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EPSDT &  
Wrap Around Coverage 

EPSDT Core Benefits: 
•  Periodic and “as needed” comprehensive health exams that include 

 developmental assessments in addition to other exam elements 
•  All recommended immunizations 
•  Complete vision, dental and hearing services 
•  All diagnostic and treatment services needed 
•  A preventative purpose which translates into a preventative standard  

 of medical necessity emphasizing the earliest possible health 
 intervention in order to promote growth and development 

Wrap Around Services - Family Supports: 
•  Information about benefits and where to obtain EPSDT services 
•  Scheduling 
•  Transportation 
•  Links to other services such as WIC, Special education 



Federal Cost Sharing Standards for 
Children Under 18 (State Option to Use) 

“Mandatory” 
Children 
(Under age 6 up to 133% 
FPL and 6 to 17 up to 
100% FPL) 

Other Children 
with Family 
Income up to 
150% FPL 

Other Children with 
Family Income 
Above 150% FPL 

Most services No charges allowed Up to 10% of the cost 
of the service 

Up to 20% of the cost of 
the service 

Prescription drugs Up to a maximum of $3 
for “non-preferred” / $0 
for preferred 

Up to $3 for a non-
preferred / may 
charge less for 
preferred 

Up to 20% of cost for 
non-preferred / may 
charge less for 
preferred 

Non-emergency 
use of an ER 

Up to $6 Up to $6 Any amount 

Preventive 
services 

No charges allowed No charges allowed No charges allowed 

Aggregate cap on 
charges 

No cap 5% of monthly or 
quarterly income 

5% of monthly or 
quarterly income 

Premiums Not allowed Not allowed Allowed with no upper 
limit except 5% cap 

2008 FPL(1): $10,400 
2008 FPL(4): $21,200 

+$3,600/additional 
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SCHIP Spending is Rapidly Outpacing 
New Funds Being Made Available 

(in millions) 

Source: Data received from HHS, 2006. 
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•  Elderly and disabled adults represent 24% of enrollees and 67% 
of costs. 

•  This is a failure of the National policies to address the long-term 
care needs of America’s aging population.   

•  RI has a higher % of nursing home residents than the national 
average that augments our problem.   

•  RI Medicaid expenditures are 2nd in the nation, per capita! 





NYT, 9/15/08 

Employers are making  
the same choices… 





Source: US Census Bureau, Current Population Survey, 1994-2008, three-year averages, compiled by Rhode Island KIDS COUNT. Data are 
for children under 18 years of age.  
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“The Waiver” 



The RI Medicaid Global Waiver  

3 Goals: 

•  Rebalance the Long Term Care System 
•  Enhance access in most appropriate setting 

•  Manage care across all Medicaid Populations 
•  Build on RIte Care, ConnectCare Choice (PCCM), PACE, and 

Rhody Health Partners to ensure coordinated and accessible care 
management for all Medicaid enrollees 

•  Complete transition from payer to purchaser 
•  Link reimbursement to performance and quality of care 
•  Selective purchasing 











Deficit 





“Optional” Populations and Services 

Examples: 
•  Prescription medications 
•  Dental care 
•  Transportation services 
•  Community-based services like day treatment for individuals 

with developmental disabilities 



“Optional” Populations 

  Children based on age or income level 
  Children with severe disabilities on Katie Beckett 
  Youth who have aged-out of foster care 
  Women eligible for breast and cervical cancer 

programs 
  Adults with disabilities 
  Low-income seniors 



“Optional” Populations 



…The first and foremost purpose of Medicaid should be to provide the highest 
quality of care and services to individuals who cannot afford it and the state’s 

most vulnerable, not to line the pockets of health-care providers. 



RI Medicaid vs Medicare 
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Abstracted from 8/21/2008 letter to Michael Levitt, from Baucus and Rockefeller 
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Timeline of the Medicaid  
Global Waiver 





Summary and Conclusions 

•   Healthcare financing is an insurance-based capital market 

•   US is the only nation to use an employer-based purchasing system 
•   If the employer doesn’t offer coverage (i.e. small business), then the 
‘working poor’ without health insurance 

•   Healthcare management is an administrative business by payers, 
without collaborative models with providers 

•   Managing physicians, not patients 
•   This continues with  transparency and public reporting initiatives 

•   Providers remain disadvantaged compared to payers by anti-trust laws 

•   We already pay for everyone’s health coverage, through contracting, 
premium increases etc. We do not lose money by covering everyone, we 
gain the ability to manage the care more effectively 



Summary and Conclusions: 
Children’s Healthcare & Medicaid 

•   Children’s health insurance is often within Medicaid/SCHIP 
•  Adults with disabilities/LTC, NOT children, are the cost drivers 
•  Federal policy has failed to manage these services 
•  1115 waivers and others could address these issues at State level 

•  Global waiver too risky for children’s services and RI 
•  Pools children and acute care services with adults and LTC into one 

 COMPETING budget 
•  Decreases chance to renegotiate or benefit from any future FMAP increases 

•  We still need appropriate Medicaid reform with enough State flexibility 
•  Requires changes in Federal policy 
•  A RIte Care-like program can benefit the adult population.   
•  There is no need to absorb RIte Care into a new global model 
•  Can achieve waivers to reform LTC without jeopardizing the  

 federal-state partnership for this high risk populations 




