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EPSDT TRAINING MODULES

This training serves as a guidance document 
developed by DMAS concerning the 
interpretation of EPSDT requirements. 

This training will be posted on the 
Commonwealth Town Hall for a 30-day public 
comment period, at which time the document 
will become final.



EPSDT TRAINING MODULES

EPSDT training will be divided into two modules

Module 1: 

 EPSDT Basics

Module 2: 

 EPSDT Framework For Reviewers



MODULE 1: EPSDT BASICS

What is EPSDT and How Does It Work?

 EPSDT Components

• Screenings

• Diagnostic Services

• Treatment Services

 Medical Necessity and Scope of Services

 Required Services to Support Access

 Beneficiary Outreach and Communication

 Key Takeaways



WHAT DOES EPSDT STAND FOR?

EPSDT is the Early and Periodic Screening, Diagnostic, and 
Treatment benefit for individuals under 21 who are enrolled 
in Medicaid

 Early: Assessing and identifying problems as early as possible

 Periodic: Checking children's health at periodic, age-appropriate 
intervals

 Screening: Providing physical, mental, developmental, dental, 
hearing, vision, and other screening tests to detect potential 
problems

 Diagnostic: Performing diagnostic tests to follow up when a risk is 
identified

 Treatment: Control, correct or reduce health problems found



WHAT IS MEDICAID’S EPSDT BENEFIT?
The EPSDT benefit is designed to ensure children and youth under 21 receive 

early detection and medically necessary care to diagnose and treat health 
problems at no cost to the enrollee

• Federal EPSDT law under the Social 
Security Act:

 Requires the delivery of comprehensive 
pediatric healthcare services to all 
Medicaid-enrolled children and youth 
under 21 

 Provides comprehensive array of 
prevention, diagnostic, and treatment 
services as specified in Section 1905(r) 
of the Social Security Act

• Covered benefits for children are more 
robust than Medicaid benefit for adults; 
screenings, coverage requirements, and 
definition of medical necessity are unique 
to children

Ensure that children get the

Right Care

Right Time

Right Setting

in the

at the 

Goal of EPSDT Benefit



MEDICAID’S COMMITMENT TO CHILDREN

EPSDT is the Medicaid program’s federally guaranteed benefit package 
for all Medicaid enrollees under age 21  

Early and Periodic Screenings Diagnostic Services Treatment Services

• Regularly scheduled 
comprehensive health and 
developmental screenings

• Physical exams

 Vision and hearing tests

 Immunizations

 Lab tests

 Dental screenings and 
referrals

 Health education

Medically necessary diagnostic 
services when a risk is identified, 
including: 

 Follow-up testing

 Evaluation

 Referrals

Timely treatment services 
determined by screenings, 
including medically necessary 
services to correct or ameliorate 
defects and address physical 
and behavioral health 
conditions



EPSDT SCREENINGS

Covered Screening Services

States must provide or arrange for EPSDT screening services both at established times 
(periodic) and on an as-needed (inter-periodic) basis to identify health and developmental 

issues as early as possible

 Any qualified provider may 
conduct EPSDT screenings

 Screenings may be provided 
in a variety of settings such 
as at provider’s offices, 
local health departments, 
schools, or community 
health centers

 Families do not need to 
request EPSDT 
screenings

 EPSDT is a benefit, not a 
program or waiver that 
requires an application

Comprehensive health 
and developmental 

history

Comprehensive, 
unclothed physical 

exam, including 
nutritional, height and 
weight, and Body Mass 

Index assessment

Appropriate vision and 
hearing screening

Developmental screening 
for physical and mental 

health development using 
standardized screening 

tool

Appropriate 
immunizations (based 

on age and history)

Appropriate laboratory 
tests, including blood 

lead test

Dental screenings and 
referrals to a dentist 

(starting at age 3)

Health education and 
anticipatory guidance 
for child and caregiver

Psychosocial/behavioral 
assessment, including 
depression screening 

and tobacco, alcohol or 
drug use assessment



PERIODIC SCREENINGS (WELL CHILD VISITS)

Virginia’s EPSDT periodicity schedule sets the frequency by which 
screening services are provided and covered

• Provides preventive care that consists of AAP schedule of well-visits, vaccines,            and 
developmental and sensory testing

• Periodic screenings may not require prior authorization

• DMAS and the Medicaid managed care plans must:

 Educate and inform members that are out of compliance with EPSDT periodicity and 
immunization schedules, and share copies, including timing and frequency, of these 
member notices with DMAS

 Assure members under age 3 identified with developmental delays are referred to the 
Infant and Toddler Connection (early intervention)

 Keep records of members’ EPSDT services, including screenings, and report 
immunization data to the Virginia Immunization Registry 

 Incorporate EPSDT requirements (e.g. lead testing and developmental screening 
rates, immunization rates, monitoring treatment referrals) in its quality assurance 
activities

Periodic Screening Requirements



VIRGINIA’S EPSDT PERIODICITY SCHEDULE

Age:

Days Months Years

New
bor

n
3-5 1 2 4 6 9 12 15 18 24 30 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

History, Measurement, 
Physical Exam, Lab Tests, and 
Anticipatory Guidance, etc.

Follow the American Academy of Pediatrics (AAP) Recommendations 
for Preventive Pediatric Health Care

Mandatory Blood Lead Test  

Lead test if 
no prior 
history

Immunizations Follow American Committee on Immunization Practices (ACIP) for immunizations

Vision Screen         

Hearing Screen      

Psychosocial/Behavioral 
Assessment

Follow the AAP Recommendations for Preventive Pediatric Health Care

Developmental Testing    

Refer to Dental Home/
Assess Oral Risks

  
Refer to dental services at 3 and 6 years 
Provide dental exams every 6 months



INTER-PERIODIC SCREENING (SICK VISITS)

• May not be limited in number nor 
require prior authorization

• Any qualified provider operating within 
the scope of practice, as defined by 
state law, can provide a screening 
service

• Medical necessity of inter-periodic 
screening may be determined by child’s 
physician, dentist, or health, 
developmental, or educational 
professional who comes in contact 
with the child

Age 7

School nurse suspects child 
has vision issue and 
recommends the child see an 
optometrist. Child receives 
inter-periodic vision screening

Age 6

Child receives regularly 
scheduled periodic vision 
screening, at which no issue is 
detected

Age 8

Child receives next regularly 
scheduled vision screening

Example of Inter-Periodic Screening

Inter-periodic screenings are outside of the State’s periodicity schedule and are conducted based on 
an indication of a medical need to diagnose an illness or condition that was not present at the 

regularly scheduled (periodic) screening or to determine if there has been a change in a previously 
diagnosed illness or condition that requires additional services

Inter-Periodic Screening Requirements



EPSDT DIAGNOSTIC SERVICES

When a screening identifies a risk, 
the child must be promptly referred for diagnostic services

Any visit or contact with a qualified medical professional is 
sufficient to satisfy EPSDT’s screening requirement

A screening service provided before a child enrolls in Medicaid is 
sufficient to trigger EPSDT coverage, after enrollment, for 
follow-up diagnostic services and necessary treatment

A child’s diagnostic service may be performed by a physician or 
other qualified practitioner



MEDICAL NECESSITY STANDARD UNDER EPSDT

 Medical necessity is different under EPSDT compared to the regular Medicaid 
definition of medical necessity

 EPSDT's medical necessity standard is whether the service corrects or ameliorates 
a condition  

 If application of the standard medical necessity criteria results in a denial, in whole 
or in part, for an individual under 21, then a secondary, individualized review must 
be done applying the correct or ameliorate standard

 Medical necessity must be determined on a case-by-case individual basis and must 
fully consider EPSDT criteria

 DMAS and its managed care plans may require prior authorization in order to 
safeguard against unnecessary use of services 

 Prior authorization cannot delay or deny medically necessary services 

 Hard or fixed limits may not be imposed

Services or devices that are medically necessary to correct or ameliorate 
a physical or mental condition must be provided, even if the service is not 

covered by the Medicaid State Plan



MEDICAID COVERED SERVICES

 Case management 

 Community supported living 
arrangements

 Chiropractic services

 Clinic services

 Critical access hospital services

 Dental services 

 Dentures

 Emergency hospital services (in a 
hospital not meeting certain federal 
requirement)

 Eyeglasses

 Health homes for enrollees with 
chronic conditions 

 Hospice services

 Inpatient psychiatric services for 
individuals under age 21

 Intermediate care facility services for 
individuals with intellectual 
disabilities

 Occupational therapy 

 Optometry services

 Other diagnostic, screening, 
preventive and rehabilitative services

 Other licensed practitioners’ services 

 Personal care services

 Physical therapy 

 Podiatry services 

 Prescribed drugs

 Primary care case management 
services 

 Private duty nursing services

 Prosthetic devices

 Respiratory care services for 
ventilator dependent individuals 

 Services furnished in a religious non-
medical health care institution

 Speech, hearing and language 
disorder services

 State Plan Home and Community 
Based Services

 Targeted case management services

 Tuberculosis-related services

 Physician services

 Pediatric and family nurse practitioner 
services

 Inpatient and outpatient hospital 
services

 Laboratory and X-rays

 Medical supplies and durable medical 
equipment

 Family planning services and supplies

 Federally Qualified Health Clinics and 
Rural Health Clinics 

 Non-emergency medical 
transportation

 Pregnancy-related services

 Freestanding birth center services 
(when licensed or otherwise 
recognized by the state)

 Home health services

 Medication-assisted treatment (MAT)

 Nurse-midwife services

 Tobacco cessation counseling and 
pharmacotherapy for pregnant women

EPSDT covers all medically necessary services that are included within any of 
the categories of Medicaid-covered services listed in 1905(a) of the SSA



SCOPE OF SERVICES COVERED BY EPSDT

 EPSDT covers all medically necessary services 
included within any category of Medicaid services 
listed in Section 1905(a) and is not limited to services 
included in the Virginia Medicaid State Plan

 Services must be deemed effective to correct or 
ameliorate a diagnosed condition

 States are not required to do so, but Virginia Medicaid 
has opted to cover experimental/investigational 
services for individuals under 21 if it is determined 
that it would be effective to correct or ameliorate a 
child’s condition

 These requests will be reviewed on a case-by-case 
basis  

 If the analysis results in a full or partial denial, the 
reviewer must conduct a secondary review applying 
the EPSDT correct or ameliorate standard



REQUIRED SERVICES TO SUPPORT ACCESS
DMAS and its contracted managed care plans must offer services to promote access to preventive, 
screening, diagnostic and treatment services, including but is not limited to providing translation 

services, sign language interpreter services, and auxiliary aides and services
Scheduling Assistance for Appointments

 If a family requests help with scheduling appointments for EPSDT services, Medicaid managed care 
plans must provide this assistance via case managers or other members of the care team 
{42 C.F.R. 441.62}

Necessary Transportation to and from Appointments

 DMAS and Medicaid managed care plans must cover emergency, urgent, and non-emergency medical 
transportation (NEMT) to ensure that members have access to and from providers of EPSDT services, 
including medical, behavioral health, dental and long-term services and support services*

 A parent/guardian can transport members to their Medicaid covered services and receive gas and/or 
mileage reimbursement 

 Medicaid managed care plans must cover transportation services to and from out-of-state medical 
facilities for treatment when the treatment services are approved by the plan                                              
{42 C.F.R. 431.53}

Related Travel Expenses

 Medicaid managed care plans must cover the cost of meals and lodging for the member and a 
parent/guardian, caretaker, relative, friend or attendant en route to and from medical care and while 
the member is receiving medical care {42 C.F.R. § 440.170}

 Plans must cover the salary of the attendants who are not part of the member’s family                            
{42 C.F.R.§ 440.170}

*Transportation to DD waiver services are carved out and covered by FFS.



BENEFICIARY OUTREACH AND COMMUNICATIONS
The Commonwealth is required to inform families about the EPSDT benefit and how to 

access care within 60 days of a Medicaid eligibility determination and annually thereafter

The Social Security Act (§ 1902(a)(43)) requires that the State plan for medical 
assistance provide for:  

(A) informing all persons in the State who are under the age of 21 and who 
have been determined to be eligible for medical assistance including services 
described in section 1905(a)(4)(B), of the availability of early and periodic 
screening, diagnostic, and treatment services as described in section 1905(r) 
and the need for age-appropriate immunizations against vaccine-
preventable diseases,

(B) providing or arranging for the provision of such screening services in all 
cases where they are requested,

(C) arranging for (directly or through referral to appropriate agencies, 
organizations, or individuals) corrective treatment, the need for which is 
disclosed by such child health screening services.



AFFIRMATIVE OBLIGATIONS OF STATES

States have a responsibility to make sure Medicaid-eligible children and their families are informed about (i) the 
EPSDT benefit, (ii) the availability of screening services, and (iii) that a formal request for an EPSDT screening service 
is not required

The affirmative obligation to connect children with necessary treatment makes EPSDT different from Medicaid for 
adults {See: CMS, State Medicaid Manual §§ 5010, 5121, 5310 (requiring states to “]a]ssure that health problems found 
are diagnosed and treated early, before they become more complex and their treatment more costly, . . . that informing 
methods are effective, . . . [and] that services covered under Medicaid are available.”)}

Virginia Medicaid and its contractors must use clear and non-technical language to explain
 The benefits of preventive health
 What services are available and where and how to obtain the services
 That EPSDT services are free to children and youth up to age 21 
 That supportive transportation and scheduling assistance are available

DMAS’ contracted managed care plans must include information about EPSDT and how to access such services in its 
member handbooks 

DMAS and its contracted managed care plans must communicate effectively about EPSDT to individuals who have 
limited English proficiency or who may be deaf or blind

DMAS and its contracted managed care plans must assure that processes are in place to effectively inform 
individuals, generally within 60 days of the individual’s initial Medicaid eligibility determination, and in the case of 
families which have not utilized EPSDT services, annually thereafter







KEY TAKEAWAYS

EPSDT is the benefit package for 
Medicaid-enrolled children and youth 
under 21

The benefit covers periodic and inter-
periodic screening, diagnosis and 
treatment services 

Under EPSDT, all medically necessary 
services that correct or ameliorate a 
condition, even those not included in the 
State Plan, must be covered by Medicaid

The EPSDT definition of medical necessity 
and the coverage requirements are 
unique to children and youth under 21

Ensure that children get the

Right Care

Right Time

Right Setting

in the

at the 

Goal of EPSDT Benefit
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EPSDT TRAINING MODULES

EPSDT training will be divided into two modules

Module 1: 

 EPSDT Basics

Module 2: 

 EPSDT Framework For Reviewers



SCOPE OF EPSDT COVERED TREATMENT SERVICES

Under EPSDT, states must provide all medically necessary services included in Section 
1905(a) of the Social Security Act, regardless of whether the services are identified in a 

State Plan or available to adults enrolled in Medicaid

• DMAS and its managed care plans can 
require prior authorization for 
particular services to safeguard against 
unnecessary use of services, but: 

 Prior authorization cannot delay or 
deny medically necessary services 

 States may not impose hard or 
fixed limits on specific services for 
children

• Medical necessity must be determined 
on an individualized case-by-case basis 
and consider all aspects of the child’s 
needs, including long-term needs

• If the service or device is medically 
necessary, it must be provided

Ameliorate means to improve or 
to prevent a condition from 

getting worse

EPSDT pediatric medical necessity 
definition focuses on correcting or 

ameliorating conditions that 
affect a child’s growth and 

development



IS THE MEDICAID INDIVIDUAL UNDER AGE 21? 

Is the request for a service type within the 
scope of services covered under § 1905(a) and 
(r) of the Act? 

To help determine this, review the information 
in sections (a) through (c) on next slides



DETERMINING SCOPE

a. EPSDT services include medical or remedial care that is medically necessary 
to correct or ameliorate a defect, physical or mental illness, or condition, 
regardless of whether such services are covered under the State Plan

i. Coverage under EPSDT is not limited to clinical coverage policies, service 
definitions, or billing codes.  EPSDT covers most of the services an 
individual under 21 years of age needs to stay as healthy as possible, 
provided the service falls within the scope of services listed in Section 
1905(a) of the Act.  

ii. EPSDT entitles enrolled infants, children, and adolescents to any 
treatment or procedure that fits within the categories of Medicaid-
covered services listed in Section 1905(a) of the Act if that treatment or 
service is necessary to correct or ameliorate defects and physical and 
mental illnesses or conditions.  

iii. Requests for services under EPSDT do not have to be labeled as such.  
Any request for services by a member under age 21 should include a 
secondary review under the EPSDT correct or ameliorate criteria if the 
request is not fully approved after applying medical necessity criteria. 



DETERMINING SCOPE

b. Consider the following when determining if the request is for a service covered 
under 1905(a) and (r) of the SSA: 

i. Look at the service type closely.  A medical service need not be listed by 
name in order to fall under one of the enumerated categories of Section 
1905(a) of the Act. A request should not be denied simply because the 
name of the service type requested does not match one of the named 
covered services under the Act. 

ii. A request for a service that is typically considered a “waiver” or 
“habilitation” service should not be denied outright.  The specific service 
type requested must be examined carefully to determine if it falls under 
1905(a) of the Act. 

iii. NOTE:  There are some service descriptions under 1905(a) that are 
seemingly broad, such as 1905(a)(30) (“any other medical care, and any 
other type of remedial care recognized under State law, specified by the 
Secretary”), but this is limited by the interpretation found in 42 C.F.R. 
440.170.  Another example of broad service categories that should be 
reviewed closely are listed in 1905(a)(13). 



DETERMINING SCOPE

c. Requests for services that are considered experimental/investigational

i. States are not required to do so, but Virginia Medicaid has opted to 
cover experimental/investigational services for individuals under 21 if it 
is determined that it would be effective to correct or ameliorate a 
child’s condition

ii. These requests will be reviewed on a case-by-case basis.  If the analysis 
results in a full or partial denial, the reviewer must conduct a 
secondary review applying the EPSDT correct or ameliorate standard



INITIAL REVIEW OF SERVICE REQUEST

 Apply medical necessity criteria for the service type requested

 It is important not to inject different/additional standards and criteria that 
are not based in the law

 For Fee-For-Service members, the reviewer applies the medical necessity 
criteria in the relevant DMAS regulation and/or DMAS Manual that 
addresses the requested service type

 For members enrolled in managed care, for many service areas the MCO 
reviewer applies the MCO’s medical necessity criteria using its medical 
management processes

Note: Such criteria must be no more restrictive than the DMAS Fee-For-
Service criteria for the same service  42 C.F.R. 438.210(a)(2), (a)(5)(i).  

 There are several exceptions that require use of the DMAS medical 
necessity criteria and are addressed in the DMAS EPSDT Manual. {CCC 
Plus waiver services, Community Mental Health Rehab Services, BRAVO 
services, Private Duty Nursing, Personal Care, Assistive Technology, ARTS, 
Part C/Early Intervention}



INITIAL REVIEW OF SERVICE REQUEST

After Applying Medical Necessity Criteria 

If the service request is approved in its entirety, then issue 
a decision granting the request

If application of the medical necessity criteria does not 
result in a full approval of the service type and amount 
requested, then proceed with a Secondary Review using 
EPSDT correct or ameliorate criteria



SECONDARY REVIEW

(EPSDT CORRECT OR AMELIORATE ANALYSIS)

An individualized Secondary Review must be completed prior to issuing an 
adverse decision on the service authorization request for an individual 
under 21

What does “Ameliorate” mean?  

• CMS guidance; EPSDT – A Guide for States: Coverage in the Medicaid 
Benefit for Children and Adolescents (June 2014)

 Services that maintain or improve the child’s current health condition 
are covered under EPSDT because they “ameliorate” a condition.  

 Maintenance services are covered. These are services that sustain or 
support (rather than cure or improve) health problems.  

 Services are covered when they prevent a condition from worsening 
or prevent development of additional health problems.  

 A common definition of ameliorate is to “make more tolerable.”



SECONDARY REVIEW CONSIDERATIONS

Important Considerations in the Secondary Review 

 Even if the service will not “cure” the member’s condition, it must be 
covered if determined medically necessary to improve or maintain the 
member’s overall health

 The service or treatment need not ameliorate the member’s health 
condition taken as a whole, but need only be medically necessary to 
ameliorate one of the member’s conditions

 The specific criteria in the clinical coverage policies or service definitions 
(specific diagnoses or symptoms) do not have to be met for members under 
age 21 if the service is medically necessary to correct or ameliorate a defect, 
physical or mental illness, or condition 

 The specific limits in coverage policies or service definitions (such as number 
of hours, number of visits, or other limitations on amount, duration, or 
scope) do not apply to members under 21 if more hours or visits, etc. of the 
requested service are medically necessary to correct or ameliorate a defect, 
physical or mental illness, or condition



SECONDARY REVIEW SHOULD BE INDIVIDUALIZED

The Secondary Review should be an individualized review   

Look at the child as a whole. This review should include, but not be 
limited to:

a. The member’s past medical history, 

b. The member’s current condition(s), 

c. What was authorized for the member most recently, 

d. Have the member’s conditions or circumstances changed since the 
time of the last authorization, 

e. Any information regarding future prognosis for the child, and

f. Any notes, records, or other information from the initial medical 
necessity review and any internal peer review. 

Be cautious in considering the child’s family circumstances and limiting 
services based on how much assistance a parent can provide beyond the 
reasonable duties of a typical parent



OTHER CONSIDERATIONS

CMS Guidance: EPSDT – A Guide for States: Coverage in the Medicaid 
Benefit for Children and Adolescents (June 2014)

 Service must be in accordance with current medical standards or 
practices. 

 Exception:  Requests by individuals under 21 for 
services/procedures considered experimental will be reviewed on 
a case-by-case basis.  If the analysis results in a full or partial denial, 
the reviewer must conduct a secondary review applying the EPSDT 
correct or ameliorate standard.  

 Cost Effectiveness - States may choose to cover services in the most 
cost-effective mode as long as the less expensive service is equally 
effective, actually available, does not delay services, and does not 
violate other federal laws, such as the ADA. 



UTILIZATION CONTROLS

 States may impose utilization controls to safeguard against unnecessary use 
of services, but there are limits on doing so as related to the EPSDT benefit. 
Utilization controls must not prevent or delay the provision of medically 
necessary services and must still allow for an individualized review. 

 Prior Authorization Procedures

 must be conducted on a case-by-case basis, evaluating each child’s needs 
individually

 may not delay delivery of needed services

 may not be required for any EPSDT screening service. 

 Hard or fixed limits may not be imposed on services for members under age 
21.  A request for services above a limit must not be denied outright.  The 
medical necessity must be reviewed on a case-by-case basis. 

 An MCO may place appropriate limits  on a service but must submit their 
utilization control plans and service limitations to DMAS for approval to 
confirm compliance with limitations imposed by federal Medicaid law.



NOTICE OF DECISION

 After the Secondary Review has been completed, a written 
notice must be issued that explains the basis for the 
decision reached 

 The notice must comply with federal and state regulatory 
requirements, as well as recent guidance issued by DMAS

 Medicaid Memo: Information Regarding Contract 
Requirements for Medicaid Managed Care Organizations
(March 3, 2021)

 Medicaid Memo: Information Regarding DMAS Client 
Appeals (State Fair Hearing) (May 10, 2021)



NOTICE OF DECISION

 The notice must reflect that a Secondary Review was done using 
the EPSDT correct or ameliorate standard and explain how it 
was applied to the facts 

 “Show your work ” 

 If a service is being denied or partially denied, the notice must 
explain the service is: 

 Not a covered service under 1905(a) of the Act, or 

 It is a covered service under 1905(a) but is not medically 
necessary and why it is not medically necessary for the 
individual

 This includes addressing any opinion submitted by a treating 
physician or other medical evidence submitted by the individual



RESOURCES

 CMS Website: 
https://www.medicaid.gov/medicaid/benefits/early-and-
periodic-screening-diagnostic-and-treatment/index.html

 EPSDT - A Guide for States: Coverage in the Medicaid 
Benefit  for Children and Adolescents 
www.medicaid.gov/sites/default/files/2019-
12/epsdt_coverage_guide.pdf

 DMAS Website: https://dmas.virginia.gov/for-
providers/maternal-and-child-health/early-and-periodic-
screening-diagnostic-and-treatment-epsdt/

https://www.medicaid.gov/medicaid/benefits/early-and-periodic-screening-diagnostic-and-treatment/index.html
http://www.medicaid.gov/sites/default/files/2019-12/epsdt_coverage_guide.pdf
https://dmas.virginia.gov/for-providers/maternal-and-child-health/early-and-periodic-screening-diagnostic-and-treatment-epsdt/


QUESTIONS

? How does a child get approved for EPSDT?

• EPSDT is a federally mandated Medicaid benefit under 
Title XIX. It is not a program or a waiver, and individuals 
under 21 receiving Medicaid benefits under Title XIX are 
entitled to EPSDT benefits.  

• Children do not have to enroll in or request EPSDT.



QUESTIONS

? Why doesn’t the EPSDT benefit include FAMIS?

• Medicaid is governed under Title XIX of the SSA and FAMIS 
is governed by Title XXI of the SSA (Children’s Health 
Insurance Program). 

• EPSDT is a federally mandated Medicaid benefit, and does 
not extend to benefits available under other Titles.

• Virginia operates FAMIS as a standalone program from 
Medicaid. While FAMIS does cover certain screening, 
diagnostic, and preventive services, the EPSDT correct or 
ameliorate criteria does not apply to services requests 
from FAMIS recipients under 21.



QUESTIONS

? Please clarify when you refer to “any provider” who is 
performing a periodic or inter-periodic diagnostic screen. 

• Per CMS’ EPSDT – A Guide for States, any qualified provider 
operating within the scope of his or her practice (as 
defined by state law) can provide an EPSDT screening 
service for individuals under 21 who are enrolled in 
Medicaid. 

• A screening conducted by a qualified provider who is not a 
Medicaid provider can still be the basis for EPSDT 
coverage for the follow up diagnostic services and 
treatment by a qualified Medicaid provider.



QUESTIONS

? May an MCO deny an out of network provider and offer an in network provider 
to provide the same services under the EPSDT benefit?

• Per contract, an enrollee shall be allowed to maintain his or her current providers 
(including out-of-network providers) for thirty (30) calendar days, or where 
services are authorized, for the duration of the service authorization or thirty 
(30) calendar days, whichever comes first. During the time period, the MCO 
agrees to maintain the enrollee’s current providers at the Medicaid FFS rate and 
honor service authorizations issued prior to enrollment for the specified time 
period. 

• Within the first 30 days of an enrollee’s membership with a health plan, 
reasonable efforts shall be made to contact out-of-network providers who are 
providing services to enrollees during the initial transition of care period, and 
provide them with information on becoming credentialed, in-network providers. 
If the provider does not join the network, or the enrollee does not select a new 
in-network provider by the end of the 30-day period, the health plan shall choose 
one for the enrollee. The health plan shall offer single-case agreements to 
providers who are not willing to enroll in the plan’s provider network.



QUESTIONS

? EPSDT seems to almost allow for everything to be approved 
under EPSDT criteria yet I don’t think that was the intent of the 
legislation.  How do you suggest this best be adjudicated? 
Where is the line regarding approval vs. denial when it comes 
to Fee for Service population?

• As noted in CMS’ EPSDT – A Guide for States, EPSDT is broad by 
design as it is a comprehensive benefit for individuals under 21. 

• All requests for services for individuals under 21 (regardless of 
whether the individual is enrolled in managed care or is fee-for-
service) must be reviewed through the EPSDT lens, considering 
the correct or ameliorate criteria, and decisions must be 
individualized and be based on the individual’s condition.



QUESTIONS

? Does the secondary review have to be done by a different 
reviewer or can the same reviewer review using the 
correct/ameliorate analysis?

• While there are two steps involved in reviewing a request 
for services from an individual under 21 (see Slide 12, 
“Medical Necessity Standard Under EPSDT”), the result is 
a single decision.  

• The second step is an individualized review utilizing the 
correct or ameliorate criteria by a reviewer with 
experience in treating the individual’s condition(s).  

• Both steps can be accomplished by the same reviewer, 
provided the reviewer has the requisite experience to 
conduct the second step.



QUESTIONS

? How would correct or ameliorate apply to preventive services i.e. no current 
condition so how would it apply?

• Services to prevent the development of a condition or maintain the 
individual’s current level of functioning must be evaluated on a case-by-case 
basis through an appropriate screening utilizing EPSDT criteria.  

• Further, some preventive services are built into periodicity schedules.  Some 
of these services may be required at a higher frequency than contemplated 
by periodicity schedules if such need has been a determination by a 
qualified provider.  CMS’ EPSDT – A Guide for States provides the following 
example:

• “For example, a child determined by a qualified provider to be at moderate 
or high risk for developing early childhood caries [tooth decay] could be 
covered to receive dental exams and preventive treatments more 
frequently than the twice-yearly periodicity schedule recommended by the 
AAPD.”



Send questions or comments to 
epsdt@dmas.virginia.gov

mailto:epsdt@dmas.virginia.gov

