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Medi-Cal provides a long-term investment in health care that helps Californians
succeed. It increases the diagnosis and early treatment of chronic conditions, enhances
educational achievement and future earnings for covered children, and reduces health
care disparities.1 Medi-Cal coverage is tailored to the unique needs of low-income
Californians and families, but still costs less per enrollee than employer-based
insurance.2 Despite Medi-Cal’s proven success and efficient use of funds, opponents
repeatedly seek to cut or cap funding for the program. These proposals seriously
jeopardize the health and financial security of the 13 million Californians—one third of
our state residents—who benefit from Medi-Cal each year.3 Medi-Cal’s core consumer
protections make the program work for enrolled populations, including children, parents,
pregnant women, low-income workers, older adults, and people with disabilities. This
fact sheet explains why Medi-Cal is so critical for children and how they would be
harmed by Medicaid funding caps.
Why Medi-Cal is important for children:
•

Medi-Cal covers health services for 5.7 million children living in or near
poverty.4 Federal law requires state Medicaid programs to provide coverage for
all children in families with incomes up to 138% of the Federal Poverty Level
(FPL).5 California elects to cover all children up to 19 years old in families with
incomes up to 266% FPL.6 In 2016, California extended full scope Medi-Cal
benefits to all eligible children under age 19 regardless of immigration status. 7
Medi-Cal serves as the health care lifeline for abused and neglected children
placed in the foster care system, as well as for many children living with
developmental and other disabilities. Today, California’s child health insurance
enrollment rate has reached a historic high of 97 percent. Medi-Cal is an effective
investment that lasts through adulthood, improving health, educational, and
economic outcomes for children.8

•

Medi-Cal provides children with comprehensive preventive health
screenings and treatment to address health issues early on. Federal and
state law require Medi-Cal to offer Early and Periodic Screening, Diagnostic and
Treatment benefits to enrolled children under age 21.9 Commonly referred to as
“EPSDT,” these services are designed to foster strong childhood development
despite the many complications of living in poverty. EPSDT ensures that children
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receive appropriate preventive, dental, mental health, developmental, and
specialty services.10 EPSDT provides critical protections so that children do not
needlessly suffer from preventable and treatable health conditions, so they can
grow up to be healthy and productive adults.11
•

Medi-Cal pays for services for children with chronic conditions and
complex health needs. Federal law requires Medicaid programs to treat
physical and mental illnesses and conditions that are detected in Medicaidenrolled children.12 In California, Medi-Cal covers 42% of children with disabilities
or other special health care needs.13 Covered services include care in homes
and community-based settings that enable medically fragile children or children
with emotional or psychiatric disabilities to live at home rather than in institutional
settings, visits to pediatric specialists for children with chronic conditions, and
Behavioral Health Therapy services for children with Autism Spectrum
Disorder.14 In California, county administered Mental Health Plans provide
specialty mental health services and are required to provide Intensive Care
Coordination and Intensive Home Based Services pursuant to EPSDT to all
children and youth under age 21 who are eligible for full scope Medi-Cal services
and meet medical necessity criteria.15 California offers additional services to
children under age 21 with complex conditions through California’s Children’s
Services (CCS) and requires Medi-Cal to refer eligible children to CCS to ensure
access to diagnostic and treatment services, medical case management, and
physical and occupational therapy services for vulnerable children.16

•

Medi-Cal helps ensure children have real access to health care. Medicaid
generally prohibits all forms of cost sharing for children, a critical protection for
low-income families.17 Recognizing the challenges faced by low-income families,
Medi-Cal offers assistance in scheduling children’s doctor visits as well as
transportation services to get children to and from appointments.18 At the start of
life, to prevent coverage delays and guarantee continuity, babies born to mothers
enrolled in Medi-Cal are “deemed eligible” for Medi-Cal until their first birthday
and stay on Medi-Cal without having to submit a separate application.19
California also enrolls infants up to age 1 born to mothers in the Medi-Cal Access
Program into Medi-Cal without regard to income and 1 to 2 year olds with income
up to 322% FPL into Medi-Cal.20

How funding caps would harm children:
•

Funding caps would likely lead to cuts in services for children living in
poverty. 58% of total federal funds California receives is for Medi-Cal.21 The per
capita cap proposal under consideration in the American Health Care Act
reduces the amount of federal Medicaid funding available to California to provide
essential health care services for vulnerable, needy children. California would
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have to raise taxes or cut other parts of its budget by $45 billion over ten years to
maintain Medi-Cal.22 Shifting the cost burden to California means the state will
likely cut back on children’s health care services. Strain on the state and local
budget also results in less money for other priorities, like education. Nationally,
Medicaid currently pays out $4 billion to $5 billion a year in school-based health
services, including funding for special education, medical supplies and EPSDT
services like vision and hearing exams.23 California school districts may have to
dip into general education funds to pay occupational and speech therapists and
ensure the state meets federal mandates to provide special education.24
Additionally, children covered by Medi-Cal are more likely to graduate from
college, have higher wages, and pay more in taxes so Medicaid caps jeopardize
the long-term success of children.25
•

Funding caps threaten core protections for children. With less federal
funding available, California may try to avoid full implementation of the longstanding federal standards for children. For example, California might cut EPSDT
services that ensure in-home nursing services for children with medically
complex conditions or turn attention away from the outreach that is needed to
make sure that children and families know about and use the early and periodic
screening and treatment services that are available to children.26 Restructured
Medicaid financing means that the comprehensive EPSDT services provided to
children may be at risk, leaving children without critical, timely care.

•

California will likely limit access to health care for children. Federal
spending caps would lead states to adopt cost-saving measures that reduce
access to children’s health care, such as narrowing provider networks to exclude
pediatric specialists and adding more hurdles for children to access services,
such as prior authorization requirements. California will most likely be forced to
place barriers on expensive specialty care for children with complex health
needs, restricting access to care for children who need it most.
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