EPSDT as a Pathway Toward Trauma-Informed Care for Children
with Medicaid Coverage
Sydney Idzikowski, Ciara Zachary
While sometimes underutilized and misunderstood,
Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) is a foundational benefit of children’s Medicaid.
EPSDT not only allows for clinical and social service providers to monitor child overall health and development,
it can help providers identify, monitor, and address more
complex health concerns. Adverse childhood experiences
(ACEs) are stressful or traumatic experiences that may
include acts of commission and omission that impact
individuals throughout the lifespan [1]. Building on the
growing body of evidence of the broad range of social and
health effects of ACEs that follow children into adulthood
and knowledge that ACEs can be prevented, the Centers
for Medicaid & Medicare Services (CMS) shared policy
guidance with states in 2013 to support and encourage
the identification, assessment, and treatment of complex
trauma [2]. More specifically, the guidance notes provisions in the Affordable Care Act and Medicaid that can
help guide state work to address complex trauma. There
is special focus on EPSDT’s periodic and inter-periodic
screenings to help identify suspected physical and/or
behavioral health needs. The CMS guidance notes that “a
change or presentation of acute behavioral health needs”
may warrant an inter-periodic screening to identify the
need for additional diagnostic and treatment services for
physical and behavioral health needs [2].
On average, 55% of births in North Carolina are covered by Medicaid. In many rural counties the percentage
is higher. Between 2011 and 2015, nearly 85% of births in
Edgecombe County were to mothers with Medicaid [3]. In
that same time period, 59% of children in the county had
Medicaid or NC Health Choice coverage [4]. While the
following data are not Edgecombe County specific for children with Medicaid, some data show that 64% of children
with Medicaid report one or more ACEs [5]. According to
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data in other states, nearly 30% of children with Medicaid
aged 12 to 17 years reported having 3 or more ACEs [6].
Considering these data, increasing the utilization and
awareness of the EPSDT benefit is one pathway to prevent, monitor, assess, and treat ACEs and other complex
traumas.
ACEs are not typically a singular event, and children
have unique ways to cope. There has been much guidance on rehabilitative services for behavioral health, ranging from outpatient services to individualized behavioral
health and substance use disorder treatment in a school
or the family’s home. In some cases, children respond with
aggressive and concerning behavior, which usually warrants a call to a mobile crisis response team. Described
as community based interventions by CMS, mobile crisis
response teams are one rehabilitative service covered by
EPSDT [7]. In another policy guidance letter to states,
CMS notes that mobile crisis response teams are a part
of a “wraparound” approach to care [8]. These teams are
part of an array of community based interventions that
are effective in improving behavioral health stabilization
outcomes for children and adolescents because the services are provided in a familiar place [7]. The intent of
these teams is to prevent further escalation of behavioral
health crises that may lead to hospitalization or other outof-home placement.
While not necessarily preventative, mobile crisis
response teams serve as a protective factor against future
crises. Mobile crisis teams work with the child or adolescent to de-escalate the situation in an effort to regain
emotional stability. Then, the team creates a crisis plan
involving the client and the client’s support system: family
members, teachers, school counselors, and other treatment providers. The plans help families identify triggers
for future crises [8]. Identified triggers are often associ-
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ated with ACEs. Another strength is that the mobile crisis
support team helps families build capacity by working with
the child and support system to develop coping strategies
that can be used to prevent a crisis in the future. Afterward,
the mobile crisis team follows up with the child and support system to evaluate the crisis plan, conduct psychosocial education, and enhance coping skills (Natasha Holley,
Clinical Director Integrated Family Services, personal
communication, December 2017). Mobile crisis teams
can be an indicator that preventative mental health care
is lacking.
In Edgecombe County, Integrated Family Services provides mobile crisis response teams, outpatient therapy,
and services related to foster care, among others. Staff
are intentional about trauma-informed care. The mental health assessments and interventions performed by
agency staff include indicators of trauma. For example,
Integrated Family Services uses the Comprehensive Health
Assessment for Teens (CHAT) [9] and Structured Sensory
Interventions for Traumatized Children Adolescents and
Parents (SITCAP) [10]. These evidence-based therapeutic
tools are specific to children and adolescents and can be
used to accentuate traumatic events and develop preventative measures against a crisis.
Integrated Family Services has found Medicaid and
EPSDT beneficial in securing mental health care and
trauma-informed services for children and adolescents.
Because of EPSDT, Medicaid beneficiaries under the age of
21 have access to a broad array of comprehensive services
that address trauma, and the program is critical in ensuring continued and regular use of effective screenings and
interventions to address childhood trauma.
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