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EXECUTIVE SUMMARY 
 
 
POLICY QUESTION 
 
What are the Federal and State policy solutions to the barriers for youth re-enrolling into 
Medicaid once they have left care?  
 
 
RECOMMENDATIONS (p. 23) 
 
I recommend three solutions that the Children’s Bureau should consider to address the 
barriers of Medicaid re-enrollment for youth aging out of foster care. 
 
The Children’s Bureau should: 
 

 Support states in making the transitions onto Medicaid after foster care a 
seamless process. 

 

 Encourage restructuring of the independent living programs. 
 

 Study the possibility of a change in institutional mechanisms. 
 
 
IDENTIFIED ISSUES (pp. 10-15) 
 
Nationally about 30,000 of the half million youth in state custody will age out of care this 
year1. Youth aging out of care are at greater risk of unemployment, homelessness, 
dropping out of school, and unplanned parenthood2. These transition age youth report 
more health problems and mental health diagnoses, than their peers who have not been 
in the child welfare system3.  Unfortunately many recently emancipated young adults do 
not have health insurance; this makes swift and appropriate interventions much harder 
to achieve.4 
 
I have identified four barriers to youth re-enrolling into Medicaid once they have left 
care. First, there is a lack of knowledge at the service delivery level, for both Medicaid 
enrollment staff as well as independent living coordinators. This is likely due to high 
turnover amongst staff in both divisions. Second, for youth that have aged out of care 

                                                           
1
 US Department of Health and Human Services, Administration for Children and Families, Children’s 

Bureau “The AFCARS Report 2009”. 
2
  Wertheimer, R. “Youth Who "Age Out" of Foster Care: Troubled Lives, Troubling Prospects.” Jan. 2002. 

Child Trends Research Brief.  
3
 Simms, M., D., Dubowitz, & M.A. Szilagyi (2000). "Health Care Needs of Children in the Foster  

  Care System." PEDIATRICS 106(4): p.911. 
4
 Scott, T. and N. Gustavsson, N. (2009). Balancing permanency and stability for youth in foster care. 

Children and Youth Service Review, 32, 619-625.   
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there is a lack of knowledge of the Medicaid option. There is variability in how 
independent living programs are delivered and some states and counties may not have 
a set curriculum for teaching transition age youth about their benefits. Third, once youth 
have left foster care they have shown a strong desire to disassociate with “the system”. 
Lastly, youth who have aged out of foster care lack healthy adult connections. These 
are adults that many transition age youth can turn to help them understand their 
insurance or how to make a doctor’s appointment. Former foster youth often do not 
have a parent or other supportive adult they can turn to for help. 
 
 
CRITERIA (p. 16) 

I use the following criteria to analyze my solutions: 

 Minimize costs for key stakeholders. 
 

 Create collaborations among stakeholders. 
  

 Assist states in their preparation for providing health insurance for all youth that 
age out of care until age 26.  
 

 
POLICY SOLUTIONS (pp. 17-19) 

The five policy solutions I evaluate are: 

1. Support states in making the transition onto Medicaid after foster care a 
seamless process. 

 
2. Encourage restructuring of the independent living programs. 

 
3. Study the possibility of a change in institutional mechanisms. 

 
4. Support collaborations with service providers outside of DSS. 

 
5. Encourage states to develop websites that clearly communicate eligibility 

benefits for stakeholders. 
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REPORT: 
POLICY SOLUTIONS TO ADDRESS THE BARRIERS  

TO MEDICAID RE-ENROLLMENT FOR YOUTH 
AGING OUT OF FOSTER CARE 

 
 
 
 
 
POLICY QUESTION 
 
 
What are the Federal and State policy solutions to the barriers for youth re-enrolling into 
Medicaid once they have left care?  
 
 
 
BACKGROUND 
 
 
Profile of a Young Adult Leaving Care 
 
Nationally about 30,0005 of the half million youth in state custody will age out of care 
this year. Aging out occurs when a youth becomes emancipated at age 18 (in some 
cases 16 or 17) and is no longer under the supervision of the state court system; 
meaning out of Child Protective Services (CPS) care.  
 
Youth aging out of care are at greater risk of unemployment, homelessness, dropping 
out of school, and unplanned parenthood. These youth are more likely to commit crimes 
or be victimized than their peers who have not been in the state welfare system. 6  
 
The average youth preparing to age out of care is likely to face the responsibilities of 
adulthood with little transition time or significant monetary support. Most youth that are 
on track to age out of foster care will wait in care for at least five years before being 
emancipated.  Several studies have estimated that within two years of leaving care one 
in four youth will be incarcerated and over one fifth will spend some portion of time 
homeless. Education outcomes are more grim, with only about 3 percent earning 
college degrees, compared with 28 percent of their peers that were not in foster care.7 8 

                                                           
5
 US Department of Health and Human Services, Administration for Children and Families, Children’s 

Bureau “The AFCARS Report 2009”. 
6
  Wertheimer, R. “Youth Who "Age Out" of Foster Care: Troubled Lives, Troubling Prospects.” Jan. 2002. 

Child Trends Research Brief.  
7
 Casey, J. (2007). Aging Out and On Their Own.  

8
 Courtney, M. E., Dworsky, A., Lee, J.S., & Rapp, M. (2010). Midwest Evaluation of the Adult Functioning 

of Former Foster Youth: Outcomes at Ages 23 and 24,Chapin Hall. 
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Many of these young adults report health problems and mental health diagnoses9.  
More troubling is the fact that many recently emancipated young adults do not have 
health insurance; this makes swift and appropriate interventions much harder to 
achieve.10 

 
 

As of September 30, 2009, there were 
423,773 children and youth in foster 
care. Within this population about 
35,000 (or 9 percent of the total 
population) were 17 years old. About 
12,000 (or three percent of the total 
population) were 18 years old. Less 
than two percent of the entire 
population in foster care is over the 
age of 18, meaning those that have 
signed themselves into care pass their 
emancipation date. The population of 
19 and 20 year olds is about 6,000, 
showing that the overwhelming 

majority of youth do not     stay in care 
past their eighteenth birthdays.11        

 
 
 
The Problem: Too Few Youths Leaving Foster Care are Enrolled in Medicaid 
 
Young adults leaving foster care have greater medical needs than their counterparts 
that have not been in foster care12. These transition age youth have numerous medical 
needs, but are not accessing the appropriate health care13. Currently only 30 states 
have extended Medicaid to this vulnerable population. 
 
Based on case worker experiences, one of the major problems articulated is that youth 
who have aged out of care do not have access to health care due to their lack of 
insurance. 14  

                                                           
9
 Simms, M., D., Dubowitz, & M.A. Szilagyi (2000). "Health Care Needs of Children in the Foster  

  Care System." PEDIATRICS 106(4): p.911 
10

 Scott, T. and Gustavsson, N. (2009). Balancing permanency and stability for youth in foster care. 
Children and Youth Service Review, 32, 619-625.   
11

 US Department of Health and Human Services, Administration for Children and Families, Children’s 
Bureau “The AFCARS Report 2009” 
12

 English, A., Stinnett, A. and E. Dunn-Georgiou (2006). Health Care For Adolescents and Young Adult 

Leaving Foster Care: Policy Options for Improving Access. Chapel Hill, NC, Center for Adolescent Health 
& the Law. p. 2. 
13

 Ibid. 
14

 Interviews by author. 

Figure 1 

Source: US Department of Health and Human 
Services, Administration for Children and Families, 
Children’s Bureau “The AFCARS Report 2009”. 
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In various studies “between one-third and one-half of former foster youth…confirmed 
they experienced difficulties in accessing health care, with many citing lack of health 
insurance as a major reason, although not the only barrier”.15 
 
Resolving the issue of Medicaid enrollment is even more pressing with the passing of 
the Patient Protection and Affordable Care Act of 201016. Under the current law, all 
states will be required to extend Medicaid to all youth that have aged out of foster care 
until they are 2617. This will be especially challenging for the 20 states that have not 
taken the option to extend coverage under the current Chaffee option. For these states, 
the identification and dissemination of best practices will be paramount. 
 
 
Policy History and Status 
 
The Children’s Bureau was created in 1912 and would become the agency responsible 
for the implementation of legislation aimed at protecting vulnerable youth. The 
Sheppard-Towner Act soon followed, which supplied funds for health services for 
mothers and children in the 1920s.18  
 
With President Roosevelt’s “war on poverty” and Congressional passage of the Social 
Security Act, made more funding and services available for poor families. In 1974, the 
Child Abuse Prevention and Treatment Act (CAPTA) was established and granted 
states authority through Child Protective Services divisions, as well as federal funding to 
the states.19  
 
The policies surrounding abused and neglected children began at the Federal level. 
When states were granted authority there was no single prescribed program or policy in 
place directing the provision of services. This system is further complicated in states 
that are county-administered20, such as North Carolina. County administered states 
have individual Departments of Social Services in each county, but are funded by the 
state. Each county sets its own policies and develops its own programs within the 
framework of Federal and State policies and laws. 
  
Initially these laws were effective in protecting children and removing them from harmful 
situations, they also increased the foster care population tremendously. As a result, 
legislation including the Adoption Assistance and Child Welfare Act of 1980 and the 
1993 Family Preservation and Support Act was passed. Policymakers hoped this would 

                                                           
15

 English et. al (2006) p. 2. 
16

------ (2010). Patient Protection and Affordable Care Act. p. 191 
17

 Ibid. 
18

  English et. al (2006) p. 2. 
19

  Ibid. 
20

  CA, CO, GA, MD, MN, NV, NY, ND, OH, PA, VA & WI. 
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“prevent unnecessary removals and… provide more preventions and early interventions 
services for struggling families”.21  
The most important legislation for youth aging out was passed in 1999. The John 
Chafee Foster Care Independence Program (CFCHIP), “offers assistance to help 
current and former foster care youths achieve self-sufficiency”. The funding is offered to 
states through grants allowing for programs on job training, education vouchers, 
financial management, and transportation. The program was created for the growing 
numbers of youth aging out of care. The funding level in 2009 was $140 million.22  
 
Another key legislative reform since the Chafee Program is the Fostering Connections 
Act of 2008. This legislation “reformed child welfare policy for the first time in more than 
ten years”. The policy made changes to create and facilitate permanency through 
improving outcomes in six key areas; one of which was older youth. Fostering 
Connections provides greater flexibility in funding for youth that have aged out of care or 
remain in care past their eighteenth birthday. Another critical component of this 
legislation was the “requirement that personal transition plans for youth aging out are 
developed within 90 days prior to youth exiting foster care”.23  
 
An example of a transition plan can be found in Appendix A. 
 
 
Summary of Practices across States 
 
As a result of the Chafee Foster Care Independence Program each state has its own 
set of implementation tools and programs that best fit its population. For example in 
North Carolina, the program is called LINKS. The NC LINKS program aims to build “a 
network of services available to youth transitioning into self-sufficiency”24. Consistent 
with the purpose of the funding through the Foster Care Independence Act25, NC LINKS 
provides courses on obtaining employment, navigating housing, accessing public 
transportation and budget/financial management.26  
 
In South Carolina, many of the services and programs for youth aging out of care are 
provided through a contract with the Foster Parent Association, which is very active in 
the state. In conjunction with the Department of Social Services (DSS), the Foster 
Parent Association provides numerous trainings including training foster parents in 
Ansell Casey Life Skills assessments.27 28. (See Appendix B) 

                                                           
21

 North Carolina Division of Social Services and the Family and Children's Resource Program 
Children's Services Practice Notes, 7(4), 2002.  
22

 US Department of Health and Human Services, Administration for Children and Families, Children’s 
Bureau “The AFCARS Report 2009”. 
23

 ------. (2011). "Child Trends: Fostering Connections." Supporting Implementation of the Fostering 
Connections to Success and Increasing Adoptions Act.  
24

 North Carolina Division of Social Services. "NC Links".  2010.  
25

 Foster Care Independence Act of 1999." Washington, DC: Library of Congress, 1999.  
26

 NC DSS. "NC Links".  2010.  
27

 Pridgen, Helen, South Carolina Department of Social Services State Supervisor Chafee 
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If these programs are completed successfully, youth are eligible for funding that can be 
used for: housing, transportation or education. Although many states have similar 
programs, not all young adults are enrolled in them. In one survey “less than half of the 
youth exiting care had received any transitional services”29. The variability across 
counties is caused by many factors, but some experts have pointed to a motivated and 
passionate staff as well as increased collaboration at the county level30.  
 
A complete list of programs and services offered can be found in Appendix C.  
 
Aging is not the only option for youth in foster care once they turn 18; another 
alternative is to voluntarily remain in care. In North Carolina this is called a Contractual 
Agreement for Residential Services (CARS)31.  In South Carolina youth apply to “after 
care services”32. In most states this requires the young adult to meet certain 
requirements, such as full time vocational training, employment, education, and 
residency in a licensed foster care placement33.         
 

 
 
 
  

                                                                                                                                                                                           
Independent Living Coordinator, Kathleen McLean-Titus, Foster Care Policy and Program, Diana M. 
Tester, Research and Evaluation. Phone interview by Sarah Pharr. Durham, NC. March 10, 2011. 
28

 National Association of Public Child Welfare Administrators, (2008). "Youth Aging Out Survey: 
Transition to Adult Programs." 
29

 Stoltzfus, E. (2008, February 26). Child Welfare Issues in the 110th Congress, Congressional Research 
 Service. p.14. 
30

 Britt, Candace, North Carolina Department of Health and Human Services Division of 

Social Services, Child and Family Services Review Coordinator and Danielle McConga, Independent 

Living Coordinator. Phone interview by Sarah Pharr. Durham, NC. March 14, 2011. 
31

 National Child Welfare Resource Center for Youth Development (2009). State by State Fact Pages. 
32

 Pridgen, McLean-Titus, and Tester, 2011. 
33

National Child Welfare Resource Center for Youth Development (2009).  
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LITERATURE REVIEW 
 
 
Health Status and Delivery 
 
The health status of youth in foster care is the most dire of all low-income youth. Foster 
care youth have been compared with their counterparts who qualify for Medicaid under 
the Aid to Families with Dependent Children (AFDC) program in several states. Their 
health outcomes are, in many instances, at least twofold worse than their counterparts 
that did not enter the foster care system. In one study “25% of foster care youth used 
mental health services, compared with 3% of AFDC children”. 34 
 
The severity of these illnesses is also a cause for concern for policymakers and 
practitioners. Foster youth suffer at a higher rate than AFDC children from mental 
illnesses, depression, anxiety disorder, and ADHD35. The children in foster care are the 
most expensive of all youth in terms of health care expenditures. In California, foster 
care youth “represent less than 4% of the entire Medicaid-eligible population but 
accounted for over 50% of all mental health claims”36. 
 
Although older youth in foster care suffer from mental illness in greater proportion than 
younger youth, they also struggle with physical health issues. In one study transition 
age youth were found to suffer from ulcers, respiratory disorders and chronic pain. In 
the same study older foster youth were shown to have a prevalence of cardiometabolic 
conditions at a rate of 22%37; this is above the national average of 10% of youth, ages 
16 to 2138. 
 
There are many factors that contribute to the poor health of foster care youth. These 
include the majority of the precipitating factors that would cause placement: poverty, 
lack of prenatal care, and parental substance abuse. There is also a lack of policy 
directing case managers and service providers to make health care provision a 
priority.39 
 
 
 
 
 
 

                                                           
34

 Halfon, N., A. Mendonca, & G. Berkowitz (1995). "Health Status of Children in Foster Care: The 
Experience of the Center for the Vulnerable Child." Arch Pediatr Adolesc Med 149: 386-392. 
35

 Harman, J. S., G.E. Childs, & Kelly Kelleher (2000). Arch Pediatr Adolesc Med 154: 1114-1117. 
36

 Harman (2000) p.1114. 
37

 Kessler, R., P. Pecora, J. Williams, E. Hiripi, K. O'Brien, D. English, J. White, R. Zerbe, A. C. Downs, R. 
Plotnicks, I. Hwang, & N. Sampson (2008). "Effects of Enhanced Foster Care on the Long Term Physical 
and Mental Health of Foster Care Alumni." Arch Gen Psychiatry 65(6): p.630 
38

 --------. (2011). "What is Cardiometabolic Risk?" 
39

 Simms et. al (2000) p.911. 
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Most troubling are the realities faced by older youth who will age out of care. Many of 
these youth have high needs, both developmentally and behaviorally, and have been 
placed in institutionalized or group care40. As a result, they have become accustomed to 
highly structured care and may not have the necessary independent living skills to be 
successful after care41. Older youth also account for the most mental health issues: 12-
17 years olds accounted for 25% of all foster youth with a mental illness diagnosis in a 
national study42. With a large percentage of youth aging out on psychotherapeutic 
mediations, there are concerns about how these medications will be acquired if the 
youth do not continue to re-enroll into Medicaid43. 
 
Although it is unclear nationally how much health care youth who have aged out require 
the anecdotal evidence points to minimal cost to the states. These costs represent 
youth who have managed to navigate an often complex system and are utilizing their 
health insurance.  
 

Table 1 
  

Source: Patel, S., and Martha A. Rhotery (2007). Medicaid Access for Youth 
Aging of Foster Care. Washington, D.C., The American Public Human  
Services Association. p. 5 

 
  

                                                           
40

 McMillen, J. C., Scott, L.D., Zima, B.T., Ollie, M.T., Munson, M.R., & Spitznagel, E. (2004). "Use of 
Mental Health Service Among Older Youths in Foster Care." Psychiatric Services 55(7): 811-817. 
41

 Ibid. 
42

 Takayma, J. I., A. Bergman, & F.A. Connell (1994). "Children in Foster Care in the State of 
Washington: Health Care Utilization and Expenditures." JAMA 271(23). p.1854. 
43

 McMillen et. al (2004) p.815. 

Comparison of Per Member Per Month Costs  
among States that Have Taken the Option 

STATE 

 

AVERAGE PMPM 
COSTS 

California 
 

$111.16 - $231.00 

Florida 
 

$198.41  

Iowa 
 

$306.57  

South Carolina 
 

$350.00  

Texas 
 

$227.85  
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DATA & METHODS 
 
 
The Problem Statement 
  
Youth aging out are not re-enrolling into Medicaid. This population has greater needs, 
specifically mental health diagnoses, than their peers who were not in care. Without 
basic health care needs being met, these youth will have poor outcomes in acquiring 
housing, education and employment necessary for successful independent living. 
 
 
Question 
 

 What are the barriers to youth re-enrolling into Medicaid once they have left 
care? 

 

 What are possible recommendations for state and local governments that the 
Children’s Bureau should consider to increase Medicaid enrollment for youth who 
have aged out care?  

 
 
Levels of Analysis 
 
State: How can the policy and implementation be improved at the state level to ensure 
more youth re-enrolling into Medicaid?  
 

 Among the states that have opted into the Medicaid waiver, what are the best 
practices? What is the variability within these states? 

 
Federal: Is there a federal policy option that would improve implementation in the states 
to increase re-enrollment? 
 

 Is the requirement that youth remain in foster care or other state approved out-of-
home placement a barrier to Medicaid re-enrollment? If so, how can this 
requirement be changed?  
 

 What are the costs to states if all youth who have aged out are eligible for 
Medicaid regardless of being signed into care? What states, if any, have 
provided coverage regardless of remaining in care? 

 
Together with Catherine Heath, Federal Project Officer at the Children’s Bureau and 
with the input of Sanford School Mater’s Project committee members I created the 
following research strategy: 
 

1) Examine research about Medicaid access for youth aging out of care and current 
policies.  
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2) Evaluate the extent to which current curricula of classes and programs for youth 

aging out emphasize Medicaid enrollment and benefits. 
 

3) Conduct interviews with independent living coordinators at the service delivery 
level and with policy stakeholders at the state level. 

 
4) Examine best practices of current programs that have produced positive 

outcomes in youth maintaining their Medicaid insurance. If possible, plan a site 
visit to these various programs or interview staff by phone.  

 
5) Interview youth who have aged out of care to determine what, if any interventions 

would have helped them enroll into Medicaid.  
 

The majority of my qualitative data is from the Child and Family Service Plan (CFSP)44 

and the Child and Family Services Reviews Annual Progress and Service Report 

(APSR)45. These reports are produced by the states in conjunction with the 

Administration for Children and Families. They provide an extensive report of the 

services offered and performance measures. I am particularly interested in the survey 

results for participants in LINKS programs as their measure can be compared with 

similar data from other states.  

 

There is little data on how much health care services youth that have aged out of care 

are utilizing. In North Carolina this data is currently being collected by Joy Stewart at the 

UNC School of Social Work. It should be complete at the end of 201146. Nationally more 

data about health care needs and youth who are aging out is being gathered in the first 

round of the National Youth in Transition Database (NYTD) survey which begins 

collecting data on 17 year olds this year47. 

 

I attempted to contact youth who have not been as “successful” in their transition to 

adulthood to obtain a more representative sample, but was unsuccessful. 

 

Please see Appendix D for a complete list of my interview questions. 
  

                                                           
44

 North Carolina Department of Health and Human Services (2009). North Carolina’s Child and Family 
Service Plan for Fiscal Years 2010-2014. 
45

 Children’s Bureau. “Annual Progress and Service Report” 
46 Stewart, Joy. University of North Carolina School of Social Work Research Instructor. Email  

communication by Sarah Pharr. Durham, NC. February 12, 2011. 
47

 Children’s Bureau. (2011). "Federal & State Reporting Systems: About NYTD."  
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IDENTIFIED ISSUES 
 
 
Through my research and interviews with key stakeholders I have identified four barriers 
to Medicaid re-enrollment and access to services. 
 
Lack of knowledge of the Medicaid option and available services at the service 
delivery level 
 
Both within the Medicaid enrollment office and at the independent living program level,  
there is a lack of knowledge of the Medicaid extension option, how to access services 
and who is eligible. 
 
 
 
 
 
 
One of the contributing factors to the lack of knowledge is high turnover rates among 
staff throughout social services. Child welfare case workers turnover rates are between 
20 and 40 percent; such turnover requires significant time spent training new employees 
and attempting to regain the lost institutional knowledge48. 
 
 
 
 
 
 
 
 
 
 
In county administered states the complications are greater. 
 
 
 
 
 
 
 
 
 
 

                                                           
48

National Council on Crime and Delinquency. (2006). The Relationship between Staff Turnover 

Child Welfare System Functioning and Recurrent Child Abuse. The Human Services Workforce Initiative. 

The only reason I enrolled into Medicaid was because I was pregnant. When I aged 

out I didn’t know where to go or what to do. ~ Former Foster Youth 

Youth need to have a stable worker. Having a constant presence in their life makes it 

easier for them to absorb the messages from someone they trust. Having a new 

worker every six months deters progress. ~ State Independent Living Coordinator 

We found that a lot of Medicaid case workers were unaware of the policy so annually 

we try to send out a reminder email about the policy, but we know that is not catching 

everyone, there will be continued turnover in their offices as well. ~ State 

Independent Living Coordinator 
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Lack of knowledge of the Medicaid option and available services among youth 
who have aged out of care 
 
There is variability among the states in the curricula and method that each state uses to 
deliver services under The Chafee Foster Care Independence Program,  as mandated 
by the Federal government. For instance in North Carolina there is no curriculum for the 
LINKS classes in teaching youth what they are eligible for, how to make a doctor’s 
appointment`49. When health issues are discussed, the conversation usually focuses on 
risky behaviors to avoid50. This varies among county staff implementing the independent 
living skills programs51. 
 
 
 
 
 
 
 
 
 
 
 
 
Other states such as South Carolina have a defined curriculum they use for all youth 
planning to age out of care. In South Carolina all youth are required to work through the 
Casey Life Skills Assessments52 before they exit care. It is during this time that 
caseworkers identify the skills that the youth need to develop before leaving foster care, 
and incorporate those skills into their case plans. Furthermore, there are 46 active foster 
parent associations in South Carolina that train foster parents for older youth in the 
Casey Family assessments.53 
 
 
 
 
 
 
 
 
 
 
 

                                                           
49

 Britt, Candace, and Danielle McConga, North Carolina Department of Health and Human Services 
Division of Social Services, Child and Family Services Review Coordinator and State Independent Living 
Coordinator. Phone interview by Sarah Pharr. Durham, NC. March 14, 2011. 
50

 Ibid. 
51

 Eberly, Jason, Alamance County Department of Social Services, LINKS Coordinator. 
52

 Casey Family Programs (2011). "Casey Life Skills."  
53

 Pridgen, Helen, McLean-Titus and Tester, 2011. 

I don’t have a curriculum for teaching about Medicaid. I rely heavily on when the 

youth attend the Real World [one day independent living simulation] and go to the 

Medicaid workshop. ~ County Independent Living Coordinator 

When I was in LINKS the discussion about Medicaid was very vague. We never 

reviewed paperwork. We never went over requirements. Most youth assumed that if 

someone isn’t taking care of it they’re not going to do it either. ~ Former Foster Youth 

Through Fostering Connections we already have an exit interview and have to 

identify the transition plan.  The Casey Life Skills offers a way to develop the 

treatment plan and manage the health and wellness of our exiting youth. ~ State 

Independent Living Coordinator 
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Desire to disassociate with “the system” 
 
Youth have shown a desire to leave the system as soon as possible. For many older 
youth in foster care their experience has been less than ideal. The average length of 
stay for a teenager in foster care is 9.6 months54. Older youth are more likely to re-enter 
foster care: one study found that of 13-17year olds 28% returned to care within a year of 
leaving55. Transition age youth are also more likely to experience multiple placements, 
with 18% having two or more placements56. They are also the most likely age group to 
change their living arrangement within the first six to twelve months in care57.  All of 
these factors contribute to a desire to leave the system as soon as possible. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
54

 US Department of Health and Human Services, Administration for Children and Families, Children’s 
Bureau “The AFCARS Report 2009”. 
55

 Fernandes, A. L. (2008). Youth Transitioning From Foster Care: Background, Federal Programs, and  
Issues for Congress. CRS Report for Congress. p.4-5 
56

 Ibid. p.5. 
57

 Ibid. p.5. 

I considered the CARS but I didn’t take it because I wanted to be out of DSS. After 

being in so long I didn’t want someone telling me what I could and couldn’t do. I 

thought that was what the CARS would be like and I didn’t want it to continue.         

~Former Foster Youth                  

Many youth want to be separated from DSS as soon possible. Many of the youth I’ve 

seen have a bad taste in their mouth from their experience. ~ Child Welfare Advocate 

The average young person leaving care has a lot of distrust and discontent with the 

system. All they are focused on is disconnecting from DSS….they constantly think I 

have spent X amount of years in DSS, I want to return home where DSS can’t control 

me or when and how I see my family. ~ Advocate for Transition Age Youth 

The reapplication process does not happen. They have filled out forms for years and 

are tired of it. Youth don’t even want to apply for SNAP, knowing that it will save them 

money, because they dread going to the benefits office. ~ Advocate for Transition Age 

Youth 
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Often youth who do return for help and guidance are met with an overwhelmed 
caseworker. That caseworker often has to make difficult choices between a youth that 
left foster care when they reached 18 or a youth on their current caseload. For one 
independent living coordinator, his five foster care cases on top of his independent living 
program duties leave him feeling stretched thin. In the current state of budget deficits 
and cuts, this experience will be more likely.58  
 
 
The data shows that youth are exiting 
care at 18 and are choosing not to 
remain in care. In 2009, 18 year olds 
accounted for 10% of all exits in foster 
care for a total of 26,416 youths exiting. 
For youths who chose to remain in care 
past their 18th birthday, their likelihood of 
exiting care was significantly decreased: 
19 and 20 year olds accounted for less 
than 3% (6,050) of exits from foster 
care59. This is concerning because 
several studies show that remaining in 
care “increased the likelihood that young 
adults…would receive the medical, 
dental, and psychological care they 
perceived they needed” 60. 
 
  

                                                           
58

 Eberly, 2011. 
59

 US Department of Health and Human Services, Administration for Children and  
Families “The AFCARS Report 2009”. 
60

 Courtney, M. and A. Dworsky. (2005). Midwest Evaluation of the Adult Functioning of Former Foster 
Youth: Outcomes at Age 19, Chapin Hall Center for Children. 
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Lack of healthy adult connections 
 
Many independent living programs stress the importance of healthy adult connections. 
This can come from many sources: aunts, uncles, grandparents, faith community 
leaders, teachers, caseworkers or foster parents61. In North Carolina, the goal of the 
LINKS program is to identify five permanent connections using various strategies such 
as identifying relatives and incorporating them into that young person’s transition plan62. 
Each plan is case specific and unique to that particular youth aging out of foster care63. 
 
 
 
 
 
 
 
 
 
 
 
 
 
These healthy connections are likely to be the resources that youth rely on most once 
they have aged out of care. When a youth has a stable network they are likely to have 
someone to give them advice on where to access services, how to re-enroll into 
Medicaid and how to continue appropriate socialization into adulthood64.  
 
Too often, however, these youth do not have those type of connections and are 
intimidated by complex systems like Medicaid to obtain the rights which they are 
entitled. For instance, the average 18 year old has someone to call when they do not 
understand what a co-pay is or how their insurance works; youth who have aged out of 
care are forced to navigate life as an adult without these critical social supports.65  
  

                                                           
61

 NC DSS. "NC Links".  2010. 
62

 Britt and McConga, 2011. 
63

 Ibid. 
64

 Eberly, 2011. 
65

 Jones, Trishana. North Carolina Department of Administration Advocacy Specialist. In 
person interview by Sarah Pharr. Durham, NC. March 3, 2011.  

When I think about my youth that are most motivated, a lot of their motivation comes 

from social support they receive at home. Many of them are motivated by their foster 

parents…The support piece is the key to being successful. I see the correlation of 

success with their network.  ~ County Independent Living Coordinator 

Part of my success was an active social worker. My independent living coordinator 

was also my caseworker so that made it easier... my social worker was my backbone 

in everything I did and helped me tremendously. ~Former Foster Youth 
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CRITERIA 
 
 
The following criteria are the standards by which I analyzed each potential solution. The 
analysis considers how well each solution to the barriers to Medicaid re-enrollment 
meets each criterion.  
 

 Minimize costs for key stakeholders. The economic recession has 
constricted budgets of non-governmental organizations and government 
agencies at every level. 
 

 Create collaborations among stakeholders. This will ensure the most fluid and 
effective service delivery. 
  

 Assist states in their preparation for providing health insurance for all youth that 
age out of care until age 26. This Federal requirement is outlined in the Patient 
Protection and Affordable Care Act of 2010. 
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POLICY SOLUTIONS 
 
 
I offer five policy solutions to reduce the barriers to Medicaid re-enrollment for youth 
aging out of care: 
 
 
Solution I: Support states in making the transition onto Medicaid after foster care 
a seamless process.  
 

 Youths will be enrolled into Medicaid while they are still in care and there would 
not be a requirement that the youth re-enroll for benefits. 

 

 Youths will notify the appropriate office if their address changes. 
 

 Youths will maintain the same Medicaid number if at all possible and will remain 
in the Medicaid system until their 21st birthday; in 2014, this will change to their 
26th birthday. 
 

 
Solution II: Encourage restructuring of the independent living programs. 
 

 Establish a curriculum for independent living coordinators to teach youth about 
where to enroll, Medicaid benefits, how to set-up a doctor’s appointment and a 
schedule of how often they should be seeking routine check-ups. 
 

 Develop evaluations for independent living programs and courses to identify 
gaps in youth knowledge, as well as topics that are difficult for transition age 
youth to understand. 
 

 Require youth fill out their own forms. This creates more intervention and helps 
youth accept the responsibility for their own health insurance. 
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Solution III: Study the possibility of a change in institutional mechanisms. 
 

 Change Medicaid form to ask the question: “Were you in foster care on your 18th 
birthday?” 
 

 Have a designated caseworker at benefits office who is familiar with the policy 
and can verify the youths’ status as aged out of care. This designated 
caseworker will assist the youth in completing the form and enrolling into 
Medicaid.  
 

 Mandate that during the exit interview for youth aging out of care they fill out their 
enrollment form, be able to identify their benefits, and demonstrate knowledge of 
how often they need to re-enroll. 
 

 Develop an example of a completed form that youth can use to fill out the 
Medicaid form. This should be created with input from youth that have aged out 
of care. 
 

 Collect data on the type and frequency of medical services are being utilized by 
youth aged out of care; this will help policy makers to better assess need. 
 

 
Solution IV: Support collaborations with service providers outside of DSS. 
 

 Develop contracts with the Department of Social Services and public/private 
partnerships to provide vital health care and case management services to youth 
transitioning into adulthood. 

 

 An example of public/private partnerships in North Carolina is the Mélange 
Health Solutions, which contracts with DSS to provide a wide array of services 
from case management to primary care66. Youth often find this system less 
intimidating because they do not view it as a part of “the system”.67 
 

 Appoint a working group from Medicaid enrollment and CPS to develop 
recommendations for improved service delivery for youth aging out of foster care. 
 

 Develop joint trainings for independent living coordinators and Medicaid case 
managers to improve knowledge of populations served, policies and process 
currently in place. 

 
  

                                                           
66

 --------. (2011). “Mélange Health Solutions”. 
67

 Jones, 2011. 
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Solution V: Encourage states to develop websites that clearly communicate 
eligibility benefits for stakeholders. 
 

 Websites should outline services and benefits available to youth in each 
particular state. 

 

 Provide separate sections for youth, advocates and foster parents. 
 

 Include a directory of location where youth can apply for benefits. The website 
would include checklists for what a youth needs when applying for Medicaid. 
 

 Youth will be more likely to engage and seek out information through the internet 
than go to the Medicaid enrollment office, as it is less intimidating. 
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ANALYSIS 
 
 
Solution I: Support states in making the transition onto Medicaid after foster care a 
seamless process.  
 
Minimize costs: The costs to states and the federal government are likely to be high if all 
youth access health services on a consistent basis. However, data suggests that 
transition youth accessing these services are less likely to encounter other systems 
(justice system) or experiences negative outcomes (homelessness), which also come 
with great social and economic costs. 68 
 
Create Collaborations: With this policy solution, there will be an initial collaboration with 
various divisions within each state level Department of Health and Human Services. 
Once the mechanisms are in place the collaborations will likely be inconsistent. One 
option to mitigate this would be to implement recurrent joint trainings among the 
different divisions. 
 
Assists States: Making the transition a seamless process now will assist states in 
fulfilling their federal requirement to provide Medicaid for all former foster until age 26 by 
2014, ahead of schedule. This option will also provide best practice guidance to the 20 
states that have not extended Medicaid to youth that have aged out of foster care. 
 
 
Solution II: Encourage restructuring of the independent living programs. 
 
Minimize costs: When examining costs to service providers of restructuring the 
independent living programs, the expected impact would be minimal. Many states 
already have curriculums for finance or housing, creating a similar curriculum could be 
easily achieved. This would also be a good opportunity to engage youth that have aged 
out to determine the greatest need. Additionally, there are many resources online that 
individual independent living coordinators or states could us as models their program. 
 
Create Collaborations: This policy solution would require collaboration between various 
stakeholders. It has the potential to work with non-profits, and academic researcher, as 
well as engage the youth voice. Businesses could be potential corporate sponsors. 
Additionally, health care providers would want their potential clients to be as educated 
as possible or familiar with their brand. 
 
Assists States: If implemented, this could help enroll more youth aging out of foster care 
into Medicaid through educating more youth and allowing them to take ownership of 
their responsibilities once they leave care. Additionally this prepares states for the 
federal requirement that they provide Medicaid to all former foster youth until age 26. 
 

                                                           
68

 Courtney et. al (2010).  
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Solution III: Study the possibility of a change in institutional mechanisms. 
 
Minimize costs: This option is the most expensive. Collecting data and training 
designated caseworkers would be helpful in the long run, but with current budget crises 
it may be an uphill battle for policy stakeholders. There are also political costs to be 
considered: states run their own departments and may not welcome further mandates 
from the federal government. This option is to simply study the feasibility of these 
various mechanisms, but the political feasibility is an important piece of that analysis 
that should be noted. 
 
Create Collaborations: Changing institutional mechanisms would create greater 
collaborations among the different divisions and increase efficiencies as well as 
information sharing. This could lead to the development of a system for verifying if an 
applicant was in foster care. 
 
Assists States: Lastly, this option does assist states to overcome the barriers to 
Medicaid enrollment ahead of the 2014 federal requirement. By having stakeholders 
begin to think now about how to implement these policies, this option allows for greater 
planning and could generate best practices for other states. 
 
 
Solution IV: Support collaborations with service providers outside of DSS. 
 
Minimize costs: There is little information about the cost and benefits of contracting out 
services or the effectiveness of bringing a small operation like the Mélange clinic to 
scale. Trainings can be done cost effectively, but training all Medicaid caseworkers 
would likely be expensive. 
 
Create Collaborations: This option would support collaborations at various levels: non-
profit, business, policy stakeholders, etc. Cultivating new collaborations or building upon 
existing networks will help establish more service delivery systems so that providers can 
serve youth aging out of care more efficiently. 
 
Assists States: With this option there is great deal of potential variation in how this 
would be implemented at the state and local level. It is hard to determine if these 
collaborations would help the states prepare for providing Medicaid for all youth aging of 
foster care until 26. 
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Solution V: Encourage states to develop websites that clearly communicate eligibility 
benefits for stakeholders. 
 
Minimize costs: Minimal costs would be incurred for the website administrators. The 
costs would be centered on gathering the information which would likewise be minimal 
as much of the information already exists.  Gathering the information and providing it to 
appropriate authorities, should not strain existing resources. 
 
Create Collaborations:  Collaboration would likely not be key in providing this 
information. The information would likely come from one organization, state agency, or 
non-profit providing for their particular state. 
 
Assists States: This option has the potential to assist states in meeting their requirement 
ahead of schedule. Youth are more likely to use the internet as it is less intimidating 
than a Medicaid enrollment offices. This will encourage more youth to re-enrolling into 
Medicaid by equipping them with the appropriate information. 
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RECOMMENDATIONS 
 
I recommend three solutions for the Children’s Bureau to address the barrier of 
Medicaid re-enrollment for youth aging out of foster care. 
 
The Children’s Bureau should: 
 

 Support states in making the transitions onto Medicaid after foster care a 
seamless process. 

 

 Encourage restructuring of the independent living programs. 
 

 Study the possibility of a change in institutional mechanisms. 
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Appendix A 
 
Example Transition plan69 
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Appendix B 
 
Casey Life Skills Assessment for Health70  
 
Learning Goal 1: Knows how to stay healthy.  
 
Expectations:  
 
1. Identify three ways to prevent a cold or flu.  
2. Explain how to prevent contagious diseases like measles, mumps, and chicken pox 

through vaccination and/or avoiding contamination.  
3. Take care of self (e.g., gets enough sleep, protects eyes).  
4. Attend regular doctor/dentist appointments (e.g., yearly).  
5. Explain family health history.  
6. Describe personal medical history.  
7. Keep up to date medical records.  
8. Explain how regular exercise can make one feel better and look better.  
9. Exercise at least two to three times a week.  
 
 
Learning Goal 2: Knows how to care for minor illness and simple injuries.  
 
Expectations:  
 
1. Describe symptoms of colds, flu, and other common health problems.  
2. Demonstrate how to use a thermometer.  
3. Select appropriate over-the-counter medications for pain, stomach upset, diarrhea, 

cold/allergy symptoms.  
4. Explain how to treat cold and flu symptoms.  
5. Demonstrate treating simple injuries like cuts, burns, bites, stings, and splinters.  
6. Create a basic first aid kit.  
7. Explain what to do when a fever doesn’t improve.  

 
 
Learning Goal 3: Knows when and how to seek medical attention.  
 
Expectations:  
 

1. Describe how to know when an illness has not responded to over-the-counter 
medication or home remedies.  

2. Explain what to do when an illness has not responded to over-the-counter 
medication or home remedies.  

3. Explain how to tell if one should go to the emergency room or to a doctor.  
4. Name three situations where you would go to a doctor.  
5. Name three situations where you would go to the emergency room.  

                                                           
70

 Casey Family Programs. (2011). "Casey Life Skills." 
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6. Explain the costs associated with doctors/dentists, clinics, and an emergency 
room.  

7. Select the appropriate medical/dental resource for the problem needing attention.  
8. Describe how to find a doctor and dentist (e.g., check yellow pages, check 

medical/dental societies, Health Insurance Company, family and friends).  
9. Select a doctor and dentist for regular, ongoing care.  
10. See a Doctor and Dentist regularly for well-being care (e.g., annually).  
11. Describe the steps for making and keeping a medical/dental appointment.  
12. Demonstrate making and changing a medical/dental appointment.  
13. Explain what to do if someone ingests a poisonous substance.  

 
 
Learning Goal 4: Knows and understands the importance of taking prescription 
drugs and over-the-counter medications as prescribed.  
 
Expectations:  
 

1. Explain the difference between prescription and over-the-counter medications.  
2. Interpret instructions provided on prescription drugs and over-the-counter 

medications, including dose frequency, contraindications, warnings, recommended 
storage (e.g., safety cap use) and possible side effects.  

3. Describe what happens when medication is used improperly.  
4. Describe the possible effects of taking medications while pregnant.  
5. Explain the difference between generic and brand name medications.  

 
 
Learning Goal 5: Can state what medication or medical needs he/she requires.  
 
Expectations:  
 

1. Explain why it is important to know what medication one takes.  
2. Tell what medications one takes.  
3. Describe any medical needs (e.g., allergic to penicillin, asthma).  

 
 
Learning Goal 6: Knows and understands the medical/dental resources available.  
 
Expectations:  
 

1. Describe types of medical insurance/ coverage available (e.g. Medicaid, employer 
health plans, student health plans, personal health plans).  

2. Explain where and how to obtain one or more types of medical coverage.  
3. Identify the common terms used in medical insurance (e.g., HMO, co-pay, 

deductible, referral, pre-existing condition).  
 
 



 

36 
 

Learning Goal 7: Knows how to maintain good emotional health.  
 
Expectations:  
 

1. Define and explain what stress is.  
2. Identify situations which may cause conflict between people and lead to stress.  
3. Identify source of conflict or fear in a stressful situation.  
4. Identify three ways to reduce stress (e.g., exercise, deep breathing, simplify 

schedule).  
5. Select a strategy to reduce stress and maintain good emotional health (e.g., 

exercise, deep breathing, simplify schedule, journal).  
6. Evaluate effectiveness of strategy selected.  
7. Describe the signs and symptoms of depression and other emotional health 

problems.  
8. Describe where to go in the community to obtain help with depression and other 

emotional health problems 
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Appendix C 

List of Services for Transition Age Youth by state71 
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Appendix D 
 
Interview Questions: Former Foster Care Youth 
 
1. Tell me your experience? 

2. When did you age-out of care? 

3. Did you consider signing a contractual agreement for residential services (CARS)? 

 Was this option offered to you? 

4. How did you prepare for independent living? 

5. Where have you lived while in care? 

6. Where have you lived since leaving care? 

7. What was your health care coverage while you were in care? 

8. Has your health care coverage changed since you left care? 

9. Where can you go to access services? 

10. If you could go back and do things differently, what would you do? 

11. In your opinion, how can the system be changed to help assist young adults more in 
their transition process? 
 

12. Is there anything else you would like to say in light of all that we have talked about? 
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Interview Questions: Independent Living Coordinators 
 
1. What is the typical profile of a LINKS attendee? 

2. Are these youth coming from group care, foster homes or therapeutic foster homes? 

3. What factors do you believe keep someone from attending a LINKS meeting? 

4. What subject do you believe is the hardest for students to grasp? 

5. Do you have any interaction with the caregivers of youth attending LINKS classes? 

6. In your opinion, how can the system be changed to help assist young adults more in 
their transition process? 
 

7. Is there anything else you would like to say in light of all that we have talked about? 
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Interview Questions: Program Directors 
 
1. In your words, could you tell me what does your program does? 

 
2. What do you consider your programs emphasis? 
 
3. What is the typical profile of the average participant in your program? 
 
4. What skills do these participants need the most help in developing before they can 

live independently? 

5. What are the requirements to stay in your program? 

6. What is consequence for failing to meet those requirements? 

7. How is transportation facilitated at your program? 

8. Is a job or education requirement an either/or option? 

9. Are the youth required to maintain health insurance? 

10. Do you provide any health care services such as counseling? 

11. What is the expectation of supervisor support? 

12. What is the interaction with DSS? 

13. Where do you see the greatest needs? 

14. When you look at the system as whole, what areas do you think can be improved to 
produce better outcomes in housing? 
 

15. In your opinion, how can the system be changed to help assist young adults more in 
their transition process? 

 
16. Is there anything else you would like to say in light of all that we have talked about? 
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