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abstract
We review the evolution of federal ﬁnancing for child health care over
the past 40 years. The Social Security Amendments of 1967 established the program of early and periodic screening, diagnosis and
treatment (EPSDT) as a required Medicaid beneﬁt. The EPSDT amendments directed agencies to cover “early and periodic” screening and
diagnostic services to ascertain “defects” and “chronic conditions” in
children, as well as health care and treatment needed to “correct or
ameliorate” such defects and conditions discovered during the
screening examinations. The 1997 enactment of the Children’s Health
Insurance Program (CHIP) shifted federal policy from the use of an
early coverage standard to one that gives insurers much more discretion to deﬁne medical necessity and coverage exclusions. CHIP
programs offer coverage that is narrower than the beneﬁts available
under Medicaid. The Affordable Care Act (ACA) requires signiﬁcantly
more classes of care to be covered than does CHIP but well below the
level of coverage under Medicaid. Implementation of the ACA to date
suggests that the US Department of Health and Human Services will
only demand pediatric coverage pegged to the commercial insurance
market standards, rather than Medicaid’s unique pediatric coverage
standard. Although EPSDT’s emphasis on early, developmental, and
ameliorative services might result in more comprehensive beneﬁts
for children, particularly those with special health needs, one might
still describe the ACA coverage as providing a basic, minimal level of
services from a distributive justice perspective. It may, however, vary
from state to state. States have the authority to decide whether to use
an EPSDT-style approach or to follow the more restrictive approach of
commercial insurance plans. Advocacy at the state level will determine
which approach different states take. Pediatrics 2013;131:S142–S148
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The Affordable Care Act (ACA) established a health beneﬁts framework for
health insurance products sold in the
individual and small group insurance
markets. Known as essential health
beneﬁts (EHBs),1 this framework is of
great importance to pediatric health
policy: beginning in 2014, the EHB
standard will apply to health plans sold
in the small employer group market as
well as to products sold in the individual insurance market and purchased directly by families. In the case
of low- and moderate-income families
who purchase subsidized coverage
through state health insurance Exchanges, the EHB standard establishes
the level of coverage that families in
need of government assistance to gain
access to affordable beneﬁts will receive.
In December 2011, the US Department of
Health and Human Services (HHS) took
initial steps to implement the EHB
framework by issuing guidelines that
begin to deﬁne the scope of the EHB
obligation.2 Although formal proposed
regulations are expected to be issued
before the end of 2012, this initial
guidance sheds considerable light on
how the EHB standard will affect the
insurance market and the level of care
that will be ﬁnanced for children. Most
notably, the 2011 guidance affords
insurers considerable discretion to
deﬁne and apply the EHB coverage
standard. Under the ACA, states have
the authority to reﬁne this standard
through their insurance regulatory
powers; they also have the power to
extend the scope of required health
beneﬁts for children beyond the scope
of beneﬁts that fall within the EHB
deﬁnition. (States that elect to add
classes of beneﬁts beyond those falling
within EHB coverage groups will also
be expected to supplement the federal
premium assistance available to families purchasing coverage through state
Exchanges, using their own funds to do
so.) How insurers interpret the EHB

standard where pediatrics are concerned, as well as the extent to which
states act to reﬁne the scope and
meaning of the EHB coverage standard
to curb insurer discretion, thus become matters of central importance to
pediatric health.
HHS’s decision to vest power in insurers and states has been criticized as
allowing both geographic inequities
and discrimination against people
with rare, severe, or costly health
conditions.3 On the other hand, some
experts have argued that this structure effectively encourages states (and
insurers) to test different approaches
to managing health care costs and
quality under the new market for subsidized health insurance created by the
ACA.4 Because, as discussed below, one
of the speciﬁc EHB coverage classes is
“pediatric” services, pediatricians may
have a unique opportunity in the coming years to become involved in shaping the future of pediatric coverage
policy in their states. In this vein, it
is helpful to review the evolution of
pediatric coverage standards under
government-ﬁnanced health insurance,
as well as the underlying principles on
which these evolving coverage standards rest.
Addressing the scope and depth of
pediatric coverage policy can be
expected to emerge as a matter of highlevel importance as we implement the
ACA, especially for children who experience the types of severe and chronic
physical, mental, and developmental
conditions that long have been subject
to exclusionary and discriminatory insurer coverage standards. It is in this
context that the coverage standards
under Medicaid’s early and periodic
screening, diagnosis, and treatment
beneﬁt (EPSDT) came into being. Although the EPSDT coverage standard
has long been associated with coverage for the nation’s most impoverished
children, in fact millions of children

with disabilities from moderate- and
middle-income working families have
beneﬁtted from EPSDT as both a primary payer and as a secondary payer
that supplements coverage available
under an employer-sponsored plan.
Because the ACA bars Medicaid from
playing this traditional secondarypayer role in the case of children receiving subsidized coverage through
state Exchanges,5 however, the imperative grows to ensure the broadest
possible interpretation of the EHB “pediatric” beneﬁt class in the case of
children with long-term disabilities.

THE EVOLUTION OF PEDIATRIC
COVERAGE STANDARDS UNDER
FEDERAL LAW
From a public policy perspective, EPSDT
stands as a watershed in US pediatric
coverage policy. Passage of the Children’s Health Insurance Program (CHIP)
in 1997 marked a signiﬁcant retreat
from this early standard, moving government ﬁnancing away from the
comprehensiveness and depth of coverage that is EPSDT’s hallmark and toward commercial insurance norms.
The ACA continues along the CHIP
commercial insurance coverage trajectory through its EHB provisions,
even as it strengthens CHIP’s framework in several notable respects and
directs the HHS secretary to take steps
to bar coverage discrimination against
persons with disabilities in the case of
health plans that operate under EHB
rules. Whether, and the extent to which,
the EHB improvements, along with the
ACA’s bar against discrimination in
coverage, will translate into effective
protections for children with disabilities is unclear, especially since the
December 2011 HHS guidelines do not
address either the question of what
might be fully encompassed in the EHB
“pediatric” service class or the types of
insurer practices that will be considered to constitute discrimination.
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EPSDT
The Social Security Amendments of
1967, which established EPSDT as a required Medicaid beneﬁt, ushered in
a new era in public policy related to
government-ﬁnanced health insurance
for children. The original Medicaid
statute treated children no differently
from adults where the content of coverage was concerned. However, seminal studies documenting widespread
and preventable disability among young
military draftees, as well as the health
status of young children enrolled in the
earliest Head Start programs, resulted
in legislation representing a conceptual
breakthrough in health insurance coverage policy for children.6
The 1967 EPSDT amendments directed
case-ﬁnding and comprehensive health
care interventions by state maternal
and child health agencies operating
under cooperative agreements with
state Medicaid agencies. Over the years,
EPSDT gained notoriety as a result of
confusion and uncertainty on the part
of federal and state policy makers over
how best to implement its case-ﬁnding
and outreach provisions.7 At the same
time, and crucial to Medicaid’s operation as a source of pediatric health
care ﬁnancing, the EPSDT amendments
established new coverage requirements
under Medicaid, directing agencies to
cover “early and periodic” screening
and diagnostic services to ascertain
“defects” and “chronic conditions” in
children, as well as health care and
treatment needed to “correct or ameliorate” such defects and conditions
discovered during the screening examinations.8 This uniquely sweeping
language from the amendments has
survived essentially in its original
form. Furthermore, in 1989, Congress
built on its original provisions to establish the broadest articulation of
pediatric coverage ever codiﬁed in
law.9,10 The reframing of EPSDT explicitly broadened coverage to enable
S144

comprehensive coverage of health
treatments for children with disabilities.
In its current form, the EPSDT beneﬁt is
uncommonly sweeping, not only in its
primary preventive coverage (comprehensive health examinations, assessment of developmental health, and
comprehensive vision, dental, and
hearing care) but also in the degree to
which its terms encompass all medically necessary treatments and services falling within any of Medicaid’s
dozens of enumerated beneﬁt classes,
regardless of whether coverage would
be available under a state Medicaid
plan in the case of individuals aged
$21. Moreover, because EPSDT’s purpose is early and preventive, courts
have interpreted its provisions to encompass not only treatments that improve health, but also treatments that
enable children with disabilities to
attain and maintain maximum developmental health.11 As a result, the
EPSDT beneﬁt bars limitations and
exclusions used by commercial insurers
to exclude otherwise-covered treatments that promote the health of children with chronic and serious physical
and mental health conditions that delay development.10,12,13

CHIP
The 1997 enactment of CHIP marked
a distinct turn in the evolution of
child health policy under government insurance programs.14 Whereas
Medicaid’s hallmark for children is
comprehensiveness and depth of coverage, CHIP emphasized alignment with
the commercial insurance market and
its coverage norms. Rather than mandating coverage of numerous beneﬁt
classes and the use of an “early” and
“ameliorate” coverage standard, CHIP
uses a “premium support” approach to
coverage of Medicaid-ineligible “targeted low-income” children. This approach permits states that elect to

operate separate CHIP programs to use
commercial insurance models to design pediatric coverage. Under this
design, few beneﬁt classes are speciﬁed (inpatient and outpatient hospital
services, physician services, laboratory and x-ray services, “well-baby” and
“well-child” care including immunizations, and (beginning in 2009) pediatric
dental care).14 Furthermore, insurers
are given discretion to deﬁne medical necessity and the terms of coverage exclusions. As a result, insurers
have the power to exclude otherwisecovered services and treatments
that are needed to achieve or maintain developmental health. Separately
administered CHIP programs therefore offer coverage that is narrower
than the beneﬁts available under Medicaid.12

THE EHB STATUTE
The EHB statute mirrors the CHIP approach to coverage design, while introducing important improvements.
The ACA applies EHB coverage design
rules to all health plans sold in the
individual and small group health
insurance market,1 regardless of
whether such coverage is offered inside or outside state health insurance
Exchanges.15 Because low- and
moderate-income qualiﬁed individuals
who lack other forms of coverage
and who purchase individual coverage
for themselves and their family members through Exchanges are entitled
to premium affordability and costsharing assistance, Exchanges become a crucial source of affordable
insurance coverage for families whose
incomes exceed the upper threshold
for Medicaid eligibility but fall within
the limits speciﬁed for affordability
assistance (400% of the federal poverty
level).15 Included in this large group of
families qualiﬁed to receive affordability assistance are millions of lowand moderate-income children. Thus,
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indirectly at least, the EHB statute
operates as an extension of US public
policy regarding the design of pediatric
coverage under government-ﬁnanced
insurance. EPSDT remains in effect for
all children enrolled in Medicaid.
The EHB statute establishes 10 required
beneﬁt classes, signiﬁcantly more than
the required classes found in CHIP but
well below the level of coverage under
Medicaid. Because one of the EHB coverage classes is “pediatric” services,
the secretary has the power to deﬁne
coverage for children in a manner that
exceeds the scope and depth of coverage for adults. To date, she has not
exercised her power in this fashion.
The ACA does specify that, in the case of
children, EHBs include both oral and
vision care,16 thereby somewhat
broadening coverage for children as
a matter of federal statutory law. Furthermore, the EHB statute speciﬁes
inclusion of some level of habilitation
services. But without secretarial implementation of standards oriented to pediatric standards of necessity, insurers
potentially retain the discretion to use
coverage limitations that place limits
on developmental treatments or exclude them entirely.
Preventive services under the ACA begin
to approach levels found in EPSDT. The
ACA requires coverage of preventive
services without cost-sharing in the
case of virtually all health insurance
products, including those governed by
the EHB statute. By law, covered preventive services consist not only of all
recommended immunizations (a requirement applicable to both children
and adults) but also “evidenceinformed preventive care and screenings provided for in the comprehensive
guidelines supported by the Health
Resources and Services Administration.”17 Thus, compared with CHIP, the
ACA preventive coverage standard,
when applied to EHB-governed products, offers a potentially broader range

At the same time, the ACA fundamentally
operates as premium support for
commercial insurance. Indeed, the EHB
statute explicitly references “typical”
employer plans as the coverage norm,
thereby operating in a legal framework
that, like CHIP, is distinct from that
which governs Medicaid. For this reason, children enrolled in plans secured
with government support through
state Exchanges remain potentially
subject to the limitations and exclusions found in the commercial insurance market, the hallmark of which
is exclusion of developmental treatments for children with serious and
chronic conditions and disabilities.

in late 20112 reiterate the prohibition
on discrimination in coverage design
on the basis of disability but offer no
illustrative examples of what types of
insurer actions (such as medical necessity coverage standards that emphasize improvement and restoration
rather than attainment and maintenance) would be considered discriminatory. Furthermore, while the bulletin
reiterates the EHB coverage classes,
including habilitation coverage, it also
provides that insurers have the option
to use an “actuarial equivalence” approach to coverage. Under this approach, as long as at least some level of
coverage is offered for each required
beneﬁt class, an insurer would remain
free to reduce its investment in habilitation services to offer enhanced beneﬁts within another coverage class,
such as additional substance abuse
disorder services or additional levels
of preventive services.

Despite its tethering to the commercial
insurance markets, the ACA contains 2
important limits on insurer discretion
to discriminate in coverage on the
basis of disability. First, as noted, the
ACA classiﬁes habilitation services as
a speciﬁc covered beneﬁt, thereby
potentially prohibiting insurers from
entirely excluding developmental coverage for children whose need for
treatment relates to physical and
mental health conditions that affect
development.16 Second, the ACA bars
the HHS secretary, in implementing
the EHB provisions, from making
“coverage decisions, determin[ing]
reimbursement rates, establish[ing]
incentive programs, or design[ing] beneﬁts in ways that discriminate against
individuals because of their age, disability, or expected length of life.”16 As
of fall 2012, however, HHS had offered
virtually no in-depth guidance to health
plans or state Exchanges as to the
meaning of these limitations on insurer discretion. The guidelines issued

In sum, implementation of the ACA to
date potentially signals pediatric coverage design pegged to the commercial
insurance market rather than Medicaid’s unique pediatric coverage standard. Were the secretary to use her
authority, however, to insist on greater
scope and depth of coverage for children, such an interpretation certainly
would be warranted by the terms of the
ACA itself as well as by the overall goals
of the act. On one hand, the ACA places
special emphasis on improving health
system performance through greater
investments in prevention and primary
care. This emphasis can be seen in its
terms of coverage, in models of health
delivery such as Accountable Care
Organizations and health homes, and in
investments in greater access to primary health care. On the other hand, the
ACA simultaneously emphasizes health
system performance improvement in
the management of chronic physical
and mental conditions and illnesses. By
and large, adults are the primary focus

of beneﬁts. Furthermore, the ACA offers
what arguably may be a more expansive vision of preventive coverage, requiring that preventive coverage be
“evidence-informed” rather than resting on traditional concepts of “well
baby” and “well-child” care.
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of this emphasis on the management of
chronic conditions, chieﬂy because many
of the chronic illness provisions are
codiﬁed in the act’s Medicare amendments as well as in the establishment of
the Center for Medicare and Medicaid
Innovation, the primary focus of which is
on reducing the ﬁnancial and health
burden of chronic conditions among
Medicare beneﬁciaries. Whether HHS will
pursue the theme of reducing the burden of chronic conditions in a pediatric
context remains to be seen. Such a step
certainly would be consistent with the
act’s overall emphasis on quality under
its National Quality Strategy.18

EPSDT VERSUS EHB: IS THE NEW
COVERAGE STANDARD FAIR FOR
CHILDREN?
The EHB statute has been widely hailed
as a major step forward in improving
the quality of coverage. Indeed, beyond
a few speciﬁc mandates enacted under
previous laws, federal law has never
attempted to name the beneﬁts that
private insurance plans must cover, nor
have states generally done so in a comprehensive manner.19 A critical question
as implementation proceeds, however,
is whether the new coverage standard
will result in the fair provision of services to the millions of low- and
moderate-income children to whom it
will apply, especially children who experience serious health conditions.
Although EPSDT’s emphasis on early,
developmental, and ameliorative services might result in more comprehensive beneﬁts for children, particularly
those with special health needs, one
might still describe EHB coverage as
providing a basic minimal level of
services from a distributive justice
perspective. The questions underlying
an assessment of EHB coverage as
a new standard for children’s health
care, then, are what should comprise
that basic minimum, and how is that
level to be determined? An extensive
S146

body of academic literature, of course,
is devoted to these questions and the
principles on which such decisions
should be made.20,21 In the case of EHB
coverage in particular, HHS asked the
Institute of Medicine (IOM) to recommend a process through which the
secretary could deﬁne and subsequently update the beneﬁt. The IOM
committee chose an ethics framework
as 1 of 4 policy perspectives to use in
analyzing the task of deciding what
should be included in EHB coverage
and how it should be implemented.
Within this framework, the committee
emphasized that public examination
of clinical effectiveness and priority
setting among beneﬁts as well as the
use of ethically guided beneﬁt management processes are required to
preserve access to beneﬁts that are
the safest and most effective.22 Furthermore, the committee relied on the
extensive work of Norman Daniels and
James E. Sabin in noting that an ethical framework requires consideration of both stewardship of shared
population-wide resources and loyalty
to the needs of the individual.23,24 Finally, the committee reviewed the
content areas proposed by the American Medical Association’s Ethical
Force Program (which state that
health care coverage should be
transparent, participatory, equitable
and consistent, sensitive to value, and
compassionate) as “aspirational targets” directly related to the fairness of
health beneﬁts design and subsequent administration.25 Ultimately,
the committee concluded that there
are no shared principles in our large,
pluralistic society for assigning ﬁxed
weights to these aspirational targets
and therefore gave central roles to
a fair process and public deliberation
to guide EHB coverage design and
administration.22

The ACA directs HHS to promulgate
standards for EHB coverage after notice
and an opportunity for public comment.16 This statutory plan has been
criticized, however, as unlikely to produce standards that are both fair and
in the public interest because of political considerations that could lead executive and legislative branch ofﬁcials
to mandate coverage of health beneﬁts
desired by the public and special interest groups, regardless of the merits
of doing so.20 As described earlier, HHS
itself asked the IOM to devise an appropriate process for deﬁning and
updating the EHB, which recommended
the preemption of state insurance law
beneﬁt mandates in favor of federal
guidelines giving power to insurers to
deﬁne the extent and limitations of
coverage in relation to a tightly managed premium price increase model.
HHS chose not to follow IOM’s recommended process, instead giving the
states discretion to deﬁne the range
and scope of EHB coverage under
broad federal direction.27

As Matthew K. Wynia and Susan Dorr
Gould recently noted, ensuring public

It remains to be seen what particular
processes the states devise for reﬁning

deliberation and a fair process in
establishing a “decent minimum” set of
health beneﬁts can inform and justify
health ﬁnancing choices as well as
enhance public understanding of such
policies. They describe the work in
more than 20 states of states, employers, unions, insurers, communitybased organizations, and researchers
who have involved the public in health
priority setting, including efforts to
engage the public in deliberations
about what counts as “essential,” “core,”
or “basic” beneﬁts. Published reports
of this work state that participants
have found such deliberations informative and fair, developed understanding of limited resources,
recognized others’ needs, and learned
to appreciate “what we should do as
a community,” not just “what I want.”26
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EHB coverage standards and how state
policy makers will approach the issue of
public deliberation. As described earlier, HHS’s decision has been criticized
as allowing the perpetuation of geographic inequities and encouraging
states to engage in discrimination
against people with rare, severe, or
costly health conditions by permitting
products that limit coverage of expensive treatments and procedures.3
Some members of Congress have
agreed, writing to Secretary Sebelius
that the HHS policy invites “very lean”
coverage, with “restrictive amount,
duration, and scope limitations.”27 Alan
Weil, however, has argued that the HHS
policy allows states to act as laboratories in testing the capacity of the new
markets created by the ACA through
different approaches to coverage, even
in the case of beneﬁts such as habilitation services, which are not deﬁned
in a consistent way in existing commercial insurance plans. Weil argues
further that the EHB statute is speciﬁc
regarding the composition of coverage
and any degree of variation among
the states is likely to be small, concluding that any state differences must
be viewed as representing “a modest

As the states move forward in deﬁning
EHB coverage, policy makers will face
a decision of great ethical import:
how to balance the goal of broad access to basic insurance (the “decent
minimum” represented by the EHB)
against the need for access to deeper
and broader coverage for children
with elevated physical, mental, and
developmental risks (traditionally represented by the EPSDT standard). In
the case of child health, 2 additional
factors become relevant to this balance. The ﬁrst is the fact that children
represent a population whose disabilities may stem from birth and who
are unable to make the life choices that
adults can make, thereby creating
a singular dependence on adults for
appropriate care. The second is the
fact that the proportion of children
who face a need for heightened health
care is small, and their impact on the
overall cost of health insurance coverage may be minimal, thereby lessening the imperatives that arise when
limited resources must be broadly
distributed across the population.

For the EHB to approximate a true
“decent minimum,” at least in the area
of child health, a key consideration may
be the preservation of EPSDT’s unique
focus on child development. In this
regard, the ACA provides important
tools for ensuring that children with
disabilities covered through state
Exchanges (and therefore exclusively
reliant on EHB-level coverage) can
continue to beneﬁt from the full array
of treatments and services falling
within the EPSDT coverage standard.
Not only does the EHB standard include
habilitation services, but the fact that
“pediatric” services is a distinct coverage class allows states to use their
own regulatory powers to ensure that
all Exchange health plans cover the full
range of EPSDT treatments and to bar
the use of medical necessity standards
that discriminate against children
whose need for treatment is tied to
development rather than “restoration.”
How states use this authority to ensure
that the highest-need children are as
well served as children with more
routine health needs can be expected
to emerge as a major issue in child
health advocacy in the coming years,
with pediatricians leading the way.

subsidies in the case of individuals entitled
to other forms of coverage, including
Medicaid)
Rosenbaum S, Mauery DR, Shin P, Hidalgo J.
National security and U.S. child health
policy: the origins and continuing role of
Medicaid and EPSDT. Available at: http://
sphhs.gwu.edu/departments/healthpolicy/
dhp_publications/index.cfm?mdl=pubSearch&
evt=view&PublicationID=35A8D671-5056-9D203DEFF238AEFA7071. George Washington University; 2005. Accessed October 28, 2012
Foltz AM. An Ounce of Prevention: Child
Health Politics Under Medicaid. Boston, MA:
MIT Press; 1981
42 U.S.C. x1396d(a)(4)(B)
42 U.S.C. x1396d(r)
Rosenbaum S, Wise PH. Crossing the
Medicaid-private insurance divide: the case

of EPSDT. Health Aff (Millwood). 2007;26(2):
382–393
Rosie D, et al v. Mitt Romney et al. 410 F.
Supp. 2d 18; 2006 U.S. Dist. LEXIS 3026
Rosenbaum S, Markus A, Sonosky C.
Public health insurance design for children: the evolution from Medicaid to
SCHIP. J Health Biomed Law. 2004;1:
1–43
Rosenbaum S. Insurance discrimination
on the basis of health status. Available at:
www.law.georgetown.edu/oneillinstitute/
national-health-law/legal-solutions-in-healthreform/Discrimination.html. Georgetown
University, O’Neill Institute in Global Health
Policy; 2009. Accessed October 28, 2012
42 U.S.C. x1397cc
PPACA x1311, Pub. L. No. 111-148, 124 Stat.
at 173-181

potential source of inequity relative to
the overall direction of the law.”4

REFERENCES
1. Patient Protection and Affordable Care Act
(PPACA), Pub. L. No. 111148, x1201, 124 Stat.
119, at 154–161 (2010) (adding Public
Health Service Act, 42 U.S.C. x2707)
2. Center for Consumer Information and Insurance Oversight. Essential Health Beneﬁts Bulletin. Washington, DC: US Dept of
Health and Human Services; 2011. Available
at: http://cciio.cms.gov/resources/ﬁles/Files2/
12162011/essential_health_beneﬁts_bulletin.
pdf. Accessed November 10, 2012
3. Ruger JP. Fair enough? Inviting inequities in
state health beneﬁts. N Engl J Med. 2012;
366(8):681–683
4. Weil A. The value of federalism in deﬁning
essential health beneﬁts. N Engl J Med.
2012;366(8):679–681
5. PPACA x1402, Pub. L. No. 111-148, 124 Stat.
at 220–224 (barring federal premium tax

6.

7.

8.
9.
10.

11.
12.

13.

14.
15.

PEDIATRICS Volume 131, Supplement 2, April 2013
Downloaded from www.aappublications.org/news by guest on April 19, 2019

S147

16. PPACA x1302, Pub. L. No. 111-148, 124 Stat.
at 163-168
17. PPACA x1001, Pub. L. No. 111-148, 124 Stat.
at 130-138 (adding Public Health Service
Act, 42 U.S.C. x2713)
18. PPACA x3011, Pub. L. No. 111-148, 124 Stat.
at 378-380
19. Furrow BR, Greaney TL, Johnson SH, Jost
TS, Schwartz R. Health Care Reform: Supplementary Materials. 2012 Edition. St.
Paul, MN: West; 2012:162
20. Mantel J. Setting national coverage standards for health plans under healthcare
reform. UCLA Law Rev. 2010;58:221–279
21. Cookson R, Dolan P. Principles of justice in
health care rationing. J Med Ethics. 2000;26
(5):323–329 [cited by: Mantel J. Setting
national coverage standards for health
plans under healthcare reform. UCLA L Rev
2010;58:221–279]
22. Ulmer C, Ball J, McGlynn E, Bel Hamdounia
S, eds. Essential Health Beneﬁts: Balancing

S148

Coverage and Costs. Washington, DC: Board
on Health Care Services, Institute of Medicine;
2011. Available at: www.iom.edu/Reports/
2011/Essential-Health-Beneﬁts-BalancingCoverage-and-Cost.aspx. Accessed November
2, 2012
23. Daniels N, Sabin J. Limits to health care:
Fair procedures, democratic deliberation,
and the legitimacy problem for insurers.
Philos Public Affairs. 1997;26(4):303–350
[Cited by: Ulmer C, Ball J, McGlynn E, Bel
Hamdounia S, eds. Essential Health Beneﬁts: Balancing Coverage and Costs. Washington, DC: Board on Health Care Services,
Institute of Medicine; 2011. Available at: www.
iom.edu/Reports/2011/Essential-Health-BeneﬁtsBalancing-Coverage-and-Cost.aspx. Accessed
November 2, 2012]
24. Daniels N, Sabin J. 2008. Setting Limits
Fairly: Learning to Share Resources for
Health. 2nd ed. New York, NY: Oxford University Press; 2008

25. American Medical Association. Ensuring
Fairness in Health Care Coverage Decisions: A Consensus Report on the Ethical
Design and Administration of Health Care
Beneﬁt Packages. Chicago, IL: Ethical Force
Program, American Medical Association;
2004 [cited by: Ulmer C, Ball J, McGlynn E,
Bel Hamdounia S, eds. Essential Health
Beneﬁts: Balancing Coverage and Costs.
Washington, DC: Board on Health Care
Services, Institute of Medicine; 2011:50–
51. Available at: www.iom.edu/Reports/
2011/Essential-Health-Beneﬁts-BalancingCoverage-and-Cost.aspx. Accessed Nov. 2,
2012]
26. Wynia MK, Goold SD. Fairness and the
public’s role in deﬁning decent beneﬁts. Am
J Bioeth. 2011;11(7):1–2
27. Rosenbaum S, Frankford DM, Law SA,
Rosenblatt RE. Law and the American
Health Care System. 2nd ed. New York, NY:
Foundation Press; 2012:232–233

GOLDSTEIN and ROSENBAUM

Downloaded from www.aappublications.org/news by guest on April 19, 2019

From EPSDT to EHBs: The Future of Pediatric Coverage Design Under
Government Financed Health Insurance
Melissa M. Goldstein and Sara Rosenbaum
Pediatrics 2013;131;S142
DOI: 10.1542/peds.2013-0252e

Updated Information &
Services

including high resolution figures, can be found at:
http://pediatrics.aappublications.org/content/131/Supplement_2/S142

References

This article cites 6 articles, 1 of which you can access for free at:
http://pediatrics.aappublications.org/content/131/Supplement_2/S142
#BIBL

Subspecialty Collections

This article, along with others on similar topics, appears in the
following collection(s):
Administration/Practice Management
http://www.aappublications.org/cgi/collection/administration:practic
e_management_sub

Permissions & Licensing

Information about reproducing this article in parts (figures, tables) or
in its entirety can be found online at:
http://www.aappublications.org/site/misc/Permissions.xhtml

Reprints

Information about ordering reprints can be found online:
http://www.aappublications.org/site/misc/reprints.xhtml

Downloaded from www.aappublications.org/news by guest on April 19, 2019

From EPSDT to EHBs: The Future of Pediatric Coverage Design Under
Government Financed Health Insurance
Melissa M. Goldstein and Sara Rosenbaum
Pediatrics 2013;131;S142
DOI: 10.1542/peds.2013-0252e

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/131/Supplement_2/S142

Pediatrics is the official journal of the American Academy of Pediatrics. A monthly publication, it
has been published continuously since 1948. Pediatrics is owned, published, and trademarked by
the American Academy of Pediatrics, 141 Northwest Point Boulevard, Elk Grove Village, Illinois,
60007. Copyright © 2013 by the American Academy of Pediatrics. All rights reserved. Print
ISSN: 1073-0397.

Downloaded from www.aappublications.org/news by guest on April 19, 2019

