cancer than did the control group. However, this re-
duction in breast cancer was inexplicably found only for those at ages
over 50 and not at ages 40-49.33

The Kaiser-Permanente Medical Care Program of California is likely
the best known prepaid health care plan (HMO) in the United States.

In 1964 they undertook a controlled, longitudinal study to evaluate

the effectiveness of periodic health examinations. Two samples were
randomly selected from their population of enrollees with each sample
having approximately 5000 persons, age 35-54. The study group was urged

to undergo an annual examination and approximately 65% did so. The

33Sam Shapiro, "Evaluation of Two Contrasting Types of Screening
Programs," Preventive Medicine, II (June, 1973), 266-277.
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comparison group was not so encouraged and sought medical care on
their own initiative within the Kaiser program. However, approx-
imately20-40% of the comparison group sought examinations each year
without urging and by the end of seven years, 52.8% had received at
least one examination.34 Several Kaiser researchers have reported
study findings.

Ramcharan et al. analyzed self reports made by study and control
groups who completed questionnaires mailed to them biennially. After
five to seven years of examinations, older study males (age 45-54 at
entry to study) had: (a) a reduction in self-rated disability and re-
ported time loss from work, (2) a greater proportion working and (3) a
lower self-reported utilization of medical services by the sick. How-
ever, no differences were reported on any of these variables for young-
er females and younger males. Why these age-sex differences occurred
is not known. The older study males did not report the presence of
fewer chronic conditions. Thus, the inéidence of these conditions may
not be reduced but it. may be better controlled as evidenced by the
older study men reporting less disability and lower utilization of
health services.35

Indicators reported by Dales et al. disclosed fewer differences

between the study and control groups. Outpatient utilization for the
physician and laboratory tests was quite similar although the study

34John L. Cutler, et al., "Multiphasic Checkup Evaluation Study.
1. Methods and Population," Preventive Medicine, II (June, 1973), 199-

206.

3SSav1tri Ramcharan, et al., "Multiphasic Checkup Evaluation Study:
2. Disability and Chronic Disease After Seven Years of Multiphasic
Health Checkuups," Preventive Medicine, II (June, 1973).
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group had more dfagnoses for 26 of 188 specific diagnoses ( p < .05).
The reverse was not found for any diagnosis. This difference 1ikely
occurred because the study group had more multiphasic checkups. The
number of hospitalizations also did not differ appreciably between
the two groups with the exception that older study women, and to a
lesser extent younger women, were hospitalized more. The authors
thought these hospitalizations may have been for preventive-thera-
peutic reasons rather than a result of advanced disease since most
were for surgery and gynecology service. In comparing mortality rates,
no major differences was found in overall rate but for "potentially
postponable" causes of death (certain cancers, hypertension, intra-
cranial hemmorrhages), the control group rate was twice the study
group rate ( p < .05). Most of this difference was due to colon and
rectal cancer and hypertensive associated causes. Dales suggested
this difference might have been due to the study group's receipt of
screening and subsequent followup since significantly more cases of
hypertension and benign growths of the colon were diagnosed in out-
patient clinics. In addition, prescription dispersal for antihyper-
tensive agents was found to be higher for the study group.36
In a cost-benefit analysis of the screening program, Collen et
al. concluded that over a seven year period of time a net saving of
some $800 per man (for men age 45-54 at entry) could be attributed
to the screening program. The difference primarily reflected the

lower disability and mortality rates which enabled the men to work

36Lor1ng G. Dales, et al., "Multiphasic Checkup Evaluation Study.
3. Outpatient Clinic Utilization, Hospitalization, and Mortality Ex-
perience After 7 Years," Preventive Medicine, Il (June, 1973) 221-235.
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more and longer and consequently to earn more income. Similar dif-
ferences were not demonstrated for younger men or for women.37
Findings from the HM0 studies are thus mixed. While differences
favoring program participants were found, they were not consistently
obtained, varying frequently by age and sex for unknown reasons. How-
ever, both the Kaiser and HIP studies had complications which would
serve to underestimate true differences. As noted, the Kaiser study
had a sizable crossover on the screening factor (slightly more than
one-half of the controls were eventually screened) while in the HIP
study only two-thirds of the study group was screened. As a result,
the obtained outcomes, while not strongly supportive of the program

variable, do give positive indications of program effect although

overall they must be considered inconclusive.

OQutcome Studies of the EPSDT Program

Two general approaches have been used in an attempt to evaluate
the influence of EPSDT on child health patterns. One approach has
compared cost and utilization rates for screened and unscreened eli-
gibles. The general assumption is that these indicators might be
initially higher for those screened (because of resulting referral
needs) but on a longer term basis they should be lower. The second
strateqy has compared what are essentially referral rates for initial
and repeat screenings. The hypothesis is that referral rates should

be lower for those rescreened which would be considered indicative

37Morr1s F. Collen, et al., "Multiphasic Checkup Evaluation Study:
4. Preliminary Cost Benefit Analysis for Middle-Aged Men," Preventive
Medicine, II (June, 1973), 236-246.
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of better health. Review of these studies follows.

The Community Health Foundation (CHF) compared cost and service
utilization data for screened and unscreened eligibles in two North
Dakota communities.38 Diagnosis and treatment data was gathered from
the Medicaid claims file for a one year period. It was apparently
during this same interval that the test group received their screening,
410 children screened in Minot were compared with 1662 unscreened
children in Minot and 1920 unscreened children in Bismarck. Results

are given below:

Utilization Differences

1. Those screened used 21 to 30 percent fewer inpatient
hospital services.39

2. Those screened used more services in the physician

(103%-178%), dental (65%-79%) and outpatient hospital
(24%) categories.

Cost Differences

1. Total per capita expenditures (including screening costs)
were 36-44% lower for the screened group.

2. Per capita expenditures for inpatient hospital services
were 47-58% lower for those screened.

3. Per capita expenditures for pharmaceuticals were 18 to 21%
Tower for those screened.

4. Per capita expenditures for physician services were 6 to 65%
higher for the screened group.

38Comnun1ty Health Foundation, "Cost Impact Study Of The North
Dakota EPSDT Program," (Evanston, I11inois: Community Health Foun-
dation, 1977). (Mimeographed.) '

3gln this example, and for those which follow, the first per-
centage represents the difference between those screened and those
not screened in the test (Minot) community. The second percentage
represents the difference between those screened and those not screened
in the control (Bismarck) community.



5. Per capita expenditures for dental services were 17%
higher for those screened than for those not screened
in Minot (the test community). However, these expen-
ditures were 2% lower for the screened persons than
for unscreened persons in Bismarck (the contro! com-
munity).

6. Per capita optical expenditures were 71% higher for
those screened than for those not screened in the test
community but 3% lower for the screened persons than for
the unscreened persons in the control community.

This study appears to show the desired relationship between par-
ticipation in EPSDT, appropriate participation in the health care sys-
tem and improved health. Those screened used fewer inpatient services,
more ambulatory services and incurred lower medical costs than those
not screened. Utilization and expenditure patterns generally moved in
the same direction. However, the CHF cautioned that the obtained re-
lationship was not necessarily one of cause and effect because the self
selection process might have resulted in children who were initially
more healthy being the ones who were screened. Also, it seems unlikely
that the program is sufficiently powerful to reduce inpatient hospital
services by 20-3)% within only one year.

A second study concerned with cost utilization was done by Applied
Management Sciences (AMS).40 AMS selected 800 screened and 800 unscreened
children from each of two states and examined the Medicaid claims file
for the year prior to screening, the screening year itself and the year
after screening. Selected findings are displayed in the following two

tables:

4°App11edNhnagementSciences, Assessment of EPSDT Practices and Costs -

Report _on the Cost Impact of the EPSOT Program (Silver Spring, Maryland:
App%iea Management chences, 1976).
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Reference Tablie II. Per capita service utilization for all services
by year of service and state.

State 1 State 2
Year EPSDT NonEPSDT EPSDT NonEPSDT
1974 5.86** 8.03** 10.65* 12.64*
1975 10.70 10.17 14.05 14.92
1976 7.58%* 9.26** 14.04 15.36

*Difference between EPSDT and nontEPSDT sample is statistically signifi-
cant at the .05 level.

**Djifference between EPSDT and nonEPSDT sample is statistically signifi-
cant at the .01 level.

In state 1 (southern and rural) utilization increased 29 percent for

the screened group and 15 percent for those not screened from 1974 to
1976. AMS argued that if the screened group had experienced the same
rate of change as the unscreened group, their utilization would have
increased to only 6.74 rather than 7.58 services. The .84 units of
additional utilization (nearly one visit) is about a 12% improvement
attributable to the EPSDT program. Similar reasoning with state 2
(northern and industrial) data shows utilization increased 8.5 per-

cent above what it would have in the absence of the program.

Reference Table III. Per capita costs for all services by year of
service and state.

State 1 State 2
Year EPSDT NonEPSDT EPSDT NonEPSDT
1874 $85.30%* $115.25%* $146.94** $196.36%**
1975 $153.04 $143.53 $198.07* $254.75*
1976 $117.27 $129.39 $216.98 $243.01

*Difference between EPSDT and nonEPSDT sample is statistically signifi-
cant at the .05 level.

*Difference between EPSDT and nonEPSDT sample is statistically signifi-
cant at the 0.1 level.
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In state 1 costs increased 12% between 1974 and 1976 for EPSOT non-
participants. Applying this rate of change to the screened group
suggests their 1976 costs would have totaled $85.53 without program
participation. The actual change to $117.27 was equal to a 23% in-
crease attributable to the program ($117.27 - $85.53/$85.53 or $21.74
per person). The comparable changes in state 2 were 19 percent and
$35.13 per person.

In summary, rates of change for both service utilization and costs

increased more rapidly for the screened group in both states although

their levels of cost remained lower with the exception of the screening

year itself in the rural state. The increases in usage suggested that
EPSDT could improve, at least temporarily, access to health services
for poor children and that the increased costs resulting from the pro-
gram did not appear to pose a substantial burden to Medicaid. At the
same time, the AMS study did not demonstrate any short-run cost savings
associated with the EPSDT program.

The second type of approach for estimating EPSDT's impact on health
is demonstrated by Currier's differential analysis of referral rates.41
He found that during the first half of 1976, 62% of those initially
screened were referred as compared with a 49% referral rate for those
rescreened. This is a 21% reduction in referrals. A similar Michigan

review for calendar year 1977 showed these rates to be 62% and 51%

respectively (an 18% reduction).42 Thes? data suggest that increased

41R1chard Currier, "Is Early and Periodic Screening Diagnosis and
Treatment (EPSDT) Worthwhile?," Public Health Reports, XCII (November-

42M1chigan Department of Public Health and Michigan Department of
Social Services, Health Screening: A Call To A Better Life, Michigan
Annual Report, 1977, (Lansing, ﬂichigan. 19787.
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contact with the program, as evidenced by rescreening participation,
results in fewer health problems. This is what the program is supposed
to accomplish.

A technically sophisticated EPSDT outcome study was recently com-
pleted by Philadelphia Health Management Corporation (PHMC), an EPSDT
screening provider in Pennsy]vania.43 They also analyzed health data
already stored on computer file but added several procedural techniques
for the purpose of protecting the study's "internal validity." The ad-
vantages they note for using already obtained data are significant,
namely unobtrusiveness and not adding to service costs through primary
data collection. Direct service workers and clients are usually either
unable or unwilling to assist research projects and paying for their
assistance becomes expensive. Thus, not only are the PHMC findings
important but the methodological adjustments they made are of interest
for their contributions in strengthening the "ex post facto" mode of
data analysis. PHMC assessed outcomes in outreach, risk identifi-
cation and, of particular relevance to this study, risk reduction.

Risk reduction was measured by the change in the "health status
index" (or "abnormality rate"44) which equaled:

HS = ~rTRRA-

where:

43Phﬂade1phia Health Management Corporation, A Study of the
Process, Effectiveness, and Costs of the EPSDT Program In Southeastern
Pennsxlvania. Part 111, (Philadelphia, Pennsylvania). 1980.
4The "abnormality rate" is simply a subset of the health status

index where analysis is focused on some, rather than all, of the test
areas.
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HS = health status index;

ATA = total number of abnormal test areas where treatment
is required;

TTA = the number of test areas in which a treatable abnor-
mality can be found multiplied by the number of children
screened;

NA = total number of test areas not assessed, an adjustment to
eliminate TAs not assessed for a given number of children.

The lTower the HS index, the healthier the subjects.

45 a

Their research model, from Campbell and Stanley, S:

Two-screen sample 01 X 02

One screening, occurring
when 01 is screened 03

One screening, occurring
when 02 is screened 04

The "0" represents an observation at a given time, i.e. a screening.
The "X" represents an "experimental treatment," i.e. a referral. Al-
though PHMC does not state that all those screened were also referred
(which would not usually be the case), they note that the focus is on
the outcome of exposure to a screening, those who have had this exposure
and those who have not. The comparisons are between 01 and 02, a longi-
tudinal comparison and 02 with 04, a cross-sectional one.

Several control procedures were used to validate findings:

1. Since the 01-02 longitudinal comparison is subject to possible

46

"instrument" and history effect,  an 03 to 04 comparison was made for

%Sponald T. Campbell and Julian C. Staniey, Experimental and Quasi-
Eerrimental Designs For Research, (Chicago: Ran ally and Company,
).

%ponald T. Campbell and Julian C. Stanley, op. cit., pp. 7-9.
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the purpose of determining whether time itself is an indirect factor.
PHMC found the 04 HS index was 21% higher than the 03 HS index and
concluded the screening protocol had become more rigorous over time.
Since the unadjusted 02 HS was nearly 8% lower than the 01 index,

21% was added to this 8% difference to yield an adjusted reduction

of almost 30% in the 02 index as compared with the 01 HS index. Thus,
PHMC determined that the incidence of problems decreased nearly 30%
for the same children over a two year period of time.

2. Since the cross-sectional comparison of 02 to 04 was subject
to selection and regression effects, an adjustment was made based on
an 01-03 comparison. The HS index for the Ols was found to be 26%
higher (+26%) than the HS for the 03s, indicating that the longitudinal
sample (01s) was initially a more sickly group. Since the HS for the
02s was 5% lower (-5%) than the HS of the 04s, the +26% difference
was subtracted from the -5% yielding an adjusted HS for the 02s 31%
Tower than the HS for the 04s. Again, those participating in the pro-
gram (the 02s) had about 30% fewer abnormalities than the nonpartici-
pant comparison group.

3. A third possible confounding problem was that of maturation
in making the longitudinal comparison. Similarly, the cross-sectional
comparison could be invalidated by age differences between the two
groups. To control both situations, an age-adjustment procedure was
used. Basically, a weighted mean was derived which expressed the HS

of the Ols and 04s as if these groups had the same age distribution
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as the 025.47
PHMC observed that their model was unable to control for a
possible interaction (selection-maturation) effect in the longi-
tudinal comparison or for a possible experimental mortality effect
in the 02-04 comparison. However, in this particular study PHMC
argued that these uncontrolled factors did not confound the results.
In summary of the EPSDT studies, PHMC's central finding was
that the rescreened group (02) had an approximately 30% lower overall
abnormality rate compared with itself (0l) over time or compared
with the control group 04 (p < .05 for both comparisons). These
results are consistent with, and quite similar to, Currier's finding
that referral rates were 20% lower for those being rescreened as
compared with those receiving an initial screening. Results from
both studies support the view that program participation is beneficial.
Reconciling the CHF and AMS studies is a bit more difficult.
CHF's study was a comparison of EPSDT participant and nonparticipant
costs and utilization during the screening year only. They found
the use of amublatory services was higher for the participants but
that their overall costs remained lower than those incurred by the

nonparticipants. AMS in making the same comparison found no

47 ‘
HS* = £ (Ni) (HSi)/N
1

where HS* = the age adjusted HS;
k = the number of age classes;
Ni = number of test areas assessed in the ith age
group of the standardizing group 02 (i.e.,
TTA1 ~ NAi);
HS1i = HS for the ith age group of the standardized
group, in this case, 0Ol or 04.
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statistical difference between participants and nonparticipants except
for costs in the northern, industrial state which were significantly
lower for participants. In the AMS three year longitudinal comparison,
utilization and costs increased at a faster rate for the participants
(approximately 10% and 20% faster respectively) although total partici-
pant costs were lower at each stage of the study. Thus, both CHF and
AMS studies found EPSDT associated with a higher use of certain medical
services although EPSDT users, in spite of their increased service use,
still incurred lower medical costs than those not participating in the

program.

Relationship of Demographic Factors to Health

An analysis of the relationship between race and health is faced
with several problems.48 First, since whites are more affluent than
minorities, income is a variable. However, studies comparing racial,
health differences seldom control for socioeconomic status. Secondly,
most data concern mortality rates, certainly an appropriate and impor-
tant variable but one which is nonetheless not sensitive to any dif-
ferences less extreme than 1ife or death. As Reid recently wrote:

. « . the data on illness and disability are so new
or so0 inadequate that it is difficult to establish trends
to make statistically sound conclusions on the suiaect

of minority health except from data on mortality.
(I.e., information recorded on death certificates.)

481n what follows, "race" is used in a nontechnical sense to
refer to whites, blacks, Spanish-speaking and American Indians.

49)0hn D. Reid, Everett S. Lee, Davor Jedlicka and Yongsock Shin,
"Trends in Black Health,” Phylon, XXXVIII(June, 1977), 105-116.
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Given these qualifiers, discussion of the racial variable follows.
The main point of the discussion is that blacks have poorer health
than whites, a fact of particular interest in Michigan where blacks

are a large proportion of the eligible population.

Blacks
Succinctly put, the situation is that blacks have higher death
rates than whites for all the major causes of death except suicide.50
Black-white differences exist even before birth. Death of the fetus
within the womb is more common among blacks than among whites. Also,
newborn blacks are more 1ikely than whites to die during the first
year of life.51
Lee notes that the chances of anyone dying from childbirth in the
United States are exceedingly low, less than 1 woman per 1000. How-
ever, she says there are black-white differences and the differences
have widened during the twentieth century at the same time rates for
both groups were decreasing greatly. In 1973, the maternal mortality
rate for whites was 3% of what it had been nearly sixty years previous.
However, the 1973 black rate was 4.5 percent of the much higher rate
it had recorded in 1915 {11/1000 for blacks versus 6/1000 for whites

in 1915).%2

5°Davor Jedlicka, Yongsock Shin and Everett S. Lee, “"Suicide
Among Blacks," Phylon, XXXVIII (December, 1977), 448.

Sljohn D. Reid, et al., "Trends in Black Health," op. cit., p.

105.
5?TAnne S. Lee, "Maternal Mortality in the United States,”" Phylon,
XXXVII1 (September, 1977), 260, 262.
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Similarly, Kovar found the same pattern in studying the trend of
mortality rates between 1950 and 1975. For white infants, the death
rate was 26.8 per 1000 in 1950 and 14.2 per 1000 in 1975, a decrease
of 47 percent. For black infants, the comparable rates were 43.9 in
1950 and 26.2 in 1974, a decrease of 40 percent. Thus, although both
rates decreased greatly in the 25 year period, it decreased less for
blacks, i.e., the racial difference widened. Said differently, in
1950, the black infant mortality rate was 64 percent higher than the
rate for white infants. However, by 1975, the black rate was 85%
higher than the white rate. This means the black infant born in 1975
had a better chance of surviving than a black child born in 1950 but
a poorer chance of survival than a white child also born in 1975.53
These data are particularly interesting since infant mortality is fre-
quently used as a single indicator of national health status.

Reid notes that among whites, 106 males are born for every 100
females, and the number of males remains larger than that of females
to about age 40. However, among blacks, only 103 males are born alive
per 100 females, and before adolescence is over, there are more females
than males.54

Wilber says the prevalence of high blood pressure among blacks
is about twice as high as among whites.55 Yabura presents data docu-

menting this claim. He says the death rate for high blood pressure

53Mary Grace Kovar, "Mortality of Black Infants in the United
States