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A personal story from a family in California:
Leah is a feisty three-year old
who loves animals and
Winnie the Pooh. She’s also a
fighter. She was born eight
weeks early, with pure
esophageal atresia, which
means that there was a long
segment of her esophagus
missing, and no connection
between her esophagus and
her stomach. She has Down
Syndrome, and was also born
with holes in the walls of her
heart, and a hole in her
diaphragm that eventually
caused digestive organs to
migrate into her chest cavity.
Leah has chronic lung
disease, which puts her at risk
of complications and
hospitalization any time she
gets a respiratory infection.
When Leah was born, she
spent nearly six months in
the NICU and PICU before a
surgery could be performed to connect her esophagus and stomach. She spent another month
in the hospital after surgery, and finally came home on her seven-month birthday. But that was
only the beginning of Leah’s journey.
Because of her multiple health conditions, Leah has already been in the operating room 21
times. Leah gets special therapy to learn how to eat without getting food into her lungs or
stuck in her esophagus. She also gets physical, occupational and speech therapy to minimize
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delays due to Down Syndrome. Leah uses sign language to communicate because she does not
speak, and she has a g-tube and nighttime oxygen. She requires constant supervision, even
more than a typical child her age, because she has no concept of danger and safety. Having a
full-time care provider is critical for Leah’s wellbeing.
Luckily, Leah has Medicaid through California’s waiver for children with developmental
disabilities, which helps her family to afford the cost of her care and keep her at home. Leah’s
parents have private insurance through an employer, but their private insurance would not
cover all of the care she needs, especially the cost of a fulltime home care provider. And
without Medicaid they would not be able to keep up with the hours of therapy and doctor visits
every week in addition to her usual care regimen alone. Having help from Medicaid keeps
Leah’s care affordable for her family, and allows her to focus on having tea parties with her
favorite stuffed animals.

Affordability
Medicaid provides a long-term investment in health that helps people 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 Medicaid coverage is
tailored to the unique needs of low-income individuals and families, but still costs less per
enrollee than employer-based insurance.2 Despite Medicaid’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 97 million people who benefit from
Medicaid each year.3 Medicaid’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 how Medicaid cost sharing
standards keep enrollees’ out-of-pocket costs low and examines how Medicaid funding caps
would threaten those affordability protections.
Why Medicaid is important for ensuring access to affordable care:
•

Medicaid provides strong affordability protections for low-income individuals. Medicaid
generally forbids premiums on low-income households (below $30,240 for family of three)
because even small premiums keep people from signing up. Medicaid allows states to
charge copays and coinsurance, but sets strict limits on that cost sharing because even small
required payments reduce access to needed services.4 Medicaid also prohibits providers
from denying care to individuals below the poverty level if they cannot afford to pay.

•

Medicaid cost sharing limits help the most vulnerable access services they rely on.
Medicaid prohibits cost sharing for key services, such as pregnancy-related services and
preventive care. Medicaid also completely exempts some vulnerable populations from cost
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sharing, including Native Americans and most children and adolescents.
•

Medicaid’s affordability protections improve health outcomes. Medicaid enrollees are
less likely to skip medications or delay care due to cost.5 Lower out-of-pocket costs improve
access to primary and preventive care and increase likelihood of treatment for chronic
conditions like diabetes and mental health conditions.6 One recent study shows that
depression rates declined after individuals began Medicaid coverage.7

•

Medicaid improves people’s financial security. States must limit all Medicaid cost sharing
to no more than 5% of household income per month or quarter.8 Medicaid’s cap is almost
universally lower than the annual out-of-pocket caps in private insurance. The shorter
increment also shields low-income individuals from incurring debilitating medical debt from
a single expensive event or complication.9 Medicaid sharply reduces medical bankruptcies
and interactions with debt collection agencies.10

How funding caps would make Medicaid less affordable:
•

Funding caps would likely lead states to increase cost sharing to maximum legal limits.
Funding caps reduce federal Medicaid funding and shift costs onto states. Faced with less
money to provide the same Medicaid coverage, states would increase cost sharing to reduce
utilization and push costs onto enrollees. However, increasing cost sharing discourages
people from using both essential and non-essential services.11 The resulting barriers to care
are tied to worse health outcomes and more expensive care needs down the road, especially
for populations with higher health risks, like seniors and people with disabilities. 12

•

Funding caps would likely erode Medicaid affordability protections. With less federal
funding under funding caps, states would likely also attempt to reverse long-standing
federal affordability standards. States may seek to impose premiums and eliminate cost
sharing limits. Several states have already aggressively sought exceptions to Medicaid’s
rules prohibiting premiums. These states have requested permission to charge premiums,
terminate people for failure to pay, and lock them out for six months after termination.
Budget gaps resulting from funding caps would only increase this trend. States may also
attack other core protections, such as out-of-pocket maximum limits and rules requiring
providers to treat patients in poverty who cannot afford copayments.

•

Funding caps would lead to more uncompensated care and worse outcomes. With
funding caps, states would likely scale back Medicaid affordability protections, and this
would have terrible consequences. The individuals who drop out of coverage due to
unaffordable premiums would appear in the health care system with more advanced illness
and emergency conditions, resulting in uncompensated care costs which harm the entire
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system. Individuals with unaffordable cost sharing would simply skip medical treatments,
resulting in worse health outcomes and more expensive treatments later.
•

Funding caps will hurt the most vulnerable. Individuals of color are more likely to be lowincome and enrolled in Medicaid. Weakening the affordability protections in Medicaid will
reduce their access to care and worsen health disparities. Lower-income communities will
see a reduction in their health security and an increase in debt and medical bankruptcies.
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