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T

he Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)
beneft mandates full coverage of healthcare for children enrolled in
Medicaid. The EPSDT beneft provides the access, framework, resources,
and fnancing for healthcare for children with complex healthcare needs.
When fully implemented, the EPSDT beneft leads to improved health outcomes.
This paper examines the EPSDT beneft as an essential healthcare resource for
vulnerable children, notably children in foster care. The majority of children in
foster care receive Medicaid healthcare coverage and have complex healthcare
needs. According to the most recent research, many children in foster care are not
receiving this mandated beneft. Improved implementation of the EPSDT beneft
is key to improving health outcomes. This policy analysis reviews the EPSDT
beneft, evidence for its effectiveness, issues challenging full implementation
for children in foster care, examples of successful implementation, and provides
recommendations for improved implementation. Specifc recommendations
include coordination of healthcare and child welfare services (e.g. with health
services coordinators), increased accountability for implementers, and adequate
numbers of qualifed, trauma-informed providers.
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INTRODUCTION
THE EARLY AND PERIODIC SCREENING, DIAGNOSTIC, AND TREATMENT BENEFIT

Te Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) beneft is a
federal beneft program under Medicaid that provides health care entitlement services for
children who are enrolled in Medicaid (CMS, n.d.[a]). Each state administers its own EPSDT
program, which is fnanced by funds from both the state and the federal government. To
comply with the beneft mandate, states are required to inform families of the beneft and
ensure that children are screened and receive appropriate diagnosis, treatment, services,
and adequate follow-up. Appropriate diagnosis, treatment and services are targeted to
the healthcare problem. Adequate follow-up implies following the child closely to ensure
proper progress to achieve their healthcare goals. States are also required to report results of
their compliance to the Centers for Medicare & Medicaid Services (CMS) annually (CMS,
n.d.[a]; CMS, n.d.[b]; CMS 2014).
Te EPSDT beneft addresses the problem of insufcient access to appropriate clinical
care for children who are at an increased risk for poor health and psychosocial outcomes,
including prevention, screening, treatment and adequate follow-up by covering children
eligible for Medicaid, who are ofen at higher risk (CMS 2014). Te goal of the EPSDT
beneft is to prevent or treat healthcare problems as early as possible (early intervention)
(CMS, n.d.[b]; MACPAC, n.d.). Te EPSDT beneft program provides for the screening and
prevention guidelines based on professional standards (CMS, n.d.[a]; CMS, n.d.[b]; CMS
2014). States may use the American Academy of Pediatrics guidelines “Bright Futures” for
well child visits, or they may use guidelines from other professional organizations (CMS,
n.d.[a]; CMS 2014). Trough mandated annual reporting of services provided, the EPSDT
addresses the issue of insufcient access to healthcare for eligible children, and CMS can
track state compliance (CMS, n.d.[a]; GAO 2009).
According to the Medicaid Annual Reporting Data Files for Fiscal Year 2018, more
than 42 million children were eligible for the EPSDT beneft, yet fewer than 60 percent
of these children received at least one initial or periodic screening (CMS, n.d.[c]). A US
Government Accountability Ofce (GAO) report identifed a similar rate for fscal year
2017, noting a fve-percentage point decline since 2010 (GAO 2019).
CHILDREN IN FOSTER CARE AND THE EPSDT BENEFIT

Foster care is a system for children who can no longer live with their primary caregivers
(usually biological parents). As a result, these children are cared for by adults outside of
their home. Foster care can be provided by relatives, or non-relative adults, or in residential
facilities, such as group homes (Child Welfare Information Gateway, n.d.).
Children in foster care have a much higher prevalence of health problems than comparable
counterparts who are not in foster care (American Academy of Pediatrics 2005). Tese children
have complex healthcare needs, stemming from the trauma they sustained prior to placement,
preplacement medical conditions, the emotional trauma of being removed from their home,
and the fact that they ofen receive care from multiple healthcare providers and caregivers.
Proper medical, developmental, and psychosocial follow-up, and continuity of care are ofen
missing (American Academy of Pediatrics 2005). Proper developmental follow-up includes
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assessing children for the presence of age-appropriate milestones, making recommendations
(either for the caregiver to implement, or for further investigation and referral to specialists),
and providing guidance and suggestions to caregivers about the child’s next milestone. Tis
could include providing guidance on early literacy and school readiness practices or programs
(Williams and Lerner 2019).
Almost all children in foster care are eligible for Medicaid (American Academy of
Pediatrics 2005; Child Welfare Information Gateway 2015), therefore should be receiving the
full range of EPSDT benefts. Despite this, a 1995 GAO report showed one-third of children
in foster care did not have their healthcare problems addressed while in care (GAO 1995).
Fragmentation of care - i.e., when children’s healthcare lacks continuity or consists of many
diferent, disconnected healthcare providers and care takers - leads to a lack of knowledge
about the children’s healthcare needs by both healthcare providers and care takers (American
Academy of Pediatrics 2005). Once children have access to healthcare, decisions about
their care are made by multiple decision makers, further complicating healthcare provision.
Tese multiple decision makers may include the biological and foster parents, child welfare
representatives, and legal representatives (American Academy of Pediatrics 2005).
SYSTEM ACCOUNTABILITY

Te EPSDT beneft provides access to needed healthcare, as well as a legal framework,
funding, and system accountability to holistically address the complex healthcare needs of
children in foster care. However, many children in foster care are not obtaining the full EPSDT
benefts that they are eligible for (GAO 1995), which some healthcare providers suggest the
lack of coordination between care providers may contribute to (Ruptier 1997). Caregivers
and caseworkers may not be aware of the EPSDT beneft (Department of Health and Human
Services Ofce of Inspector General 2003; CMS, n.d.[b], 1). Other issues that may contribute
to the gap between these children’s healthcare needs and access to the beneft include a lack
of access to specialty service providers, and lack of enforced system accountability (Allen and
Hendricks 2013). An accountability system is one in which an overseeing body ensures that
service provision meets an appropriate standard and provides an enforcement mechanism
in the case that services do not meet that standard. In the case of the EPSDT beneft, states
are required to report proof that they have appropriately implemented the EPSDT beneft for
all eligible children to the Center for Medicare & Medicaid Services (CMS), who oversees
the program (CMS, n.d.[a]; GAO 2019). To be enforced, this closed-loop EPSDT system
accountability requires oversight by CMS (GAO 2019).
Tis paper will review the evidence for the EPSDT program’s efectiveness and the
issues challenging full implementation for children in foster care. Ten, it will identify key
components of successful beneft programs for foster care youth and, fnally, recommend
ways to improve healthcare coverage for children in foster care.

BACKGROUND
HISTORY OF THE EPSDT BENEFIT

Te EPSDT beneft was included in the Social Security Amendments of 1967 as a
mandatory Medicaid beneft. It was enacted in response to research that revealed young men
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drafed into the military were being disqualifed at high rates due to childhood illnesses that
were lef untreated (Rosenbaum et al. 2005). In 1989, Congress signifcantly expanded the
EPSDT coverage to codify the beneft, encompassing key aspects of healthcare (Goldstein
2013). Tese key aspects of healthcare included specifcation of the physical, developmental,
and psychosocial care paid for by the beneft, and associated supportive levels of care.
Examples of these levels of care include laboratory services (e.g. checking lead levels), physical
and occupational therapy, immunizations, and recommended dental care (Rosenbaum 2016).
Te EPSDT was intended to provide mandated, comprehensive healthcare coverage to
low-income children to prevent and treat childhood illnesses early, improving child health
and ensuring each child could reach their full potential. Te program was designed to improve
children’s health by providing increased access to medical care, including preventative and
early intervention services for eligible children (Rosenbaum 2016). As the EPSDT beneft was
funded as a part of Medicaid, this approach covered the population of children deemed most
vulnerable (Rosenbaum 2017).
HEALTH OF CHILDREN IN FOSTER CARE

Te American Academy of Pediatrics notes that the foster care system should “provide
for the health, safety, and well-being of children, while fostering family reunifcation or an
alternative permanency arrangement, when reunifcation is not possible” (Council on Foster
Care, Adoption, and Kinship Care, the Committee on Adolescence, and the Council On
Early Childhood 2015). According to the Adoption and Foster Care Analysis and Reporting
System (AFCARS) estimates, over 600,000 children spent time in foster care in 2017. Te
main reasons associated with removal from the home and placement into the foster care
system included neglect, abuse, and parental substance abuse (Administration for Children
and Families 2018).
A majority of children already sufer from a diagnosable health care condition when placed
in foster care (Leslie et al. 2005; Chernof et al. 1994; Hochstadt et al. 1987), and as many as 40
percent of children in the child welfare system are afected with chronic or complicated health
issues (Ringeisen et al. 2008; Jee et al. 2006; Takayama, Wolfe, and Coulter 1998; Hochstadt 1987,
55-59). Diagnosable implies these health care concerns have been present prior to placement
but may or may not have been addressed or identifed by a healthcare provider. Te healthcare
problems may be related to oral or medical conditions (e.g. tooth decay, asthma), mental health
conditions (e.g. depression), or delays in the child’s growth, development, and educational level
(American Academy of Pediatrics 2005; Hochstadt et al. 1987). Many of these diagnosable
conditions are preventable or amenable to early intervention (e.g. tooth decay, asthma). In
addition, almost all children placed in foster care have psychosocial problems (Hochstadt 1987),
which has been attributed to the combination of factors that led to removal from their home
and placement into foster care (Simms, Dubowitz, and Szilagyi 2000; Hillen and Gafson 2015).
Research reveals that children who experience foster care are at high risk for persistent health
problems, mental health conditions related to their trauma (e.g. posttraumatic stress disorder);
are unable to reach their educational potential, gain sustainable employment, or maintain a
home; and are more likely to be involved with the criminal justice system (Reilly 2003; Cutuli
et al. 2016). Screening, preventative strategies, and early interventions are measures that can
lead to improved health, and enhanced quality of life outcomes (Pandve 2014).
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IMPORTANT LEGISLATION IMPACTING THE HEALTH CARE OF FOSTER CHILDREN

Te Fostering Connections to Success and Increasing Adoptions Act of 2008 (sec. 2015)
mandates improved communication and coordination between state child welfare agencies
and state Medicaid agencies by developing healthcare plans for each child. Tese plans should
include all of the needed healthcare services, a method of sharing this information with
relevant healthcare providers and child welfare agencies, and an oversight mechanism.
Te Afordable Care Act (ACA) of 2010 expands the existing 1915(i) state option
provision of the Social Security Act, giving states greater fexibility to provide services in
the home or community (Lehmann, Guyer and Lewandowski 2012). Tese services would
allow for improved implementation and coordination by simplifying access and allowing for
management closer to where the child resides and attends school.
Finally, the Child and Family Services Improvement and Innovation Act of 2011 mandates
each state to develop a plan outlining the management of the child’s healthcare services
to include services for emotional trauma associated with the reasons for their foster care
placement (sec. 101). Together, these acts provide states with legal frameworks to improve
their use of the EPSDT beneft when providing services to the foster care community by
facilitating improved communication, coordination, monitoring, and oversight of the services
provided by the EPSDT beneft.
BARRIERS TO ACCESSING THE EPSDT BENEFIT

Te EPSDT beneft supports and fnances many preventative and early intervention
services (CMS 2014, CMS, n.d.[b]). However, several barriers exist that prevent children from
fully beneftting from the EPSDT beneft. Tese barriers may be related to the child welfare
system, the healthcare system, or lack of coordination of services amongst both healthcare
providers and child welfare workers. Child welfare system barriers may include a lack of
awareness about benefts by child welfare providers, foster caregivers and biological parents, as
well as involvement by multiple people (such as caregivers, social service providers, educators,
and legal representatives) with difering decision-making capabilities who are unaware of the
child’s complete health history and needs. Discontinuity of services due to placement moves
and changes in staf (e.g., healthcare, social services, childcare and school-related) may also
occur. Healthcare system barriers may be due to foster care children not having adequate
access to healthcare services or care providers familiar with their specifc needs (Szilagyi,
Rosen, and Rubin 2015; Halfon and Klee 1987; McGill 2016; MACPAC 2015; American
Academy of Pediatrics 2005; Allen and Hendricks 2013; Rubin, n.d.).
Because the EPSDT beneft has been inadequately implemented for children in foster care
and demonstrates a lack of service coordination, the children who need the services provided
by the beneft are not receiving them (GAO 1995; GAO 2019). Children who are receiving
the benefts are ofen receiving services and treatments that are uncoordinated due to poor
communication systems, leading to inadequate or improper services (Szilagyi, Rosen, and
Rubin 2015). However, health service coordinators have been shown to facilitate improved
implementation and coordination of services (Pires and Stroul 2013).
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Accountability across service providers, child welfare agencies, and government agencies
is necessary to address the inadequate implementation rates and lack of proper coordination
(American Academy of Pediatrics 2005). For many of these entities, there is little incentive
to ensure full access to the range of EPSDT benefts for foster care children, as the beneft is
costly and complex to administer, and service providers are not adequately compensated for
the level of care required (American Academy of Pediatrics 2005; Allen and Hendricks 2013;
Committee on Early Childhood, Adoption, and Dependent Care 2002).
EXAMPLES OF EFFECTIVE IMPLEMENTATION STRATEGIES

Certain states have developed efective implementation strategies to ensure access to the
EPSDT beneft and the health improvements it provides, demonstrating a range of approaches
and best practices (Pires and Stroul 2013). Te State of Tennessee’s policies and procedures
require integration of the EPSDT guidelines into every step of their placement process and
throughout children’s time and care. As a result, 95 percent of the children in the care of
the Tennessee Department of Children’s Services received medical screenings and 85 percent
received dental care according to the EPSDT guidelines in 2014 (Tennessee Department of
Children’s Services 2015).
Michigan’s Child Welfare System has “health liaison ofcers” who work with the foster care
agencies, Medicaid, and foster families to ensure proper enrollment into the EPSDT beneft
program, and proper access to the screening and continuity of physical healthcare services
throughout the child’s placement in care. Mental health clinicians play a complementary role
as “access staf,” coordinating these children’s mental healthcare services (Pires and Stroul
2013). Children who enter the child welfare system in Massachusetts, Texas, and San Diego,
California, are given “medical passports” which support consistency and information-sharing
across medical providers, foster families, and child welfare workers (Pires and Stroul 2013;
San Diego County 2017; Ruptier 1997).
Several states have also implemented policies to incentivize specialized practitioners to
ofer services to eligible foster care youth. Arizona has a special Medicaid health plan for
children in foster care fnanced through a risk-adjusted capitation rate. Tis means that rates
paid to behavioral health authorities have been adjusted for risk and are on average 29 percent
higher than rates for children outside of the welfare system. New Jersey’s Medicaid and
child welfare agencies have higher healthcare provider rates for the comprehensive medical
examinations at initial placement. In order to expand behavioral health services for children
in foster care, Arizona and Michigan match state child welfare funds with federal Medicaid
funds (Pires and Stroul 2013).

RECOMMENDATIONS AND FRAMEWORK FOR
IMPROVED PRACTICE
Improving EPSDT implementation for foster care children will require a call to action
by state and federal governments, child welfare, and healthcare agencies, resulting in a
more responsive and comprehensive health care system for foster children. Te primary
recommendation of this paper is to establish health service coordinators and implement
health care passports for every child in foster care. Additional recommendations include
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improving system accountability and increasing the number of healthcare providers who
are skilled in caring for foster care children, by improving retention and attracting new
skilled providers.
Signifcant collaboration will be required between a variety of entities to implement
and secure funding for these recommendations. For example, foster care and healthcare
agencies can work together to implement health care passports and develop the role of health
service coordinators. Funding and system accountability will require collaboration at all
levels, including between state agencies and Medicaid. Improving retention and attracting
new skilled providers will require funding and collaboration between professional provider
organizations and government funding agencies.
Te most direct path to a more efective use of the EPSDT beneft would be training, hiring,
and obtaining funding for the training and hiring of professional healthcare coordinators who
can accompany every child from the time of placement until they exit foster care in order to
navigate the system, advocate for the child, and ensure proper access to appropriate services.
Ideally, the healthcare professional would be a nurse specialized in the needs of children in
foster care, the EPSDT beneft, and other important aspects of care.
To ensure accurate and updated healthcare information is provided to all professionals
responsible for a child’s care, social workers and healthcare providers should work with
foster parents to develop, maintain, and safeguard a health care passport for each child. For
example, the Massachusetts Department of Children and Families, the Texas Department of
Family and Protective Services, and the San Diego County Department of Social Services
provide healthcare passports for children in foster care. Tese passports provide important
healthcare information in a portable format for easy access by all healthcare providers. Tis
ensures proper healthcare and follow-up, and prevents duplication of unnecessary services
and treatments (Pires and Stroul 2013; Child Welfare Information Gateway 2015; Texas
Department of Family and Protective Services, n.d.; Ruptier 1997).
Economically and politically, providing adequate funding for individual health care
coordinators and healthcare passports will be a challenge, as implementation and ongoing
management will require signifcant funding. However, these programs have been highlighted
as potential cost-efective innovations, as they improve prevention and early intervention
rates, leading to a decrease in costs related to treating foster children’s chronic health problems
(Piers and Stroul 2013; Ruptier 1997).
Improvements can be made to address current issues with accountability as well. Te
presence of health service coordinators would help ensure that children who need the services
are receiving them. State-level accountability oversight mechanisms should be implemented.
One potential deterrent for non-compliance at the state level are monetary penalties, although
imposing and enforcing penalties will be challenging. Te federal government could collect
these penalties into a fund to pay for services not provided under the EPSDT beneft (e.g.
therapeutic foster care), foster care focused education, and outreach to service providers
related to the EPSDT beneft program.
Education and outreach may improve information sharing between healthcare providers,
child welfare workers, and foster parents. Education and outreach topics could include
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health issues particular to children in foster care, the importance of primary and secondary
prevention, and information specifc to the optimal utilization of the EPSDT beneft.
Increasing funding to train healthcare providers in the specifc needs of children in foster
care, as well as increased service reimbursement rates for providers of healthcare to children
in foster care would attract more qualifed, well-trained service providers. Healthcare
professionals, their organizations, and academic institutions should be involved in developing
educational material specifc to the needs of children in foster care (e.g. American Academy
of Pediatrics, American Academy of Pediatric Dentistry). For example, New Jersey has two
key pathways for foster care-related continuing education and training. Te Child Welfare
Training Academy and the Behavioral Health Research and Training Institute both provide
training in partnership with Rutgers University for practitioners (Rutgers, Te State University
of New Jersey, n.d.; Rutgers Health, n.d.).

CONCLUSION
Te EPSDT beneft is a federally mandated comprehensive beneft that holistically
addresses the healthcare needs of vulnerable children, particularly children in foster care.
Children in foster care ofen have complex health, developmental, and psychosocial
impairments. Currently, the EPSDT beneft is underutilized for children in foster care for
a variety of reasons. Tese reasons include inadequate health service coordination between
families, child welfare agencies, healthcare providers and Medicaid, insufcient healthcare
providers skilled in the care of children in foster care, and inadequate system accountability.
Tis leads to a lack of access to appropriate health and psychosocial services for foster care
children. Many of the health, developmental, and psychosocial conditions these children
experience are amenable to prevention and early intervention measures, which would be
addressed through appropriate implementation of the EPSDT beneft.
In order for these children to reach their potential, the EPSDT services should be
fully accessible to every child entering foster care, and states should be held accountable
for mandating access. Te Center for Medicare & Medicaid Services, healthcare providers
and child welfare workers should work together to ensure proper implementation of the
EPSDT beneft. Health service coordinators may facilitate communication and coordination.
Increased accountability for implementers, and adequate numbers of qualifed, traumainformed providers are also necessary factors to optimize the implementation of EPSDT
services for all children in foster care.
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