
 

Center for Adolescent Health & the Law 
Public Policy Analysis and Education Center for Middle Childhood, Adolescent and Young Adult Health 

February 2006 

Overview 

Prepared by: Abigail English, JD, Amy J. Stinnett, MPA, Elisha Dunn-Georgiou, MS, Center for Adolescent Health & the Law 

Health Care for Adolescents and Young Adults Leaving Foster Care: 
Policy Options for Improving Access 

The young people who leave or “age out” of foster care each year are a 
vulnerable population with multiple health concerns, intense health 
care needs, and few resources for securing health care.1 These youth 
entered foster care—a system of out-of-home care for children under 
the supervision of child welfare or juvenile justice agencies—at vary-
ing ages and for different reasons. Some were abused or neglected by 
their parents and removed from their homes at an early age; some 
were abandoned or forced out of their homes in adolescence; and 
others were placed into foster care through the juvenile justice sys-
tem. 

Addressing the health concerns of youth leaving foster care by provid-
ing them with appropriate and timely health care is a critical compo-
nent of their successful transition to adulthood. Ensuring their access 
to health care requires overcoming significant policy and service de-
livery challenges. Providing these adolescents and young adults with 
health insurance coverage is one important element in meeting the 
challenges. 

The existing policy framework for Medicaid and the State Children’s 
Health Insurance Program (SCHIP) includes options for making 
health insurance available to many of these young people.1,2 Taking 
full advantage of the existing options would require additional specific 
action by most states; and ensuring that all young people leaving fos-
ter care have access to health insurance would require expansion of 
existing policy options at the federal or state level or both. Such ac-
tions are both necessary and appropriate to meet the compelling 
needs of young people for whom public governmental agencies have 
had responsibility throughout much of their lives. 

This issue brief describes the young people who are aging out of foster 
care, their health status, and the barriers to health care they face when 
leaving foster care. It explains how health care access can be improved 
for this population, by first describing how Medicaid and SCHIP cur-
rently reach adolescents and young adults, and how these two pro-
grams can be used to help former foster youth. The brief emphasizes, 
in particular, the important opportunity presented by the Medicaid 
Expansion Option contained in the Foster Care Independence Act of 
1999, and summarizes the policy options that can best improve access 
to health care for former foster youth. 

Who are the youth leaving foster care? 
Young people aged 16 years or older represent about one-fifth of the 
more than one-half million children and youth in foster care.3 At any 
time, more than 100,000 youth aged 16 years or older are in the 
foster care system, and nearly 62,000 of them leave care each year 
(Figure 1).3 More than 20,000 foster youth are “emancipated” each 
year and expected to live independently after exiting care (Figure 
1).3 Others are reunited with parents or principal caretakers, 
adopted, placed in guardianship, transferred to another agency, or 
die or run away.3 Depending on their specific circumstances, many of 

♦ Foster youth aged ≥ 16 years in care on 9/30/2003 = 103,500 

♦ Foster youth aged ≥ 16 years exiting care in FY 2003 = 61,990 

♦ Foster youth exiting care to emancipation in FY 2003 = 21,720 

Source: HHS, FY 2003 AFCARS Report 3 

Figure 1 

There is wide variation among states with respect to the number of 
youth in their foster care systems who are older adolescent or young 
adults and also with respect to the numbers who exit to emancipation. 
Numbers of older youth in foster care in 2002 ranged from a high of 
19,889 in California to a low of 172 in South Dakota (Table A). 
Numbers of youth exiting foster care to emancipation in 2002 varied 
from a high of 4,011 in California to a low of 2 in Nebraska (Table B). 
These variations have financial implications with respect to the cost of 
ensuring access to care for these young people. 

these young people encounter significant barriers in accessing health 
care. Those who are emancipated from care are especially likely to do 
so, as are those who are members of racial and ethnic minority 
groups, who comprise nearly half of the children and youth exiting 
care in 2003.3 

Older youth (≥ 16 years) in foster care on September 30, 2002 

National = 101,515 

California 19,889 

New York 8,680 

Illinois 6,208 

Pennsylvania 4,823 

Ohio 4,123 

States with highest number: States with lowest number: 
South Dakota 172 

Idaho 179 

Alaska 207 

New Hampshire 244 

Delaware 245 

Table A 

Source: HHS, Child Welfare Outcomes 2002: Annual Report 4 

States with highest number: 

Youth exiting foster care to emancipation in FY 2002 

National = 19,548 

California 4,011 

New York 1,498 

Illinois 1,250 

Ohio 1,161 

Florida 939 

Nebraska 2 

New Mexico 11 

Alaska 26 

Connecticut 32 

Maine 33 

States with lowest number: 

Table B 

Source: HHS, Child Welfare Outcomes 2002: Annual Report 4 



 

Center for Adolescent Health & the Law 
Public Policy Analysis and Education Center for Middle Childhood, Adolescent and Young Adult Health 

February 2006 
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The term “age out” of foster care is sometimes applied when a youth 
has reached an age when he or she no long automatically qualifies for 
such care under the jurisdiction of the court and/or the supervision of 
the state’s child welfare agency.1 Each state sets its own age for auto-
matic discharge from foster care, which may vary between 18 and 21 
years, although youth may leave care at an earlier age or they may be 
offered the possibility of remaining in care voluntarily beyond age 18 
years or the usual discharge age.1  

Youth leaving foster care as adolescents or young adults may or may 
not receive supportive transition services from their foster care case 
worker or the child welfare agency responsible for their placement; 
and even when they do, those transition services often do not include 
any assistance with accessing health care. 

Depending on state policies, some youth have the opportunity to enter 
or to continue in a residential independent living program when they 
age out of foster care. These independent living arrangements gener-
ally would not be considered foster care, unless they met specific legal 
criteria. Given the variety of arrangements that exist in different states 
however, a youth may remain in some version of foster care even after 
reaching the age at which youth normally age out.1  

Ultimately, with very few exceptions, most youth will age out or exit 
from foster care no later than their 21st birthday. During the period 
between age 16 and 21 years, a significant number of foster youth may 
be in a transitional status. These youth may no longer be in “foster 
care” or state custody in the traditional sense but also are not living 
entirely on their own. Their status during this transitional period may 
significantly affect both their eligibility for health insurance coverage 
and their access to health care.1 

What is the health status of youth aging out of 
foster care? 
High rates of physical and mental health problems have been exten-
sively documented among children and youth as they enter foster care 
and while they are in care, revealing that many youth in placement 
under the supervision of child welfare systems have, or are at risk for 
having, acute, chronic, disabling, and potentially life-threatening ill-
nesses or conditions.5-8 Many of them could be considered “children 
with special health care needs” based upon their chronic medical and 
mental health conditions. There is strong reason to believe, and the 
available data suggest, that when youth exit foster care their poor 
health status may persist or even worsen, due to both increased risk-
taking behaviors and more limited health care access.9 

The health problems of former foster youth encompass the full range 
of behavioral, psychosocial, and medical concerns, including, among 
others: generally compromised health; mental disorders; substance 
abuse; sexual risk behaviors; pregnancy; physical and sexual abuse; and 
malnourishment.9-13 Consequently, these youth need access to a wide 
range of health care and services to address these issues (Figure 2). 

Health Services Needed by Youth Exiting Foster Care 

♦ Comprehensive health assessments and treatment of identified 

conditions 

♦ Dental examinations and treatment 

♦ Family planning and other reproductive health services 

♦ Pregnancy related care 

♦ STD and HIV testing and treatment 

♦ Mental health services 

♦ Substance abuse assessment, counseling, and treatment 

♦ Treatment of injuries 

♦ Treatment for acute and chronic illnesses and conditions 

♦ Case management and coordination of care 

Source: English A, Morreale MC, Larsen J. J Adolesc Health, 2003 1 

Figure 2 

What barriers to health care do youth face 
when they leave foster care? 
Many youth exiting foster care spend at least some period of time 
living in perilous circumstances. Large numbers of former foster 
youth are poorly educated, unemployed, and/or homeless: conse-
quently, many are living in poverty.9-13 Many also are physically or 
sexually victimized or involved in dangerous or illegal activities such 
as using or selling drugs.1 These characteristics, combined with the 
young people’s lack of familiarity with the health care system and a 
dearth of appropriate providers available to care for them, all contrib-
ute to the difficulty they experience in accessing the health care they 
need. One significant barrier that could be addressed in the policy 
arena is lack of health insurance: between one-third and one-half of 
former foster youth in several studies confirmed that they experi-
enced difficulties in accessing health care, with many citing lack of 
health insurance as a major reason, although not the only barrier.1 The 
lack of health insurance characterizing former foster youth is entirely 
consistent with the overall pattern of uninsurance among older ado-
lescents and young adults, which is the age group in the population 
that is uninsured at the highest rates, especially for those in poverty. 

Overall, in 2004, a total of 3.2 million adolescents ages 12-17 years 
(12.5%) and 8.8 million young adults ages 18-24 years (31.4%) 
lacked health insurance (Figure 3); and a total of 0.9 million adoles-
cents ages 12-17 years with incomes less than or equal to 100 percent 
of the federal poverty level (FPL) (22.9%) and 2.3 million young 
adults ages 18-24 years with incomes less than or equal to 100% FPL
(44.7%) lacked health insurance (Figure 4).14 
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How can health care access be improved for 
youth who have aged out of foster care? 

How well do Medicaid and SCHIP currently 
reach adolescents and young adults? 
Until relatively recently, Medicaid eligibility for adolescents generally 
was limited to “categories” of individuals who received cash assistance 
from the former welfare program for families with children (AFDC), 
the Supplemental Security Income (SSI) program for individuals who 
are blind or disabled, or the federal foster care or adoption assistance 
program under Title IV-E of the Social Security Act. By the early 
1990s, however, states were required to provide Medicaid eligibility 
independent of cash assistance for certain groups of children and ado-
lescents. In particular, states were required to phase in, one year at a 
time, eligibility for all poor adolescents through age 18 years (or up to 
the 19th birthday), until they were all covered by 2002.2 

Medicaid coverage has the potential to meet 

the multiple and serious health problems of 

youth making the transition out of foster care. 

In 1997, Congress created the State Children’s Health Insurance Pro-
gram (SCHIP) and authorized approximately $40 billion in federal 
funds over 10 years to assist states to provide health insurance to chil-
dren and adolescents on the basis of family income. States were given 
the option of using the funds to expand Medicaid, to implement a 
separate state-designed SCHIP program, or to do a combination of 
the two, and about one-third of states chose each of these options. 
States were also offered some fiscal incentives—in the form of higher 
federal funds matching rates—to accelerate their Medicaid coverage 
of poor adolescents and to be generous with their eligibility in SCHIP 
programs. The enactment of SCHIP, and the financial incentives it 
offered to states, acted as a catalyst to expand adolescents’ eligibility 
for public health insurance through Medicaid and the new SCHIP 
programs. In the five years following SCHIP enactment, states made 
significant progress in expanding eligibility and increasing adolescents’ 
enrollment in the two programs.2 These improvements could be used 
to benefit youth exiting foster care.1 

Table C illustrates the upper eligibility limits in Medicaid and in sepa-
rate state SCHIP programs as reported to the Center on Budget and 
Policy Priorities in a 2005 survey conducted for the Kaiser Family 
Foundation. In each state, children and adolescents whose family in-
comes are at or below the specified level would be eligible either for 
Medicaid or for SCHIP, as indicated. It is important to note that 
SCHIP eligibility is limited to youth who do not qualify for Medicaid 
and who are younger than age 19 years. Youth applying for SCHIP 
must be evaluated for Medicaid eligibility and enrolled in that pro-
gram if they qualify.  Thus, in any particular state, a child or adoles-
cent younger than age 19 years, whose family income does not exceed 
either of the levels specified in Table C for their state, would be eligi-
ble for either Medicaid or SCHIP.  

44.7%

22.9%

0% 10% 20% 30% 40% 50%

12-17 years

18-24 years

Uninsured Adolescents and Young Adults, 2004:
Incomes Less Than or Equal to 100% FPL

Figure 4 

Source: US Census Bureau 14 

31.4%

12.5%

0% 10% 20% 30% 40% 50%

12-17 years

18-24 years

Uninsured Adolescents and Young Adults, 2004: 
All Income Levels

Figure 3 

Source: US Census Bureau 14 

Many strategies could be used to improve health care access for for-
mer foster youth, but financial access is an overriding, critical issue. 
These young people’s health care could be provided and paid for in a 
variety of ways, including, among many others, both health insurance 
coverage and publicly funded service delivery programs tailored to 
the needs of this population. From the perspective of individual ado-
lescents and young adults, the health insurance component is a neces-
sary, if not sufficient, element in assuring their access to care.  

Making sure that all former foster youth have health insurance cover-
age could be assured by way of different strategies, including:  

♦ Universal health insurance coverage for the entire population 

♦ Universal health insurance coverage for children, adolescents and 
young adults 

♦ Expanded health insurance coverage for older adolescents and 
young adults 

♦ Targeted health insurance coverage for former foster youth 

♦ Comprehensive enrollment of all eligible adolescents and young 
adults in existing programs 

Significant progress could be made in implementing one or more of 
these strategies by building on the existing policy framework for 
Medicaid and SCHIP. 
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What is the potential of Medicaid and SCHIP to 
meet the needs of former foster youth? 
Medicaid coverage has the potential to meet the multiple and serious 
health problems of youth making the transition out of foster care be-
cause the Medicaid benefit package is comprehensive. Specifically, 
Medicaid includes the Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) requirements for Medicaid recipients who are 
younger than age 21 years. States are required to make available to 
these children and adolescents periodic comprehensive assessments of 
their health, inter-periodic health screens, and follow-up diagnosis 
and treatment. The SCHIP benefit package is potentially as broad as 
Medicaid, although states have greater discretion in determining 
which services to offer. 

Maximum Eligibility Level for Youth < Age 19   
in Medicaid and/or SCHIP, 2005 

Source: Center on Budget & Policy Priorities 16 

        > 250% ≤ 350% FPL                  > 200% ≤ 250% FPL 

        >185%  ≤ 200% FPL                   ≤185% FPL 

 

 

Figure 5 

State Medicaid a   
%FPL 

Alabama 100 
Alaska 175 
Arizona 100 
Arkansas 200 
California 100 

Colorado 100 

Connecticut 185 
Delaware 100 
Dist. of Columbia 200 
Florida 100 
Georgia 100 
Hawaii 200 
Idaho 150 
Illinois 133 
Indiana 150 
Iowa 133 
Kansas 100 
Kentucky 150 
Louisiana 200 
Maine 150 
Maryland 200 
Massachusetts  150 
Michigan 150 
Minnesota 275 
Mississippi 100 
Missouri 300 
Montana 100 
Nebraska 185 
Nevada 100 
New Hampshire 185 
New Jersey 133 
New Mexico 235 
New York 100 
North Carolina 100 
North Dakota 100 
Ohio 200 
Oklahoma 185 
Oregon 100 
Pennsylvania  100 
Rhode Island 250 
South Carolina 150 
South Dakota 140 
Tennessee 100 
Texas 100 
Utah 100 
Vermont b 225 (300) 
Virginia 133 
Washington 200 
West Virginia 100 
Wisconsin 185 
Wyoming 100 

Separate SCHIP  
%FPL 

200 
 

200 
 

250 

200 

300 
200 

 
200 
235 

 
185 
200 
200 
200 
200 
200 

 
200 
300 
200  
200 

 
200 

 
150 

 
200 
300 
350 

 
250 
200 
140 

 
 

185 
200  

 
 

200 
 

200 
200 
300 
200 
250 
200 

 
200 

Medicaid & SCHIP Eligibility Limits < Age 19, 2005 

Source: Center on Budget & Policy Priorities  16 

Table C According to the data in Table C, and looking at the highest eligibility 
income level provided for either in Medicaid or SCHIP, in 2005, 
seven states (CT, MD, MN, MO, NH, NJ, VT) provided eligibility 
for all youth aged younger than 19 years with family incomes at or 
below a specified level between 250% and 350% FPL (Figure 5). Six 
states (CA, GA, NM, NY, RI, WA) provided eligibility for youth 
under age 19 years with family incomes at or below a specified level 
between 200% and 250% FPL (Figure 5). Twenty-seven states (AL, 
AR, AZ, CO, DE, FL, HI, IL, IN, IA, KS, KY, LA, ME, MA, MI, 
MS, NV, NC, OH, PA, SD, TX, UT, VA, WV, WY) and the District 
of Columbia (DC) provided eligibility for all youth under age 19 years 
with family incomes at or below 200% FPL (Figure 5). Ten states 
(AK, ID, MT, NE, ND, OK, OR, SC, TN, WI) provided eligibility 
to youth under age 19 years with family incomes at or below a speci-
fied level less than or equal to 185% FPL (Figure 5).16  

a. Includes regular Medicaid and SCHIP-funded Medicaid expansions. 
b. Medicaid covers uninsured children with incomes at or below 225% FPL and 

underinsured children with incomes at or below 300% FPL. 
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How can Medicaid and SCHIP be used to help 
former foster youth? 
Most youth in foster care qualify for Medicaid based on a patchwork 
of coverage deriving from several different eligibility categories.1,17 

Federal law requires all states to provide Medicaid for youth receiving 
federal foster care payments under Title IV-E of the Social Security 
Act. Even those without “IV-E linkage” are often eligible on another 
basis, because most states have implemented one or more optional 
Medicaid eligibility categories that allow them specifically to cover 
foster children and youth whether or not they are receiving IV-E fos-
ter care payments.1 

Thirty states and the District of Columbia have opted to provide cov-
erage for a special category of children and adolescents with very low 
family incomes who are known as “Ribicoff” children or youth (Table 
D). Ribicoff youth are individuals younger than age 21 years (or at 
state option age 20, 19, or 18 years) who would have met financial 
eligibility requirements for AFDC based on rules in effect on April 
16, 1996. Because those financial eligibility levels were extraordinar-
ily low, many Ribicoff youth are living in extreme poverty.1 Never-
theless, if they are beyond the usual age cutoff for Medicaid or SCHIP 
eligibility in their state they probably would not be covered unless 
their state had chosen to cover them as Ribicoff youth. In the 12 states 
where the age cutoff for Ribicoff youth is age 18 or 19 years, the Ribi-
coff option would have little or no practical significance because virtu-
ally all Ribicoff-eligible youth would already qualify based on having 
family incomes at or below 100 percent FPL. Twenty-six states have 
used the Ribicoff option to cover youth in foster care up to age 18, 
19, 20, or 21 years (Table D). Of these, eight states also cover Ribi-
coff youth generally, but to a lower age limit (Table D).  

Only those foster children who do not receive IV-E payments and 
who cannot qualify under any of the options their state has imple-
mented would be ineligible for Medicaid. The net result of the poli-
cies states have adopted has been that most children and youth in fos-
ter care are eligible for Medicaid, at least until they reach age 18 or 19 
years, and in many states up to age 21 years.1 

The contrary appears to be true for young people after they leave 
foster care. Comprehensive national or state-by-state data are not 
available, but data that do exist suggest many of these youth lack cov-
erage after they leave foster care between ages 16 and 21 years.1 This  
could be changed within the framework of existing laws and policies: 
Medicaid and SCHIP offer the potential to provide health insurance 
coverage for virtually all youth exiting foster care. If states were to 
adopt many of the optional eligibility categories in Medicaid and ex-
tend SCHIP eligibility as broadly as allowed, most young people exit-
ing foster care could be covered between ages 16 and 21 years.1  

In every state, youth up to age 19 years with family incomes at or 
below 100 percent FPL, or even higher in most states, are eligible for 
Medicaid or SCHIP (Table C). Moreover, very low-income youth 
who do not qualify for Medicaid or SCHIP on some other basis may 
be eligible for Medicaid as Ribicoff youth. In addition, in at least ten 
states former foster youth may be able to receive Medicaid coverage 
almost automatically under the Medicaid Expansion Option of the 
Foster Care Independence Act (FCIA) (Table D, Figure 7). Other 
bases for eligibility would include pregnancy or disability.1 

Medicaid Coverage of Ribicoff Youth and  
Former Foster Youth, 2005 

State Ribicoff 
Youth 

Ribicoff 
Youth in 

Foster Care 

FCIA Medicaid 
Expansion  

Option 
Alabama <19  <21   
Alaska <20     
Arizona <18   Yes 
Arkansas <18 <21   
California* <21   Yes 
Colorado <20 <21   
Connecticut <21     
Delaware   <21   
Dist. of Columbia <21     
Florida   <21   
Georgia <18 <21   
Hawaii   <21   
Idaho   <21   
Illinois <18 <21   
Indiana       
Iowa <21     
Kansas   <21 Yes 
Kentucky <19     
Louisiana   <21   
Maine <21     
Maryland <21     
Massachusetts <18     
Michigan       
Minnesota <21     
Mississippi <18 <21 Yes 
Missouri   <21   
Montana   <21   
Nebraska <21     
Nevada   <19   
New Hampshire   <19   
New Jersey <21   Yes 
New Mexico   <18   
New York <21     
North Carolina <21     
North Dakota <21     
Ohio <21    
Oklahoma <18   Yes 
Oregon   <21   
Pennsylvania <21     
Rhode Island   <21   
South Carolina <19 <21 Yes 
South Dakota    <21  Yes 
Tennessee <21     
Texas*   <20 Yes 
Utah <18     
Vermont <21     
Virginia*   <21   
Washington <19 <21   
West Virginia   <21   
Wisconsin <18     
Wyoming   <21 Yes 
TOTALS 31 26 10 

Table D 

Source: State Medicaid Plans and Amendments as of June 15, 2005, www.cms.hhs.gov/
medicaid/stateplans  

*  CCH Medicare and Medicaid Guide ¶ 15,560 (California, as of 7/1/03; Texas, as 
of 2/7/04; Virginia, as of 6/20/02). 
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FCIA Medicaid Expansion Option 
A specific provision of the FCIA known as the “FCIA Medicaid Expan-
sion Option,” gave states the option to extend Medicaid eligibility to 
all youth who were in state-supervised foster care on their 18th birth-
day (Figure 6). Medicaid coverage under the FCIA Medicaid Expan-
sion Option can be extended until the 21st birthday. Because most 
youth in foster care are covered by Medicaid, under the FCIA Medi-
caid Expansion Option, a state could readily facilitate the transfer of a 
youth’s Medicaid eligibility from one category to another without any 
gap in coverage, as long as the transfer occurred before or simultane-
ous with the youth’s exit from care. Despite its advantages, as of July 
2005, only ten states had implemented the FCIA Medicaid Expansion 
Option: AZ, CA, MS, NJ, OK, SC, SD, TX, and WY19-28 (Figure 7). 

FCIA Medicaid Expansion Option at a Glance 

FCIA created a new optional Medicaid eligibility category: 
“independent foster care adolescents” 

♦ States may offer Medicaid to youth who were in foster care under state 
supervision on their 18th birthday 

♦ States may continue coverage until youth reach their 21st birthday 

♦ States may limit eligibility based on income or other financial criteria 

♦ States may limit eligibility to reasonable subgroups of independent foster 
care adolescents 

♦ States must make available to independent foster care adolescents the full 
range of Medicaid benefits, including EPSDT 

♦ As of July 2005, ten states had implemented the FCIA Medicaid Expansion 
Option 

Figure 6 

Although they are not required to do so, states may limit eligibility to 
narrower groups of young people.29 Specifically, a state may limit 
eligibility to any “reasonable categories” of independent foster care 
adolescents based, for example, on age or on prior receipt of federal 
foster care payments or independent living services. Also, a state may 
limit eligibility by establishing financial tests, within certain limita-
tions.29 

One of the most positive aspects of the FCIA Medicaid Expansion 
Option is its simplicity and, if a state were to place limits on eligibility 
beyond the threshold criteria, much of this simplicity would be lost. 
Among the states that have implemented the FCIA Medicaid Expan-
sion Option, only four imposed any limitations beyond the eligibility 
criteria required by federal law and only two of these imposed any 
income limitation.1 

In addition to simplicity, one of the distinct advantages of the FCIA 
Medicaid Expansion Option is that once enrolled, youth exiting foster 
care would be entitled to the full range of benefits offered under 
Medicaid, including EPSDT. This means that youth would be able to 
obtain any preventive health services, dental care, family planning and 
reproductive health care, mental health and substance abuse services 
that are part of the Medicaid benefit package. 

 

 

States Implementing the FCIA Medicaid  
Expansion Option, 2005 

Figure 7 

How can the Foster Care Independence Act 
(FCIA) make a difference? 
The Foster Care Independence Act of 1999 (FCIA) increased from 
$70 million to $140 million federally authorized annual appropria-
tions to the states for independent living services for former foster 
youth, including housing, education and employment assistance.18 If 
fully implemented, the FCIA could enhance significantly the provision 
of transitional support services, including health care benefits, to 
young people leaving foster care.  

The FCIA Medicaid Expansion Option created a new eligibility group 
specifically for youth making the transition out of foster care: 
“independent foster care adolescents.” This group includes anyone 
who is younger than age 21, who was in foster care on his or her 18th 
birthday, and whose income and other financial resources do not ex-
ceed whatever level, if any, the state establishes. States may choose to 
cover all 18, 19 and 20 year-olds who were in foster care when they 
reached age 18 years without any financial or other restrictions. If 
states elect that approach, only two criteria must be satisfied to estab-
lish eligibility: first, the young person must be younger than age 21 
years and second, the young person must have been in foster care 
under the responsibility of the state on his or her 18th birthday.29 

If fully implemented, the Foster Care 

Independence Act could enhance significantly 

the provision of transitional support services, 

including health care benefits, to young 

people leaving foster care. 
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Health Care Access Provisions in FCIA State Plans 
In addition to allowing states to implement the Medicaid Expansion 
Option, the FCIA required states to submit 5-year plans to the federal 
government describing the ways in which they intended to use the 
new “independent living” funds they would receive under the FCIA. 
These plans contain descriptions of some steps– other than implemen-
tation of the Medicaid Expansion Option—that states were intending 
to take to improve health care access for former foster youth. Al-
though many of these state plans did not address health care issues in 
any detail, a few states included innovative approaches in their plans 
that would facilitate health care access. For example, one state is 
blending a variety of federal and state funds to create tools like health 
“passports” and stipends that can be used for medical expenses and 
insurance. Another state is blending funds to create wraparound ser-
vices for seriously emotionally disturbed youth.1 

In addition to the states’ 5-year plans, state officials (“independent 
living coordinators”) in a number of states who were interviewed in 
2001 and 2002 identified creative approaches for improving health 
care access for former foster youth. These approaches included ideas 
for ensuring enrollment in states implementing the Medicaid Expan-
sion Option; mechanisms for increasing Medicaid and SCHIP enroll-
ment generally for these youth; ideas for outreach to youth them-
selves; methods for increasing access to other health insurance; and 
ways to facilitate access to other health services and sites.1 
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What policy options can best improve access to 
health care for former foster youth? 
Within the existing policy framework, states can go a long way to-
ward ensuring that former foster youth have access to health care. 
One of the barriers that stands in the way of doing so is the fiscal pres-
sure that is currently making it difficult at both the state and federal 
level even to maintain, much less expand, current programs. Medi-
caid is particularly at risk in this regard. Nevertheless, the fact that the 
number of youth who exit foster care each year is small (Figure 1, 
Tables A, B) means that the added cost of providing them with health 
insurance and health care is limited in scale.  

One of the most effective strategies to improve health care access for 
former foster youth is for every state to implement the Medicaid Ex-
pansion Option created by the FCIA. Even doing so, however, will 
not reach all former foster youth. To reach the others—who were 
not in foster care on their 18th birthday for example—states can es-
tablish a mechanism for evaluating the circumstances of each individ-
ual foster youth when he or she leaves care to determine which, if 
any, of the Medicaid or SCHIP eligibility categories is available as a 
basis for providing health insurance, and ensuring that the youth is 
enrolled in one of the programs if eligible. For those youth who can-
not currently be reached either through existing Medicaid or SCHIP 
eligibility or through implementation of the FCIA Medicaid Expansion 
Option, modest further expansion of those programs at the federal or 
state level could fill the gaps. In light of the fact that foster youth have 
been the responsibility of the government for a significant portion of 
their lives, providing them with the access to the health care that is an 
important element of the successful transition to adulthood is a well-
founded use of public authority. 
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