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MEDICAID/EPSDT FINANCING QUESTIONS FOR CHILD HEALTH SERVICES 

AND CMS RESPONSES 

Charles Bruner, Child and Family Policy Center, February, 2013 

The Child and Family Policy Center submitted a request for clarification to the Center for Medicaid 

Services (CMS) regarding four specific case examples of programs or program types which serve young 

children and their families in ways ultimately directed to improving healthy child development.  Each 

serves a large percentage of children who are covered under Medicaid and provide some services which 

could be considered “medically necessary” and, in some context, eligible for Medicaid reimbursement. 

At the same time, each generally constitutes a more holistic approach to providing services (both clinical 

and community) which involve families as well as children in producing better child health outcomes. 

They may not fit into traditional Medicaid services and billing and documentation procedures. States, 

and advocates supporting these programs, often face challenges in securing Medicaid reimbursement in 

ways that are “consistent with efficiency, economy, and quality of care.” 

For each of the four case examples, CFPC described the program, the current status of Medicaid/EPSDT 

reimbursement for the program, and questions regarding ways in which the program might secure 

Medicaid/EPSDT financing. CMS provided a written response to each of the case examples, which is 

provided at the end of the description. 

Case Example One: Dyadic and Group Therapy to Support Children’s Healthy Development 

Child FIRST is an evidenced-based home visiting program which provides therapeutic services to young 

children (0-5) and their families in the home, where the child is at risk of developmental disability or 

mental health concerns. In most instances, a major reason for referral is parental depression or other 

characteristics of the parents which jeopardize the child’s healthy development. In some instances, the 

child can be diagnosed with a DSM-IV, but in others the child (often an infant) is not yet manifesting any 

behaviors which would lead to such a diagnosis.  

Current situation regarding Medicaid reimbursement. Currently, it requires the practitioner to make a 

specific diagnosis of the child (a DSM-IV) in order for services provided under Child FIRST to be covered 

under Medicaid, but Child FIRST finds that, in the professional judgment of the practitioner there are 

children for whom Child FIRST is a needed service to ensure healthy growth and development and avoid 

future developmental or behavioral concerns on the part of the child. In many of these instances, the 

mother has had a positive screen for maternal depression and the practitioner’s surveillance of the child 

indicates that the child will not develop normally unless there is stronger bonding and nurturing 

provided, but the child is not old enough to be able to provide certainty in diagnosing a specific existing 

condition. Changes under the ACA also require insurance programs to adopt “evidenced-informed” 

guidelines for primary health care services for children (Bright Futures), and guidance for the essential 

health benefits package in the exchange requires coverage of habilitative services. While in the past 

“rehabilitative services” have been the funding mechanism for programs like Child FIRST, these other 
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changes to the ACA could broaden the emphasis to cover significant risk factors as well, and would be in 

keeping with EPSDT’s authorizing language. 

Questions regarding Medicaid reimbursement. Are there specific ways for the practitioner to document 

such cases and use professional judgment so that the services provided under Child FIRST are covered 

by Medicaid as a medically necessary service, even without a specific child diagnosis? Can a positive 

parental screen for maternal depression or other parental diagnosis serve as a justification for providing 

Child FIRST as a medically necessary service (given the research which shows that maternal depression 

has consequences to child health and Child FIRST’s own research shows its efficacy in improving child 

bonding and attachment and development when provided to mothers with depression)? 

CMS Response to Questions regarding Medicaid reimbursement. 

 

Case Example Two: Practitioner Surveillance and Care Coordination to Improve Healthy Child 

Development 

An increasing number of child health initiatives are adopting a program model similar to Help Me Grow, 

where the program provides training to pediatric offices to conduct developmental surveillance and/or 

screening of young children and their families and makes referrals to a care coordinator of families for 

whom there are concerns, such as signs of parental depression or family stress or signs of 

developmental concerns on the part of the child. The care coordinator, often through telephone 

communication with the family, then delves more deeply into the issues that gave rise to the 

practitioner referral (usually through some form of motivational interviewing) and makes other referrals 

to both medical and non-medical providers who can help the child or family to promote healthy 

development and respond to the child’s health issues and needs. Conducting these referrals often 

involves multiple phone calls to different providers in order to set up visits and report back to the 

pediatric practice. In addition, in order for the care coordinator to have an adequate knowledge base of 

community services and those services to understand how they can work with the care coordinator, 

these programs usually employ a community health liaison whose responsibility it is to identify and 

education community providers, both licensed practitioners of the healing arts and others providing 

services to young children and their families, about the program and to know their referral protocols 

and what services and supports they can provide. In a few instances, the community health liaison may 
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be called by the care coordinator to assist in finding an appropriate referral for a specific family, but in 

most instances the community health liaison’s work is in community education, identification of 

resources, and networking. In effect, such programs typically include an overall program coordinator 

(who usually performs the practitioner outreach functions), several care coordinators, and a community 

health liaison. 

Current situation regarding Medicaid reimbursement. When considered altogether, the program costs 

for providing this care coordination service could be calculated, and generally average about $500 per 

family referred, although the actual direct contact with a family (in multiple conversations with the care 

coordinator) averages only about 2 hours, and the ancillary calls to schedule referrals and provide 

information back to the practitioner average another 3 hours. Programs like this one have multiple 

options for drawing down Medicaid funding and some of the activities clearly are eligible for Medicaid 

support (either as claiming as a Medicaid service or as an administrative expense). At the same time, 

parsing out the allowable costs to Medicaid can be administratively complex and require additional time 

in documentation solely for billing purposes. Further, not all the children served by such programs are 

Medicaid-eligible, nor are many of the services to which children and their families referred (even 

though these services ultimately contribute to better child health). In many instances, despite 

understanding substantial additional record-keeping and documentation, these programs only recover a 

small share of their actual costs in providing the services even to those children who are Medicaid-

eligible. Programs like these are seeking more administratively manageable ways to draw down 

Medicaid funding that more fully covers what they do. They also would like to be able to assist some of 

the programs to which they refer receive Medicaid coverage when those programs are providing 

medically necessary services. 

Questions regarding Medicaid reimbursement. There are several different ways that such a program 

might be covered under Medicaid or elements of its program covered, consistent with 1902(a)(30), that 

payments are “consistent with efficiency, economy, and quality of care.” 

First, if the care coordination itself is to be covered as a Medicaid service, there are issues of what can 

go into the cost accounting for that care coordination and the unit of service, and how much of the 

service provided is actually Medicaid-eligible. The administratively simplest way to bill for a service 

would be to bill for a care coordination bundled unit (e.g. a client receiving care coordination services) 

over an extended time (e.g. one month or two months), with documentation requiring to show the 

individual client was Medicaid-eligible and that care coordination involved Medicaid-eligible activities.  

The payment would be for the unit at something like $500, justified through the overall cost of the 

entire program. In determining allowable costs, it would also have to be determined whether all the 

activities undertaken by the whole program (which fit together) need to be studied to determine the 

extent to which they can or need to be apportioned relative to Medicaid-eligible and non-Medicaid 

eligible activities. 

Second, the program could be considered as an administrative service which would be responsible for 

serving all Medicaid-eligible children in a service area – receiving a per member per month fee. Again, 

the total costs of administrating the program (including the physician outreach, care coordination and 
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referral and scheduling, and community health liaison work) would need to be included in determining 

the cost-based per member per month payment. 

Third, the physician outreach and the community health liaison work could be considered as part of 

administrative services and covered accordingly. The care coordination could be considered as a service, 

billed either in terms of a bundled unit or in terms of some amount of time devoted to the care 

coordination (e.g. in 15 minute or one hour units). In this context, maintaining something that met the 

“efficiency, economy” provisions would require streamlined documentation requirements to trigger 

Medicaid payments and developing allowable costs which fairly represented the actual costs of 

maintaining the care coordinators. 

CMS Response to Questions regarding Medicaid reimbursement. 

 

Case Example Three: School-based free standing health-focused services. 

Because of high rates of absenteeism in a local school with a predominant population of children 

receiving free-and-reduced priced meals, the school explored the reasons for these high rates and found 

that asthma and allergies contributed. A local children’s hospital agreed to deploy a pulmonary nurse 

practitioner at the school to work with parents and children to improve management plans for 

addressing these conditions, including home inspections to address environmental contaminants. The 

school purchased several HEPA vacuum cleaners for use by families and a flexible fund was established 

to be able to purchase special equipment (such as hypoallergenic mattresses and bedding) for children.  
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The nurse practitioner estimated that three-quarters of the children she served were covered under 

Medicaid and that three-quarters of her time was spent on such issues, but that she also provided other 

advice and guidance to parents around other concerns which could affect healthy child development. 

Current situation with regarding Medicaid reimbursement. The program currently is not drawing down 

any Medicaid financing, although many of the services provided are clearly eligible for reimbursement. 

Moreover, there are signs that, in addition to reducing absenteeism rates, the program also reduces 

emergency room and hospitalization costs and saves the state money on its Medicaid expenditures that 

would more than cover its costs. At the same time, there are no actual referrals from physicians to the 

pulmonary nurse practitioner, although she did make sure to provide information back to primary care 

practitioners of what she did and she does work under the general supervision of a physician. 

Questions regarding Medicaid reimbursement. There are different potential ways to bill this service – 

on a per client basis and per service basis, on a bundled basis, and even on a project basis under 

administrative claiming. 

On a per client and per service basis, the practitioner would have to determine the child was Medicaid 

eligible and then bill for their own time in working with the child and family to address the asthma or 

allergy, based upon allowable costs. It might also be possible to obtain reimbursement for HEPI vacuum 

rental and some of the special equipment. 

Alternatively, the practitioner could bill on a bundled basis for all these services, based upon an average 

expense in responding to a particular family, based upon allowable costs. 

It may make sense, however, particularly for such a locally-developed initiative, to finance the entire 

operation as a health project under administrative claiming, potentially apportioning the share of the 

project cost eligible for Medicaid based upon the percentage of children eligible for Medicaid being 

served.  This might be done in conjunction with a public department of health or with the local 

children’s hospital.  

Clearly, this approach actually may produce cost-savings to the Medicaid program in reduced emergency 

room and hospitalizations. Ideally, there would be ways to reinvest such savings in more preventive 

approaches (see #1 and #2 above) which also could result in cost savings, but over a longer term and 

with some of those savings coming to systems other than Medicaid.  Models like this often develop 

indigenously in ways that could be further expanded, provided there are resources to do so. These 

models also could become part of Accountable Care Organizations, but for children they are most likely 

to start and enlist their champions through other venues.  

CMS Response to Questions regarding Medicaid reimbursement. 
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Case Examples Four: Community-Based Health Related Programs 

A community action agency has developed a new nutrition and exercise program, conducted by a state-

certified nutritionist and an instructor with an undergraduate degree with majors in both child 

development and fitness, to respond to the dramatic growth in obesity among young children in its 

Head Start and other community programs. The program is focused upon three and four year-olds who 

have BMIs showing them as overweight, although any child and family can participate. The program 

itself involves both parents and their young children in a group setting where there is one-on-one 

counseling and group activities, drawing upon the expertise of the nutritionist and the development 

specialist/fitness instructor. A local pediatrician donates her time to oversee the clinical aspects of the 

program and to come to the initial and concluding program nights to do abbreviated well-child check-

ups and weigh-ins. Most of the children and families are from Head Start or referred from WIC, although 

there are an increasing number referred by physicians who are colleagues of the local pediatrician. 

Located within a very poor neighborhood, about 80 percent of the children are covered under Medicaid, 

although a few do not have citizenship documentation and are not eligible for Medicaid. The program 

attributes a great deal of its success to the family service worker who encourages families to participate, 

remains in contact with them between actual sessions, and has established a “buddy system” that 

provides peer support in following up on lessons learned at the group sessions while at home in 

everyday life. This family service worker is a paraprofessional but with excellent “people skills” and an 

ability to relate to the families in this neighborhood, and she has also received training in family 

development services through a community college. 

Current situation regarding Medicaid reimbursement. The program currently is funded by a community 

foundation, which has been advised that the program might be eligible for financing under Medicaid. 

The program director has had an initial visit with state Medicaid staff, but the discussion often appeared 

to be between people speaking different languages, and the program director recognized that obtaining 

any Medicaid funding would be a very complicated undertaking involving the need for much more 

expertise than the program itself had and that was likely to be available at the state level. The program 

director was also concerned that the amount of paperwork and documentation would stretch the ability 

of current staff to do the basic work with children and families they were designed to do. The director 

also felt that the community-based nature of the program and the informal interactions families enjoyed 

when participating were key to the program’s effectiveness and could be jeopardized by moving to a 

clinical structure which seemed to be the approach to Medicaid funding being suggested by the state. 
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Questions regarding Medicaid reimbursement. The program is willing to provide somewhat greater 

documentation and establish additional protocols to ensure that all aspects of the program actions are 

taken under the supervision of a “licensed practitioner of the healing arts.” The program might consider 

having a physical therapist assume the role of fitness instructor if that were necessary for billing 

purposes. While there currently is attendance taken, the program also would go a step further to 

maintain some limited case records on the individual children and families and any special actions taken 

on their behalf. 

The questions regarding program funding are very similar to those for the 3rd example, but there are 

many more questions regarding professional requirements needed to secure Medicaid financing. The 

family service worker, in particular, is a paraprofessional and really performs her job on a 24-7 basis, but 

is regarded as essential to the success of the program. For her to keep detailed records and charts on 

individual children and families, however, is simply “not going to happen.” 

One option would be to determine what documentation, referrals, and licensing is needed for these to 

be considered group visits related to treatment of the child’s weight and exercise/health, with this 

potentially billed at the rate of a well-child visit or other billing code. Alternatively, the amount which 

could be billed for each service could be based upon allowable costs for the visit, drawing in as much as 

possible the holistic costs. Alternatively, certain features (e.g. the physician screening or a specific 

nutrition counseling session) could be billed as discrete services.  

CMS Response to Questions regarding Medicaid reimbursement. 

  


