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Recognizing that the medical needs of foster children are often 
unmet, the California legislature passed three reforms during the 
last four years to improve the delivery of health care services to these 
children.  First, the Health Care Program for Children in Foster Care 
(HCPCFC) increases the use of public health nurses to promote 
comprehensive preventive and specialty health services for children 
in foster care.  Second, the Kinship Guardianship Assistance Payment 
program (Kin-GAP) promotes the permanency of living arrangements 
by providing financial aid to relatives who become the legal guardians 
of children in the foster care system.  Lastly, Medi-Cal benefits were 
automatically extended to former foster children 18 to 20 years of 
age.  In this report, we examine the effects of these reforms on the 
circumstances of foster children.  In particular, we examine their 
use of Medi-Cal services to meet their physical and mental health 
needs.  On the whole, we find that recent legislative changes have 
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Introduction

Foster children constitute a 

particularly vulnerable popula-

tion, at risk of poor physical and 

mental health resulting from 

impoverished or unsafe living 

situations with their biological 

parents, shifting foster care place-

ments, and difficult transitions 

out of foster care as young adults.  

Several studies have highlighted 

the complex and varied medical 

needs faced by children in foster 

care and have noted that many of 

the basic health requirements of 

this population are not met.1 Such 

findings have captured the attention 

of policymakers concerned with 

improving the overall well-being 

of foster children; in California, for 

example, the Child Welfare Services 

Stakeholders Redesign Initiative 

was established in 2000 to examine 

and improve upon the system 

as a whole.  Moreover, the state 

recently witnessed the implemen-

tation of three reforms intended 

to improve the delivery of health 

services to foster children.  First, the 

State Budget Act of 1999 allocated 

approximately $2.5 million—which 

had a positive impact on 
the Medi-Cal experiences 
of the target populations.  
Both HCPCFC and Kin-GAP 
appear to have increased 
the prevalence of preventive 
care in the form of well-
being visits.  Further, former 
foster children (18 to 20 
years of age) were less 
likely to use emergency 
services after the Medi-Cal 
age extension than they 
were before the reform.  
These findings are useful 
for evaluating the current 
reforms and will inform 
future policy developments; 
however, because our 
examination addresses 
only the first year of the 
programs’ implementations, 
our findings may 
underestimate the ultimate 
results.  Long-term studies 
of these reforms may reveal 
further improvements in 
health care delivery for 
children in foster care. 

1 Assessment of the Factors Influencing the Adequacy of Health Care Services to Children in Foster Care  (Los Angeles, CA: UCLA Center for 
Healthier Children, Families, and Communities, December 2002).  Available at http://healthychild.ucla.edu/publications/ChildrenFosterCare/.
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was combined with federal funds 

to total almost $10 million—to 

provide county public health nurses 

to promote access to comprehen-

sive preventive and specialty health 

services for children in foster care.  

Second, the California legislature 

extended automatic no-cost Medi-

Cal eligibility to former foster youth 

18 through 20 years of age.2  Lastly, 

California policymakers established 

the Kinship Guardianship Assistance 

Payment program (Kin-GAP) in 1999 

to promote the permanency of living 

situations by providing compensa-

tion equal to current foster care 

payments to relatives who become 

formal guardians. 

These innovations represent a 

major legislative effort and under-

score California’s dedication to 

support foster children and promote 

their , among other characteristics3  

To date, however, little is known 

about the effect of these reforms 

on the circumstances of foster 

children and, in particular, whether 

these reforms have changed these 

children’s use of Medi-Cal services.  

Such information is crucial for evalu-

ations of the current reforms and 

for future policy development.  This 

brief is based on a study funded by 

the California HealthCare Founda-

tion that uses the Medi-Cal Eligibility 

Data System (MEDS) and Medi-Cal 

paid claims data files provided by 

the California Department of Health 

Services to provide a rich depiction 

of medical services utilization among 

foster children and to fill many of 

the gaps in our knowledge about 

improvements in health care services 

for this population. 

Foster Care and Medi-Cal

The foster care system is faced 

with an array of challenges, includ-

ing the question of how to balance a 

child’s safety with his or her right to 

remain in the custody of his or her 

family.  The system must also inter-

act with other state services, such as 

health care and education, to ensure 

that the full range of each child’s 

needs is met; moreover, many foster 

care services cannot be delivered 

without approval from the judicial 

system.

One feature of California’s foster 

care system is its automatic linkage 

to Medi-Cal, California’s public 

health insurance program for 

persons with limited resources or 

disability.  Current foster children 

and those who have recently exited 

the system due to age or via the 

Kin-GAP program are automati-

cally eligible for Medi-Cal, which 

provides a number of basic benefits, 

including physician services, 

inpatient and outpatient hospi-

tal services, prenatal care, family 

planning assistance, vaccines, rural 

health clinic services, laboratory and 

x-ray services, and EPSDT (Early and 

Periodic Screening, Diagnostic, and 

Treatment) services.  All beneficia-

ries are also eligible for medically 

necessary mental health services.  

Moreover, unlike most individu-

als participating in Medi-Cal who 

are required to enroll in a Medi-

Cal managed care plan if offered 

by their county, foster children are 

generally allowed to choose between 

traditional fee-for-service Medi-Cal 

coverage and enrollment in a Medi-

Cal managed care plan.  Fewer than 

10 percent of those foster children 

with the option of both service 

delivery methods choose to enroll in 

a managed care plan. 

2 This act was passed in response to the federal Chaffee Foster Care Independence Act of 1999.
3 Private programs have also influenced the foster care system in recent years.  For example, the Annie E. Casey Foundation’s Family-to-Family 

Initiative is a national program that gives local and state governments the opportunity to re-conceptualize and redesign their foster care systems.  
More information on the program is available at http://www.aecf.org/initiatives/familytofamily/overview.htm.

http://www.aecf.org/initiatives/familytofamily/overview.htm
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Characteristics of  

Foster Children and Their  

Use of Medi-Cal

The circumstances that cause 

children to enter the foster care 

system, as well as the trauma of 

being separated from their biologi-

cal parents and the uncertainty 

of many placements, distinguish 

foster children from other groups 

of children.  At the same time, the 

variation within the foster care 

population is large, with foster 

children  differing by age, ethnic-

ity, and region of residence, among 

other characteristics.4  The diversity 

in the attributes of foster children 

makes their Medi-Cal utilization 

complex and multifaceted.

Demographic Characteristics.  

Table 1 provides an overview of the 

foster care population in California 

in 2001, dividing the children into 

three categories: (1) current foster 

children, (2) former foster children 

(18- to 20-year-olds who have aged 

out of the foster care system), and 

(3) Kin-GAP children (individuals 

who exited foster care due to the 

initiation of formal kinship care).5  

With respect to ethnicity, Table 

1 shows that Kin-GAP children 

were approximately 1.5 to 2 times 

more likely to be non-white than 

former and current foster children.  

In comparison to current foster 

children, Kin-GAP children were 

much less likely to be younger 

than 3 years old (2 percent versus 

10 percent) and more likely to be 

between 6 and 11 years old (46 

percent versus 32 percent).  Whereas 

former foster children were equally 

divided across the sexes, current 

foster children were slightly more 

likely to be male, in contrast to Kin-

GAP children, who were slightly 

4 For the purposes of this analysis, we divide California into four regions: 1) Bay Area comprises Alameda, Contra Costa, Marin, Napa, San Francisco, 
San Mateo, Santa Clara, Santa Cruz, Solano, and Sonoma; 2) Southern California consists of Los Angeles, Orange, Riverside, San Bernardino, San 
Diego, Santa Barbara, and Ventura; 3) Farm Belt contains Colusa, El Dorado, Fresno, Glenn, Imperial, Kern, Kings, Madera, Merced, Monterey, Placer, 
Sacramento, San Benito, San Joaquin, San Luis Obispo, Stanislaus, Sutter, Tulare, Yolo, and Yuba; and 4) North and Mountain includes Alpine, 
Amador, Butte, Calaveras, Del Norte, Humboldt, Inyo, Lake, Lassen, Mariposa, Mendocino, Modoc, Mono, Nevada, Plumas, Shasta, Sierra, Siskiyou, 
Tehama, Trinity, and Tuolumne.

5 To remain consistent with the analysis described below, we focus on those children who were in the foster care system for at least three quarters of the 
year and received Medi-Cal services through the fee-for-service delivery method.
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more likely to be female.  

Lastly, 85 percent of the 

former foster children 

lived in Southern Califor-

nia, in comparison to 

64 percent of the current 

foster children and 44 

percent of the Kin-GAP 

children.  Kin-GAP 

children were much more 

likely than current and 

former foster children to 

live in the Farm Belt and the North 

and Mountain region.

Medi-Cal Utilization.  An analysis 

of the Medi-Cal claims of approxi-

mately 90 percent of California’s 

foster care population reveals 

substantial variation in utilization 

across demographic attributes and 

regions.6  To better understand the 

services received by these children, 

we classify medical events into six 

mutually exclusive types of health 

episodes:  well-being visits, mental 

health episodes, substance abuse 

episodes, acute illnesses, chronic 

illnesses, and child delivery.  A well-

being visit is defined as an episode 

lasting less than 30 days and incur-

ring less than $50 in Medi-Cal 

expenditures.  An acute illness, on 

the other hand, is defined as an 

episode lasting less than 30 days 

and incurring more than $50 in 

Medi-Cal expenditures.  Chronic 

illness episodes are those events 

lasting more than 30 days.  Episodes 

in which at least 20 percent of the 

Medi-Cal expenditure is accounted 

for by mental health or substance 

abuse diagnoses are defined as 

mental health and substance abuse 

episodes, respectively.  Lastly, child 

delivery is any episode associated 

with live-born or normal delivery 

diagnosis codes.  In addition to 

these categories, we analyze three 

types of utilization that can occur 

during any type of health episode:  

emergency department visits, 

specialty visits, and prescription 

drug receipt. 

Figure 1 summarizes the preva-

lence of health episodes among 

children in the foster care system 

who were enrolled in fee-for-

service Medi-Cal for at least three 

quarters during 2001, specifically 

showing the percentage of children 

with at least one of each type of 

episode during the year.  Compar-

ing children in different types of 

foster care, Figure 1 shows that 70 

percent of Kin-GAP children had 

at least one health episode of any 

nature, in comparison to only 42 

percent of former and 65 percent 

of current foster children.  Former 

6 The remaining 10 percent of the foster care population received care through a Medi-Cal managed care plan, for which no service-specific claims 
were generated.  Consequently, our results are restricted to children receiving fee-for-service coverage.  Foster children receiving fee-for-service 
coverage were more likely to be white (60 percent vs. 44 percent) and to live in Southern California (64 percent vs. 58 percent) than those who 
were enrolled in a managed care plan during at least one quarter.  
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foster children were the least likely 

to have every type of episode, except 

for child deliveries and emergency 

visits.  Figure 2 looks at the three 

categories of foster children as a 

whole and shows that Medi-Cal 

utilization decreased with age, as did 

chronic illness episodes, specialty 

visits, and prescription drug receipt.  

The prevalence of well-being visits 

and acute illnesses decreased with 

age for children older than two years.  

Across regions in California, Medi-

Cal utilization was fairly constant, 

with the biggest difference occur-

ring in well-being visits, which were 

much less common among foster 

children in the North and Mountain 

region than in any other area.  At 

the same time, foster children in the 

North and Mountain region were 

more likely than children in other 

parts of the state to have mental 

health episodes and emergency visits.

The Effects of 

Recent Policy Changes

To assess the effects of the three 

recent California policy changes 

on the likelihood of foster children 

experiencing different types of 

health episodes, we exploit proba-

bility models, controlling for the 

infl uence of other variables simul-

taneously related to health service 

utilization.7

Health Care Program for Children 

in Foster Care.  The Health Care 

Program for Children in Foster Care 

(HCPCFC) provides funding for 

public health nurses to promote 

health services for children in 

California’s foster care system.  

Under the HCPCFC, nurses work 

closely with children’s casework-

ers or probation offi cers to ensure 

that their health care needs are 

met.  Nurses provide assistance in 

the interpretation of health care 

information and the develop-

ment of health care resources, in 

addition to participating in training 

programs for health care workers, 

child welfare workers, probation 

offi cers, and juvenile court staff.8

Since the program’s inception in 

the beginning of 2000, federal and 

local expenditures devoted 

to this program have 

varied substantially across 

counties, as has the ratio 

of foster children to public 

health nurse.  Although the 

average number of foster 

children per public health 

nurse was 345 in 2002, 

this ratio ranged from as 

high as 600 children per 

nurse (in Del Norte and 

7 More detailed information on the analytical methods employed is available from the authors upon request.
8 State of California, Health and Human Services Agency, Department of Social Services All County Information Notice No. I-55-99.
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Kings Counties) to approximately 

100 or fewer children per nurse 

(in Modoc and Mono Counties).  

Similarly, the amount of Federal 

Title XIX matching funds (grants to 

states claimed for the HCPCFC) was 

less than $25 per foster child in Del 

Norte and Calaveras Counties, but 

exceeded $250 per foster child in 

Plumas, Amador, Trinity, Mono, and 

Mariposa Counties.9  

Exploiting this variation in 

program intensity, we use a multi-

variate regression framework to 

isolate the impact of the HCPCFC 

on the likelihood of foster children 

experiencing health episodes.  To 

allow for the sporadic nature of 

medical events, we analyze Medi-

Cal utilization among children 

enrolled in foster care for at least 

three quarters of the year, compar-

ing the likelihood of health 

episodes in regions with varying 

numbers of foster children per 

public health nurse.  In particular, 

Table 2 compares changes in the 

probability of a health episode from 

1999 to 2001 for foster children 

living in counties with particularly 

low concentrations of public health 

nurses—more than 500 foster 

children per nurse—to the analo-

gous changes in the probabilities of 

health episodes for children living 

in counties with 330-500 foster 

children per nurse (column 3) and 

counties with less than 330 foster 

children per nurse (column 4).10  

Assuming our statistical approach 

adequately controls for system-

atic differences among counties, 

the reported numbers reflect the 

expected outcome: Medi-Cal utiliza-

tion increased when more public 

health nurses were provided.  For 

example, the first row of the table 

suggests that foster children in 

counties with fewer than 330 or 

330-500 foster children per nurse 

were 2 percent more likely to have 

a health episode of any type than 

the corresponding child living in a 

county with more foster children 

per public health nurse.  

9  These figures were calculated with information from the California Department of Health Services and the Child Welfare Research Center, U.C. 
Berkeley, School of Social Welfare, Child Welfare Services Case Management System (CWS/CMS) Reports.

10 Our model also controls for individual characteristics (age, ethnicity, county of residence, and number of quarters enrolled in foster care or 
CalWORKs during the previous year) and county attributes (foster care prevalence rates, share of foster children in group homes, and regional 
fixed effects).
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Looking more carefully at differ-

ent types of health episodes, we 

find that children with chronic 

illnesses who lived in areas with 

more public health nurses per foster 

child were 3 percent more likely to 

have an emergency department visit.  

Children with non-chronic illnesses 

in areas with a higher nurse-to-child 

ratio were 1 percent more likely to 

have a well-being visit than children 

in areas with a lower concentration 

of public health nurses. 

Case management by the 

HCPCFC’s public health nurses 

may explain some of the increased 

Medi-Cal utilization among foster 

children.  For example, these nurses 

may have encouraged children to 

receive preventive care in the form 

of well-being visits, and, in the 

case of foster children with chronic 

illness episodes, to seek care when 

necessary through visits to the 

emergency department.  Despite the 

small magnitude of the results, our 

estimates suggest that there were 

quantifiable effects of the Health 

Care Program for Children in Foster 

Care on the Medi-Cal utilization 

among foster children.  Moreover, 

our results may underestimate the 

impact of the program.  Because our 

estimates rely on variation across 

counties in average outcomes, the 

relatively small HCPCFC program 

may appear to have minimal 

effects, even if foster children derive 

substantial benefits from interacting 

with public health nurses.  If a small 

share of foster children in areas with 

high concentrations of public health 

nurses obtained large benefits from 

the program, such results would be 

masked in the county-level average 

effects that we estimate.  Thus, we 

interpret our results cautiously in 

the absence of data on the alloca-

tion of HCPCFC resources to 

individual children.  

Kinship Guardianship Assis-

tance Payment Program.  Before 

implementation of the Kinship 

Guardianship Assistance Payment 

(Kin-GAP) Program on January 1, 

2000, guardians who were related to 

the children they cared for received 

CalWORKs benefits, which were 

in general smaller than the foster 

care payments to non-relatives.  

With the goal of promoting perma-

nency in the living arrangements 

of foster children, the Kin-GAP 

program changed this policy by 

increasing the payment to relatives 

who assume formal guardian-

ship to equal the basic foster care 

reimbursement.  In addition to 

increasing the rates of children 

living in permanent situations, the 

Kin-GAP program, which preserves 

Medi-Cal eligibility for participating 

children, could influence Medi-Cal 

utilization among these children.  

Indeed, Figure 1 shows Kin-GAP 

children were more likely than 

former and current foster children 

to experience any type of health 

episode, suggesting that the delivery 

of Medi-Cal services may be related 

to the permanency of a child’s place-

ment with a relative caregiver.  

To gain a better understanding of 

the differences in Medi-Cal utiliza-

tion among Kin-GAP children and 

current foster children, we apply a 

multivariate  model to isolate differ-

ences in health outcomes explained 

by Kin-GAP enrollment from other 

factors that might also affect Medi-

Cal usage.  Table 3 summarizes the 

results of this exercise, with each 

row representing a distinct health 
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outcome of interest, as indicated in 

the first column.  The third column 

presents the impact of Kin-GAP 

enrollment by showing the differ-

ence between the probabilities 

that a foster child and a Kin-GAP 

child experienced a health episode 

during three quarters of 2001.  For 

example, the first row shows that 

foster children were 5 percent less 

likely than their Kin-GAP counter-

parts to experience a health episode.  

Considering types of Medi-Cal usage 

in more detail, the table shows that 

foster children were less likely than 

Kin-GAP children to have well-being 

visits and trips to the emergency 

department; however, they were 

more likely to have a mental health 

episode.  More specifically, a foster 

child with a non-chronic episode 

was 7 percent less likely to have a 

well-being visit than the analogous 

Kin-GAP child.  Foster children 

with chronic and non-chronic 

episodes were 2 percent less likely to 

experience a trip to the emergency 

department than their Kin-GAP 

counterparts.  Finally, foster children 

were 1 percent more likely to have 

a mental health episode than Kin-

GAP children.

In addition to having higher 

rates of overall Medi-Cal utiliza-

tion than foster children, Kin-GAP 

children were more likely to receive 

preventive medical care in the form 

of well-being visits.  This finding 

suggests that guardians who are 

also relatives may play a larger role 

than unrelated foster parents in 

securing a regular source of medical 

care for the children who live with 

them.  Kin-GAP children were also 

less likely to experience a mental 

health episode than foster children, 

a result that may follow from the 

emotional stability of placements 

with relatives.  Although we find 

quantifiable differences in the Medi-

Cal usage of Kin-GAP participants, 

few children were eligible to partici-

pate in the program during the 

time period of our analysis, and our 

results therefore reflect the effects 

of the program on a small group of 

children.

Extended Medi-Cal Eligibility for 

Former Foster Children 18- to 20-

Years-Old.  Beginning on October 1, 

2000, California extended automatic 

Medi-Cal eligibility to all children 

who were in foster care on their 
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18th birthday until they reach the 

age of 21, regardless of their income 

or assets.  Although some children 

aging out of foster care maintained 

Medi-Cal eligibility prior to the 

reform, they had to reapply for 

the health coverage, and advocates 

claimed that many children failed 

to receive coverage due to confusion 

about the reapplication process.  An 

examination of Medi-Cal enroll-

ment rates for this population 

reveals that approximately two-

thirds of the former foster children 

who were Medi-Cal beneficiaries in 

2001 were “new” enrollees—those 

who would not have been enrolled 

in the absence of the new policy—

while the remaining one-third 

would have maintained eligibility 

through another category regard-

less of the expansion.

Table 4 presents results from 

a multivariate analysis of the 

effects of the new Medi-Cal eligi-

bility category on the delivery of 

health services to newly emanci-

pated foster children.  The third 

and fourth columns of the table 

show the difference between the 

probabilities of a former foster 

child and a 17-year-old current 

foster child experiencing a health 

episode during 1999 and 2001, 

respectively.  The difference 

between these probability differ-

entials can be interpreted as the 

effect of the Medi-Cal extension 

on the probability of a health 

episode.  In the first row, the table 

shows that former foster children 

in 1999 were 13 percent less 

likely than current foster children 

to have a health episode of any 

type.11  Two years later, after the 

reform, the difference between 

the probabilities of former and 

current foster children having a 

health episode was slightly greater 

at 14 percent, indicating that the 

eligibility extension decreased the 

overall likelihood of having any 

health episode by one percentage 

point.  Although the magnitude of 

the result is small, we find a larger 

effect of the reform on the use of 

emergency rooms.  In particular, 

whereas former foster children 

with a chronic illness in 1999 were 

4 percent more likely to visit the 

emergency room than the analo-

11 The 1999 sample of former foster children consists of those children who aged out of foster care and were enrolled in Medi-Cal prior to the 
automatic extension of the health insurance program to this group.  To the extent that this sample consists of individuals most likely to seek 
medical care, our 1999 estimates are a lower bound of the difference in the probabilities of medical episodes for former foster children and 
current 17-year-old foster children.
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gous 17-year-old foster child, 

former foster children in 2001 were 

6 percent less likely to visit the 

emergency room than a current 

foster child.  A similar result is 

true for foster children with non-

chronic episodes, suggesting that 

the reform decreased the likeli-

hood of a former foster child 

visiting the emergency room by 

10 percentage points.  Further, 

former foster children in 2001 

were 4 percent less likely than their 

current foster children counterparts 

to have a mental health episode, 

whereas the likelihoods of mental 

health episodes among these two 

groups in 1999 were statistically 

indistinguishable.  

These findings imply that the 

extension of Medi-Cal to former 

foster children decreased the use of 

medical services among this group, 

primarily in the form of emergency 

department visits and mental 

health episodes.  To the extent that 

emergency care is used by individ-

uals without a regular source of 

care, we find that former foster 

children enrolled in Medi-Cal were 

less likely to use such services after 

the extension.  However, we do not 

find an accompanying increase in 

other forms of medical utilization, 

which might have signaled that 

care was shifted between different 

types of medical delivery. 

Conclusion

On the whole, we find that recent 

legislative changes in the foster care 

system have had a positive impact 

on the Medi-Cal experiences of 

the target populations.  Both the 

Health Care Program for Children 

in Foster Care and Kin-GAP appear 

to have increased the prevalence of 

well-being visits.  Moreover, former 

foster children were less likely to 

use emergency department services 

after the Medi-Cal age extension 

than they were before the reform.  

Despite the statistical significance 

of the effects noted above, the 

magnitude of our results is gener-

ally small and there are several 

measures of medical utilization 

for which we find no measurable 

effects.  However, because our 

analysis examined only the first-

year effects of these reforms, our 

findings are likely to underestimate 

the ultimate results and should be 

accompanied by future research 

to assess how these changes affect 

Medi-Cal utilization among foster 

children over a longer horizon.

T h i s  r e por t  d r aw s  on r e se a rc h f u nde d by  t he  C a l i for n ia  He a l t hC a re  
Fou nd at ion .   We a l so  t ha n k t he  C a l i for n ia  De pa r t me nt  of  He a l t h  S e r v ic e s  
for  prov id i ng  d a t a  to  a s s i s t  i n  t h i s  r e s e a rc h .   T he  au t hor s  wou ld  l i ke  
to  t ha n k C at hy  S e nde r l i ng  for  he r  i n s ig ht f u l  a nd de t a i le d  com me nt s .   

Related Publications (available at www.sphereinstitute.org)

Utilization of Medi-Cal Services by Current and Former Foster Care Children, Jeff Geppert, Grecia 
Marrufo, and Dana Rapoport, report to the California HealthCare Foundation, September 2003.
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