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Children of the Opioid Crisis 
 

By Jennifer Lav 

 

As the opioid crisis ravages the country, children are entering the foster care system in record 

number.1 After reaching a low point in 2012, the number of children in foster care has grown 

steadily, increasing by almost 8% between 2012 and 2015.2 These children enter care with an 

array of challenges: infants exposed to opioids in utero may have neonatal abstinence 

syndrome (NAS) while older children are, at a minimum, coping with the separation or loss of a 

parent. Children are the hidden victims of the opioid crisis.  

Medicaid plays an essential role in these children’s lives. 

It provides mental and physical health care for children 

removed from their families, and provides treatment for 

their parents. For most youth in foster care, Medicaid 

coverage is mandatory, either because the child 

receives federal foster care payments (“Title IV-E” 

eligibility), has a disability, or was removed from a family 

with a very low income.3 For other youth in foster care, 

Medicaid coverage is optional, but most states have 

exercised these options.4  Medicaid covers almost all 

children in foster care.5  

The Senate has proposed gutting Medicaid, most 

recently in the form of Better Care Reconciliation Act 

(BCRA), by forcing monetary caps on state Medicaid programs that drastically cut funding to 

states and effectively eliminates Medicaid expansion.6 The Senate’s proposed cuts and caps 

threaten foster children’s access to timely and comprehensive medical services and their 

parents’ ability to obtain substance use disorder (SUD) treatment necessary for family 

reunification. Current discussions to provide additional Medicaid funding as a “wrap-around” 

once expansion ends will do little to solve BCRA’s long term decimation of Medicaid funding.7 

Under Medicaid’s current structure, states get significant and predictable help providing for the 

high needs of children in foster care; the federal government contributes, on average, 63% of 

Kids Count Data Center, Annie E. Casey Foundation 
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every Medicaid dollar a state spends on behalf of children.8 If state Medicaid expenditures rise 

due to an influx of children in the child welfare system with enhanced needs, federal Medical 

expenditure rise proportionately.  

 

Per Capita Caps & Foster Care Are a Dangerous Combination 

 

BCRA (along with similar proposals currently being considered by Congress) dismantle 

Medicaid’s federal-state partnership by imposing per capita caps. Per capita caps divorce 

funding from states’ actual expenditures, replacing a predictable federal match for state 

expenditures with an artificial cap, and forcing states to massively cut health care expenditures 

or dramatically raise revenues. All children, except children who are blind or have significant 

disabilities, will have the same “cap” amount allotted to the state for their expenditures.9 Per 

capita caps create increasingly larger cuts to Medicaid over time because BCRA applies a 

growth index that is significantly lower than expected Medicaid costs.10 

 

If a children’s cap is imposed, all children in foster care would be lumped together with all other 

children under the “children’s cap.” On average, children’s health services cost the least 

compared to other categories of enrollees. In the vast majority of states, the children’s cap 

would likely be the lowest of the five categories of enrollees that will be subject to a cap.11 

However, children in foster care have higher Medicaid expenses than other children enrolled in 

Medicaid—they account for 9% of the all spending for non-disabled children, while only making 

up 2% of nondisabled child enrollees.12 While the average Medicaid benefit spending per 

nondisabled child was approximately $2,000 per child for fiscal year 2010, spending per child 

enrolled in Medicaid due to foster care status (through Title IV-E eligibility) in that same time 

period was $5,767.13  

Furthermore, children entering foster care due to parental SUD have specific physical and 

mental health challenges, which may cause their care to cost even more. Newborns may suffer 

from Neonatal Abstinence Syndrome (NAS), which is caused by prenatal exposure to opioids. 

NAS can cause significant health problems in newborns, including excessive weight loss, fever 

and seizures; the average length of stay in a hospital for a child born with NAS is 17 days.14 

Older children entering foster care due to parental SUD may have an increased need for 

mental health services; children experiencing both exposure to family members with SUD and 

parental separation may be at increased risk of suicide attempts, depression, the early 

initiation of alcohol use, and other adverse outcomes.15  

Because Medicaid expenditures are approximately twice as high for children who are enrolled 

due to foster care status, and children of parents with SUD may have even more special 

needs, any significant influx of children in foster care cause by the opioid epidemic means that 

funds allotted based on the average past expenditures for all children will be insufficient to pay 

for future expenditures of higher cost children.  
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BCRA Threatens Access to Services and Coverage 

 

BCRA will cut federal expenditures for Medicaid by over $750 billion, or 26%, over 10 years.16 

These cuts will accelerate starting in 2025, when an even lower annual growth rate is imposed, 

and result in a cut of 35% by 2036.17 Cuts to Medicaid shift costs to states and place 

extraordinary pressures on state budget.  

Many state child welfare budgets depend on Medicaid to fund nurses and other health care 

professionals within child welfare agencies.18 In FY 2014, Medicaid constituted approximately 

3% of total spending for child welfare services. In some states, it is much more: in West 

Virginia, Medicaid constitutes 11% of spending by their child welfare agency and in Vermont, it 

is 31% of all funds.19 Large cuts to federal Medicaid funding may cause significant funding 

gaps in state child welfare budgets. 

 

A state experiencing a budget crisis due to caps will have an incentive to reduce enrollment or 

service utilization for expensive populations including children in foster care. A state may, for 

example, try to find savings by delaying medical screenings upon entering care, or reducing 

the scope and comprehensiveness of follow up exams and treatment. These screenings and 

exams are important to monitor signs and symptoms of abuse and neglect, assess adjustment 

to foster care, and evaluate mental health needs. Although the American Association of 

Pediatrics and the Child Welfare League of America have jointly published standards for the 

frequency of medical exams and screening for children in foster care, states have flexibility to 

allow a less comprehensive schedule; BCRA provides perverse incentives to do so. 20   

 

An unexpected influx of children gaining access to Medicaid through Title IV-E eligibility could 

exacerbate these anticipated reductions by causing a state to spend more than its cap, and 

force the state to absorb 100% of the health costs that are above the cap or cut services to all 

children or other Medicaid enrollees. For example, because the cap is ultimately finalized in 

the aggregate, states could respond to significant expenses by cutting any optional benefit, 

such as home and community based services for people with disabilities, hospice care, or 

even prescription drugs. States could also respond by restricting eligibility; by eliminating entire 

groups of optional categorically needy individuals, such as women with breast or cervical 

cancer, limiting eligibility to a lower income level; or by erecting more stringent eligibility or 

redetermination requirements.  

BCRA Reduces Opportunities for Family Reunification 

Family reunification is both the most common goal and outcome of foster care placements. Put 

simply, most children return home.21 If a child is removed due to parental SUD, and 

reunification is likely, parents must have access to SUD treatment.  
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BCRA and other recent proposals, such as the Obamacare Repeal and Reconciliation Act of 

2017, will markedly limit access to SUD treatment by effectively eliminating coverage for the 

Medicaid adult expansion population. 22 Approximately 1.2 million individuals with SUD are 

now eligible for health care through the Medicaid expansion.23 Child welfare agencies cannot 

easily facilitate access to treatment necessary to reunify families if parents do not have access 

to health care. Prior to expansion, pathways to Medicaid eligibility for adults without disabilities 

were limited -- often the only way a parent was covered was based on his or her status as a 

“caretaker” of a dependent child, but only if the parents is also at a very low income.24 When a 

child was removed from the home, the parent lost eligibility. These parents, due to their very 

low incomes, often are not able to afford marketplace coverage. If BCRA is enacted and the 

Medicaid expansion is effectively repealed, the driving reason a parent needs SUD treatment – 

e.g. to successfully reunify their family – might be the very thing preventing access to 

treatment. 

Conclusion 

If a state removes a child from her parents, the state has an obligation to take care of her. 

Medicaid helps states meet that obligation. With the opioid crisis devastating families and 

overwhelming child welfare agencies, Medicaid’s promise of federal help could not be more 

important. Protecting Medicaid means access to all-important physical and mental health care 

to children of the opioid crisis, more SUD treatment for their parents, and increased 

opportunities for family reunification. Drastic Medicaid cuts would significantly reduce if not 

eliminate the help needed by these families, children and child welfare agencies.  
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