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Under the Early and Periodic
Screening, Diagnosis, and Treat-
ment (EPSDT) mandate, states are
required to screen Medicaid-in-
sured children for mental health
and substance use disorders. This
national study found that states
vary considerably in their policies.
Nearly half the states (23 in total)
have not addressed behavioral
health issues in their EPSDT
screening tools at all. More states
have screening tools that address
mental health than substance use
disorders. Most states have creat-
ed their own screening tools,
which suggests discomfort with or
a lack of awareness of the standard
tools available. Screening policy
options to increase behavioral
health screening rates are dis-
cussed. (Psychiatric Services 54:
736–739, 2003)

Almost 21 percent of children and
adolescents have a diagnosable

mental disorder, and 11 percent have

significant impairment as a result. An
estimated 70 percent of children with
mental health conditions do not re-
ceive specialty mental health services
(1). These bleak statistics explain why
the U.S. Surgeon General’s National
Action Agenda for Children states as
its primary concern “promoting the
recognition of mental health as an es-
sential part of child health.” Children
who are insured by Medicaid and
who are eligible because of low so-
cioeconomic status or significant dis-
ability are more likely to need mental
health care. 

Likewise, a large number of youths
with substance use problems do not
receive treatment. In 2001, one mil-
lion adolescents needed but did not
receive treatment for illicit drug use
(2). Given the prevalence of mental
health and substance use disorders
among children, the early identifica-
tion of these conditions should be a
high priority for Medicaid.

Federal Medicaid laws and regula-
tions recognize this need for early
identification. Under the Early and
Periodic Screening, Diagnosis, and
Treatment (EPSDT) mandate, chil-
dren and adolescents—that is, those
under the age of 21 years—are to be
screened for mental health conditions,
including substance use disorders, as a
regular component of comprehensive
medical assessments (3). These Med-
icaid screenings consist of a health and
developmental history, an unclothed
physical examination, immunizations
and laboratory tests, and health educa-
tion. The purpose is to diagnose health
conditions early, “before they become
more complex and their treatment
more costly,” and to refer children to
treatment. In July 1990, the Health

Care Financing Administration—now
known as the Centers for Medicare
and Medicaid Services—set a nation-
wide target that 80 percent of children
who are insured by Medicaid receive
an EPSDT screening annually. 

Given that primary care physicians
rather than behavioral health special-
ists usually have the responsibility for
conducting EPSDT screenings, states
can improve the identification of be-
havioral health conditions by requir-
ing that children be screened for
these conditions and by providing the
most effective screening tools. Indi-
vidual state Medicaid agencies have
the authority to decide how to ensure
that children and adolescents are
screened for mental health and sub-
stance use problems during EPSDT
screenings. Few studies have exam-
ined the policies that state Medicaid
agencies have adopted to fulfill the
required mental health and substance
abuse screening (4,5). 

Methods
To determine current behavioral
health screening policies in Medicaid
programs, EPSDT screening tools
were collected from Medicaid agen-
cies and state mental health authori-
ties in all 50 states and the District of
Columbia between June 2000 and
January 2001. All states responded.

The screening tools were catego-
rized into two types. The first type in-
cluded specialized behavioral health
screening tools consisting of extensive
questions about mental health or sub-
stance abuse to be asked during visits
for EPSDT screening. Typically,
these are stand-alone tools, separate
from the comprehensive screening
tools that are used to identify physical
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health problems. The second type in-
cludes comprehensive screening tools
for physical and developmental issues
that may or may not include prompts
or brief questions about behavioral
health. When included in compre-
hensive tools, behavioral health is
usually briefly addressed.

For the purposes of this study we
did not consider developmental
screening or mental health diagnostic
tools to be mental health screening
tools. Although several states recom-
mend instruments for assessing de-
velopmental issues, particularly for
young children aged zero to six years,
none of these instruments were
found to adequately identify mental
health problems. In addition, one
state recommends the use of the
Child Behavioral Checklist, but this
instrument is more appropriate for
the diagnosis of mental health condi-
tions than for general screening.   

Results
States vary considerably in their be-
havioral health screening policies
(Table 1). More than half the states (a
total of 28) recommend screening
tools that reference behavioral health
to some degree, either in specialized
behavioral health tools or in compre-
hensive EPSDT screening tools. The
remaining 23 states (45 percent) have
no specialized behavioral health
screening tools and no behavioral
health questions or prompts in their
comprehensive screening tools. 

States appear to have no prefer-
ence between specialized tools and
comprehensive ones. About the same
number of states reference behav-
ioral health in specialized tools (16
states) as in comprehensive screening
tools (18 states). 

States are more likely to reference
mental health than substance use dis-
orders. Fifteen states have special-
ized mental health tools, compared
with four states with specialized sub-
stance abuse tools. Eighteen states
have comprehensive screening tools
that reference mental health, com-
pared with 11 that reference sub-
stance abuse.

Most states recommend, rather
than require, that primary care
providers use specific tools. Although
15 states (31 percent) have special-

ized mental health screening tools,
only one state (West Virginia) and
some counties in another state (Cali-
fornia) mandate that providers use

the specified tool. The other states
that recommend a specialized mental
health tool allow providers to decide
whether to use that tool. None of the
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States’ policies on Medicaid behavioral health and comprehensive Early and Pe-
riodic Screening, Diagnosis, and Treatment (EPSDT) screening tools, 2001 

Specialized state Comprehensive 
behavioral health tools EPSDT tools

Mental health Substance Mental health Substance ab-
State toola abuse toolb included use included

Alabama No No Yes Yes
Alaska No No Yes Yes
Arizona Yes No Yes No
Arkansas No No No No
California Yes No No No
Colorado No No No No
Connecticut No No Yes No
Delaware Yes No No No
District of Columbia No No No No
Florida Yes No No No
Georgia No No Yes Yes
Hawaii Yes No Yes Yes
Idaho No No No No
Illinois Yes Yes No No
Indiana No No No No
Iowa Yes No No No
Kansas No No Yes Yes
Kentucky No No No No
Louisiana No No No No
Maine No No Yes Yes
Maryland Yes Yes Yes Yes
Massachusetts Yes No No No
Michigan No No No No
Minnesota Yes No No No
Mississippi No No Yes Yes
Missouri No No Yes No
Montana No No No No
Nebraska No No No No
Nevada No No Yes No
New Hampshire No No No No
New Jersey No No Yes No
New Mexico No No Yes No
New York No No No No
North Carolina No No No No
North Dakota Yes No No No
Ohio No No No No
Oklahoma No No No No
Oregon No Yes No No
Pennsylvania No No Yes No
Rhode Island No No No No
South Carolina No No No No
South Dakota No No No No
Tennessee Yes No Yes Yes
Texas Yes Yes Yes Yes
Utah No No No No
Vermont No No No No
Virginia No No No No
Washington No No No No
West Virginia Yes No No No
Wisconsin Yes No Yes Yes
Wyoming No No No No

a Substance abuse questions in a specialized mental health tool not included
b Mental health questions in a specialized substance abuse tool not included 



states require the use of a specialized
substance abuse tool. Most states rec-
ommend or require their own mental
health or substance abuse tools rather
than standardized tools. About one-
third of the states (five of 16) recom-
mend or require a standardized men-
tal health tool. One-quarter of the
states (one of four) recommend or re-
quire a standardized substance abuse
tool. Of the standardized mental
health screening tools, the most com-
monly recommended is the Pediatric
Symptom Checklist. For substance
abuse screening, states recommend
the CAGE Questionnaire and the
Michigan Alcohol Screening Test.

The 31 specialized tools used by
states to screen for behavioral health
were assessed on three criteria that
are important for providers using
them and for families answering and
completing them: rapid administra-
tion, clear referral criteria, and the in-
dividual who completes them. All the
screening tools can be administered
quickly and efficiently, with most be-
ing one or two pages in length. A total
of 23 (74 percent) of the 31 special-
ized behavioral health screening tools
provided clear referral criteria for
identifying children in need of diag-
nosis and behavioral health services.

Most tools list risks, behaviors, and
symptoms that identify the need for
an immediate referral or treatment.
Only a few are scored numerically.
Providers administer nearly half (48
percent) of the screening tools. Most
of the remaining tools are completed
by the child (42 percent) or the par-
ent (39 percent). Tools completed by
the patient or the patient’s family are
more likely to be used in a busy office
or clinic, because parents and older
patients can complete the screening
tool while waiting for the provider. (A
complete list of the specialized be-
havioral health screening tools and
the criteria assessment is available
from the Bazelon Center.)

Discussion and conclusions
This review of Medicaid behavioral
screening policies found that states
vary considerably in their policies and
that very few have policies in place
that are likely to result in accurate
identification of children with behav-
ioral health disorders. Although more

states address mental health than
substance use disorders, nearly half
the states (a total of 23) have not ad-
dressed behavioral health issues in
their EPSDT screening tools at all.  

Primary care providers in many
states receive no guidance from Med-
icaid agencies on screening tools that
accurately identify behavioral health
problems. Studies have found that
primary care providers lack mental
health and substance abuse training
(6) and that those who rely on their
professional judgment alone fail to
identify between 40 and 50 percent of
children and adolescents who have
mental health and substance use dis-
orders (7,8). The use of specialized
tools has been found to considerably
increase rates of identification of be-
havioral health problems (9). 

Specialized versus 
comprehensive screenings
States have policy options to consider
for improving behavioral health
screening under EPSDT. They can
develop a separate, specialized be-
havioral tool or include a set of be-
havioral health checklists, prompts,
and questions in a comprehensive
screening tool. Separate specialized
tools have advantages, because they
result in more accurate assessment
and referrals. Tools that are complet-
ed by the child’s parent increase the
likelihood that behavioral problems
will be identified in a busy practice.
However, inclusion of behavioral
health problems in a comprehensive
screening tool may have other advan-
tages. A separate, specialized tool
may be set aside or overlooked during
some visits. An integrated tool en-
courages providers and families to
think of behavioral health as just one
more component of health care, not a
separate issue.  

Recognizing the advantages of both
approaches, a small number of
states—Arizona, Maryland, Hawaii,
Tennessee, Texas, and Wisconsin—
have specialized behavioral health
tools as well as comprehensive
screening tools that include behav-
ioral health. Additional research is
needed to monitor and evaluate the
impact of state Medicaid policies on
behavioral health screening rates.
Until more research is available, state

polices that include both specialized
and comprehensive screening tools
appear to be the soundest course.

Use of standard tools
States have, for the most part, created
their own screening tools, which sug-
gests that they are unaware of or un-
comfortable with the standard tools
available. The Pediatric Symptom
Checklist, the most commonly rec-
ommended standardized mental
health screening tool, has been found
in extensive studies to rarely misiden-
tify children who do not have a be-
havioral problem (10). For substance
abuse screening, none of the states
recommend the Problem Oriented
Screening Instrument for Teenagers,
identified as the best standard adoles-
cent screening instrument by a con-
sensus panel of the Center for Sub-
stance Abuse Treatment. The states
recommend instruments that were
developed for adults and do not focus
on related functional areas, such as
the CAGE Questionnaire or the
Michigan Alcohol Screening Test.  

The need for consensus
The effectiveness of screening could
be improved if mental health and
substance abuse professional organi-
zations were to work with the Ameri-
can Academy of Pediatrics to develop
a consensus on the best instruments
for behavioral health screening of
Medicaid-insured children. Policy
makers, providers, advocates, and re-
searchers could then provide techni-
cal assistance to ensure the use of
these tools and evaluate their impact
on screening children for behavioral
health issues. ♦
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