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INTRODUCTION

Implementation of the Patient Protection and Affordable Care Act (ACA) is well under way. Since its passage in 2010,
a number of provisions have already taken effect and federal and several state governments are moving forward to
implement the rest of the law’s major provisions. The ACA holds the potential to expand women’s access to health
insurance coverage and includes other reforms designed to strengthen the existing health care system’s ability to
serve millions of women. Health care has long been a fundamental policy priority for women, reflecting their experi-
ences with the health care system as patients, mothers, and caregivers for frail and disabled family members. This
brief discusses the impact of the health reform law for women on their access to coverage, health care affordability,
scope of benefits, reproductive health, and long-term care — all priority issues for women. Many of the important
details that will shape how well the law improves coverage rates for women and ultimately, access to care, will
depend on the regulations that continue to be promulgated by the Department of Health and Human Services (HHS),
the choices that state policy makers will make regarding their Medicaid programs and new insurance exchanges, and

in the end, the types of plans that are selected by women and their families.

IMPACT ON COVERAGE

One of the major goals of the health reform law is to expand access to coverage to the uninsured, and the ACA
requires almost all individuals to have some form of health coverage by 2014. The ACA accomplishes this by creating
a system where nearly all individuals who are legally residing in the U.S. can obtain some form of insurance. Major
changes include expanding eligibility for the public Medicaid program for many more low-income people, establish-
ing tax credits and other incentives for smaller employers to cover their employees, and establishing new state-based
“exchanges” or “marketplaces” through which all citizens can purchase insurance if they do not have another form
of coverage. The 2012 ruling by the Supreme Court of the United States altered the enforcement capabilities of the
Department of Health and Human Services regarding the Medicaid expansion, in effect making participation in the
expansion optional for states.' Not all states are participating in the Medicaid expansion, significantly limiting insur-

ance coverage for low-income women and men unless these states reverse course in the future. Over 1 million young



adult women have already gained health insurance due to the ACA’s extension of dependent coverage through age 26

in the private sector and an estimated 13 million more uninsured women will gain coverage by 2016 as a result of the

law’s larger coverage expansion.’

The majority of women (58%) are currently
insured as a dependent or an employee
through an employer sponsored insurance
plan (Figure 1). In 2011, 12% of women were
enrolled in Medicaid and 20% of women
were uninsured. Women who are unin-
sured could potentially gain insurance
through the Medicaid expansion and the
health insurance exchanges. Just over half
of uninsured women (53%) had incomes
less than 138% of the federal poverty level
and would qualify for Medicaid if all states
participated in the expansion. Another 37%
of uninsured women have incomes between
139% and 399% percent of poverty and

Figure 1
More than half of uninsured women are poor or
very low income

Income Levels of Uninsured
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7% 19 million uninsured
98.2 million women ages 18-64

NOTE: Other includes programs such as Medicare and military-related coverage.
The federal poverty level for a family of three in 2011 was $18,530.
SOURCE: KFF/Urban Institute analysis of 2012 ASEC Supplement to the Current Population Survey, U.S. Census Bureau.

could qualify for subsidies and tax credits in the exchanges. However, state decisions regarding the Medicaid expan-

sion and insurance plan availability and affordability within marketplaces will play a significant role determining

whether a majority of women will be able to gain insurance.

Employer-Sponsored Insurance

The ACA will allow individuals who currently have insurance to keep that coverage. Today, most women and men in

the U.S. are covered by insurance obtained through the workplace. There are differences between coverage patterns,

however, that can leave women exposed to losing coverage. Because women with employer-based insurance are

almost twice as likely as men to be covered as dependents, they can be more vulnerable to losing their insurance

should they become widowed, divorced or
if their husbands lose their jobs.? Just over
one third (35%) of women receive health
coverage through their jobs compared to
44% of men.*

Affordability of care is a key issue for
women, who are disproportionately low-
income. Women are consistently more

likely than men to report a wide range of
cost-related barriers to care for themselves
and their families, such as skipping needed
care and forgoing prescription medicines
because of the out-of-pocket costs (Figure 2).
Out-of-pocket costs take many forms,

Figure 2
Health care affordability is a barrier to care for
many women

Percentage of men and women who say they or a family member have done each of the following in
the past year because of COST:

Put off or postponed getting
needed health care

Skipped a recommended medical
test or treatment

u Men
Didn’t fill a prescription
= Women
Cut pills or skipped doses of medicine
Skipped dental care or checkups
39%

NOTE: *Indicates statistical significance at the 95% level
SOURCE: Kaiser Health Tracking Poll: (May 2012).
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including premiums, co-payments, and insurance plan caps on spending. Premiums are a major cost for both employ-
ers and employees, and family premium costs have risen 8o percent since 2003.> Premium costs have been particularly
unaffordable for small employers, who have less bargaining power with insurers and are therefore less likely to offer

coverage to their employees.

To encourage small employers to offer coverage and help address their affordability concerns, employers with 25 or
fewer employees that do cover their employees will receive tax credits for the first two years of the ACA to help offset
the insurance costs. The ACA had originally required large employers (more than 50 employees) to offer coverage

to their employees by 2014 or pay a monetary penalty, but this requirement has been postponed until 2015. Small
employers (50 or fewer employees) will be exempt from these penalties.

Health Insurance Marketplace

Small businesses and uninsured individuals will be able to purchase coverage from a choice of private or public
plans that will be sold through new state-level health insurance “exchanges”, federally or state operated market-
places of health plans that cover a defined set of services. These marketplaces will begin open enrollment in October
2013 for uninsured individuals and begin to offer coverage on January 1, 2014. In 2015, the Exchanges, or market-
places, will be open to small businesses to obtain coverage for their employees (called the Small Business Health
Options Program or SHOP). States have the option of establishing state-run marketplaces, partnering with the federal
government to administer the marketplaces, or leaving the responsibility of running the marketplace to the federal
government. As of June 2013, 16 states and the District of Columbia have decided to run their own marketplaces,

7 states have decided to establish a state-federal partnership, and 27 states have decided to leave the operations to
the federal government.® Premiums in exchange plans will be set using a modified community rating, so that insurers
will be prohibited from charging higher premiums based on sex, health status, or occupation. Premiums will only be

allowed to vary by age (3 to 1) and tobacco use (1.5 to 1).

In addition to the changes in premium pricing, the law contains other provisions to make insurance more affordable
for individuals and small employers seeking coverage for their workers in exchanges. Individuals and families with
incomes between 100% and 399% of the federal poverty level ($19,530 for a family of three in 2013) will be eligible
for a graduated system of subsidies or tax credits (that will vary by income) that they can use towards the cost of
insurance premiums. Cost-sharing subsidies will also be available for individuals with household incomes between
100-250% of the federal poverty level and there will be caps on out-of-pocket costs to reduce financial burdens on
these low-income families. The availability of these tax credits combined with a major expansion in Medicaid means
that in states that choose to expand their Medicaid program, the majority of currently uninsured women, but not
all, are likely to receive some form of federal financial assistance to obtain coverage in 2014 as a result of the health
reform law (Appendix A).

Medicaid

The expansion of Medicaid is part of the foundation of the ACA’s coverage expansion and reduction in uninsured.
The Medicaid program, the state-federal program for low-income people, has historically served as a critical safety-
net for low-income mothers and pregnant women. Today, 12% of women are covered under Medicaid, and women
comprise over two-thirds of adult Medicaid beneficiaries.” Historically, women have been more likely than men to
qualify for Medicaid because, on average, women have lower incomes and they are also more likely to fall into one of
the program’s eligibility categories: pregnancy, parent of a dependent child, over 65, or having a disability.
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The ACA aims to eliminate these restrictive “categorical” requirements and by basing eligibility solely on income, poten-
tially expand Medicaid eligibility to all individuals with incomes up to 138% of FPL.® This opens the door for coverage
to adults without children who typically have not been able to qualify for Medicaid, no matter how poor they are.

In June 2012 however, the Supreme Court altered the enforcement capabilities of the Department of Health and
Human Services, preventing the Department from penalizing states that choose not to participate in the Medicaid
expansion.’ Effectively, this means that states now have the option to expand their Medicaid programs: as of August
2013, about half of states (24 plus the District of Columbia) have committed to expanding their Medicaid program,

21 states are not expanding their programs at this time, and 5 states are still debating the decision (Figure 3).° States
can choose to expand their Medicaid programs in the future. Approximately 45% of women who are currently unin-
sured live in states that are choosing not expand their Medicaid programs, 45% live in states that are expanding, and

10% of women live in states that are still debating."

Individuals under the poverty line will not

Figure 3

qualify for assistance if they live in a state More than half of states not expanding Medicaid have higher
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6.4 million uninsured adults will not gain
coverage.” States that are expanding their
Medicaid programs will continue to oper-

ate their Medicaid programs under federal

. . [ Expanding Medicaid, Ui d Rate 220% (6 states)
guidelines, and the federal government us. Average=20% 3 xpancing Meclaiy uninsured mate Z20% (18 states + DC)
. . -~ - M Not di dicaid, Unii d Rate 220% (12 states)
will finance the full costs of the expansion [ Not Expanding Medicaid, Uninsured Rate <20% (9 states)
, . v i i dicaid, Unii d Rate <20% (5 states)
: NOTE: Uninsured rates of women ages 18 to 64.
population through 2016, gradually reduc- SOURCE! Katsor Family Foundation, steteHeathFact. KF/Urban Institute tabulatons o 2011 and 2012 ASEC Supplement tothe CPS.

ing to 90% federal financing by 2020.

Individual Market

Currently, about seven percent of women purchase coverage through the individual insurance market. Historically,
these plans have presented a range of challenges to women. In many states, insurers have been able to charge women
who purchase individual insurance more than men for the same coverage, a practice called gender rating.” Yet, plans
sold on the individual market often do not cover many important services for women, such as maternity care, mental
health, and prescription drugs.* Individually purchased plans have also been able to refuse to renew coverage for
individuals with health problems or raise the premium rates to levels that are unaffordable to many policy holders. In
addition, they have been able to deny or limit coverage to individuals with a “preexisting condition” such as preg-

nancy, mental illness, or chronic condition.

The ACA makes many changes to this market. It subjects new individual insurance market plans to the same regula-
tions as plans sold in health insurance exchanges. Therefore, it will ban the practices of gender rating, pre-existing
condition exclusions, and varying premiums based on health status in the individual market starting in 2014.

Furthermore, all plans sold on the individual market will have to cover a minimum level of services, which includes
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maternity care. While people will be able to continue to buy coverage through the individual insurance market
subject to these changes, it is expected that many who currently purchase insurance on their own will seek coverage
in plans within exchanges where they will be able to get subsidies should they qualify.

Exemptions and Timeline

The law does exempt certain populations from the coverage mandate, including American Indians, undocumented
immigrants, individuals with incomes below the tax filing threshold, and individuals whose cost of coverage exceeds
8% of their income. There are also exemptions for those with financial hardship or religious objections. Since 1996,
legal immigrants have been barred from Medicaid and CHIP during their first five years in the country. States do have
the option to eliminate this five year ban for pregnant women or children, but this has not been widely adopted. As

a result, most legal immigrants still will not qualify for Medicaid for at least 5 years after they acquire residency,”
although they will be eligible for premium subsidies in the new Exchanges if they meet the income requirements.
Undocumented immigrants also do not have access to Medicaid coverage and will not be allowed to purchase cover-
age within state exchanges, even by paying the full cost out-of-pocket. They may be able to purchase individual

insurance plan policies sold outside of exchanges.

While most of the insurance coverage expansions will take effect in 2014, some changes have already gone into
effect. Most notably, plans are now required to allow policyholders to extend dependent coverage to individuals up
to age 26, regardless of whether they are students or married. This extends a coverage option to an age group that
has among the highest rate of being uninsured. In 2011, 25% of women between the ages of 19 and 25 were uninsured
(3.7 million women)." Since this provision took effect in September 2010, more than 3 million adults between ages

19 and 25 have gained insurance coverage.” In addition, the federal government provides the states with financial
assistance to manage high risk pools that extend coverage to those who are uninsured and considered uninsur-

able because of health problems. HHS estimates more than 86,000 individuals were enrolled in the Pre-existing
Conditions Insurance Plans as of August 2012." These pools will be in effect until 2014 when exchanges and Medicaid

expansions will be in force.

BENEFITS AND ACCESS TO CARE

For the first time, federal law specifies a minimum package of services that must be offered for those obtaining cover-
age from qualified plans in the individual and small group markets, as well as the state exchanges. These benefits are
referred to as the “essential health benefits” and broadly include: ambulatory patient services, emergency services,
hospitalization, maternity and newborn care, mental health and substance abuse disorder services including behav-
ioral health treatments, prescription drugs, rehabilitative and habilitative services and devices, laboratory services,
preventive and wellness services, chronic disease management, and pediatric services including oral and vision care.
The Essential Health Benefits Bulletin released by the Secretary of Health and Human Services in December 2011
outlines the general definition of each benefit category, but left the specifics to the states.” For those newly eligible
for Medicaid, states will be required to either offer them coverage through their existing Medicaid programs or an
alternative “benchmark” benefit package that must include at least the essential health benefit package offered by

plans in the exchanges.
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Preventive Care

The ACA includes some important new expansions and protections in the coverage of preventive services that began
to take effect in 2010. The law requires that new private plans cover --without cost-sharing — all preventive services
that have been evaluated to be “highly effective” by the U.S. Preventive Services Task Force (USPSTF) with an A or B
rating as well as immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) of the
Centers for Disease Control and Prevention (Table 1). The USPSTF is an independent body that reviews the evidence
and rates the efficacy of preventive services in a primary care setting. For example, all qualified health plans will
need to cover annual mammography for women starting at age 40. The ACIP recommends vaccines for people of all
ages, including the HPV vaccine for women and girls under 26 and men and boys under 21, meaning that the vaccine
is now covered without cost sharing (no copays, deductibles, or co-insurance can be applied). For individuals in new
small and large group plans, new individual insurance policies, and Medicare, coverage for all of these services is
already in effect. In addition to the services recommended by these bodies, the ACA authorized the Health Resources
and Services Administration (HRSA) to identify additional preventive services for women that are not already recom-
mended by one of these groups. Based on recommendations from the Institute of Medicine**, HRSA added the follow-
ing services®: FDA-approved prescription contraceptives, at least one annual “well woman” visit, domestic violence
screening, breastfeeding supports, HPV testing, and screenings for STIs and gestational diabetes. New private plans
began covering these additional services in August 2012, with an exception for certain religious employers regard-
ing the contraception benefit. Although there are no requirements for Medicaid to cover these preventive services
without cost-sharing, there is a financial incentive for the states to do so in the form of an enhanced federal payment
match. As of October 2010, 31 states were already covering all preventive services important for women and nine of
these states covered the services without cost sharing.*

Primary Care

The importance of primary care in identifying and managing chronic health problems and improving use of preven-
tive services is well established.” Yet, there has been a long-standing shortage of primary care providers, particularly
physicians, for adults.” The ACA includes numerous payment incentives to draw more primary care providers to the
health care workforce. This includes a 10% bonus in Medicare payment rates for primary care physicians, a tempo-
rary increase in Medicaid primary care payment rates, and policies that will promote coordinated primary care for
high need individuals who are dually eligible for Medicaid and Medicare. Two-thirds (69%) of this dually eligible
population are women.” In addition, the new law includes a provision that permits women in group health plans to

have direct access to participating ob-gyns without needing a primary care provider referral.

Maternity Care

Childbirth and pregnancy-related conditions are leading causes of hospitalization in the U.S., accounting for nearly
25% of hospital stays.?® Although the Pregnancy Discrimination Act requires that employers with at least 15 employ-
ees offer plans that cover expenses for pregnancy-related conditions on the same basis as for other medical condi-
tions, coverage for maternity care is not currently included in many individual insurance plans. In this market,
women typically have had to purchase a separate rider to cover maternity care which can be extremely costly and
often requires a waiting period before the benefits are covered. As stated earlier, the ACA explicitly identifies mater-
nity and well-baby care as part of the essential benefits package that must be offered by plans in the Exchanges and
new plans offered in the individual and small group markets. In addition, new private plans will be required to cover

without cost sharing prenatal visits, a wide range of preventive prenatal services, and breastfeeding supports and
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TABLE 1:

ADULT PREVENTIVE SERVICES COVERED WITHOUT COST SHARING IN PRIVATE PLANS

and behavioral
interventions
(obese adults)

v/ Iron deficiency
anemia screening

/ Breastfeeding
Supportst
- Counseling
- Consultations with
trained provider
- Equipment rental

CHRONIC HEALTHY PREGNANCY- REPRODUCTIVE
CANCER CONDITIONS IMMUNIZATIONS  BEHAVIORS RELATED** HEALTH
v/ Breast Cancer v/ Cardiovascular | v Td booster, Tdap | v/ Alcohol misuse v/ Tobacco and v/ STland HIV
- Mammography health 7/ MMR screening and cessation counseling (adults
for women 4o0+* - Hypertension ) counseling (all interventions at high risk; all
- Genetic (BRCA) screening v Meningococcal adults) 7 Alcohol misuse sexually-active
. _ . e . .. 1-
screenlpg and Lipid d!sorders v/ Hepatitis A, B / Intensive healthy screening/ womenT)
) Ig?::es:til\;]eg ) /s-\irei(:ir:ngs v/ Pneumococcal diet counseling counseling v/ Screenings
dicati P (adults w/high / Rh incompatibility - Chlamydia (sexually
me |cait.|0n / Type 2 Diabetes | ¥ Zoster cholesterol, CVD screening active women <24,
counseling screening / Influenza risk factors, diet- ) ) older women at high
v/ Cervical Cancer (adults w/ /Varicella related chronic v/ Gestational diabetes risk)
- Pap testing elevated blood disease) screenings’ - Gonorrhea (sexually
(women 21-65) pressure) v HPV . - 24-28 weeks active women at
- High-risk HPV . (women 19-26 v Tobacco coynsellng gestation high risk)
. v/ Depression and cessation ; Lvisi -
DNA testing screening and men 19-21) interventions - First prenatal visit - Syphilis (adults at
women at high risk igh ri
v/ Colorectal Cancer (adults, (all adults) Eor diabetes)g :'l\g/h risk)
- One of the when follow / Interpersonal ) )
following: up supports and domestic v/ Screenings v/ Contraception***,*
fecal occult available) violence screening - Hepatitis B (women w/repro
i - Chlamydia (<24, i
blood testing, v/ Osteoporosis and counseling,Jr high .yl (<24 capacity)
colonoscopy, screening (all (women 18-64) igh risk) - All FDA approved
sigmoidoscopy women 65+ - Gonorrhea methods as
Wormen 6§)+’at / Well-woman visits,T | - Syphilis prescribed
high risk) (women 18-64) - Bacteriurea - Sterilization
) v Folic acid procedures
v/ Obesity supplements - Patient education
- f;ﬂeaednljﬂf) (women w/repro and counseling
capacit
- Counseling pacity)

Notes: Age ranges are meant to encompass the broadest range possible. Each service may only be covered for certain age groups or based
on risk factors. For specific details on recommendations, please consult the websites listed below.
*The ACA defines the recommendations of the USPSTF regarding breast cancer services to “the most current other than those issued in
or around November 2009.” Thus, coverage for mammography is guided by the 2002 USPSTF guideline.
**Services in this column apply to all pregnant or lactating women, unless otherwise specified.

***Certain religious employers exempt from this requirement.
TRecommendation from HRSA Women’s Preventive Services. Coverage without cost sharing in “non grandfathered” plans began
Aug. 1, 2012. Coverage without cost sharing for other services began Sep. 23, 2010.

Sources: U.S. DHHS, “Recommended Preventive Services.” Available at www.healthcare.gov/center/regulations/prevention/
recommendations.html

More information about each of the services in this table, including details on periodicity, risk factors, and specific test and procedures are
available at the following websites: USPSTF: www.uspreventiveservicestaskforce.org/recommendations.htm

ACIP: www.cdc.gov/vaccines/pubs/ACIP-list.htm#comp HRSA Women’s Preventive Services: www.hrsa.gov/womensguidelines/
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the costs of breast pump rentals for lactating women. All state Medicaid programs already cover pregnancy related
care up to at least 60 days post-partum, and in fact, Medicaid currently covers 48% of all births nationwide.” Many
women, however, lose Medicaid coverage after the post-partum period since they no longer qualify for coverage
because income eligibility thresholds for parents are considerably lower than those for pregnant women.”® In states
that expand their Medicaid programs, millions of women will gain Medicaid, and the ACA will preserve continu-

ity of coverage by helping low-income new mothers maintain their coverage before pregnancy, during the prenatal
and postpartum period and beyond. The ACA also requires coverage of comprehensive tobacco cessation programs
for pregnant women on Medicaid and increased support for reimbursement of nurse midwives, birth attendants,
and free-standing birth centers. In addition, all newborns lacking any other acceptable coverage will be eligible for
Medicaid.

The ACA includes a number of other new benefits for pregnant women and new mothers, such as education and
support services to women with postpartum depression, as well as funding for research into the causes, diagnoses,
and treatments of postpartum depression. While funding levels were specified in the ACA for FYs 2010-2012, funds
were not appropriated by Congress; consequently, no grants were awarded.” There are new investments in maternal,
infant and early childhood home visiting programs* that require states to conduct family and community health
needs assessments as well as provide grants to deliver services to high-risk families. The program has been funded
for five years at $1.5 billion, and 54 states and territories were awarded funding in 2012. The ACA increases reimburse-
ment under Medicare to pay nurse midwives at 100% of the reimbursement rates of physicians. While Medicare
covers few births, its payment schedule is used by many insurers. The health reform law also amends the Fair Labor
Standards Act to require employers with at least 50 employees to provide break time to nursing mothers for up to one
year after the child’s birth as well as a private space that is not a bathroom to express milk. By providing workplace
protections, this new rule has the potential to improve breastfeeding rates for mothers returning to the workplace
postpartum. As mentioned above, new private health plans are now required to provide breastfeeding supports,
including lactation consultation with a certified consultant and breast pump rental for the duration of breastfeed-

s ¢

ing. However, as with all services, the type of breast pump is subject to insurers’ “reasonable medical management”
practices. There have been some cases of plans that provide only manual breast pumps®, which is allowed under the

law unless a physician recommends an electric pump due to medical necessity.

Family Planning and Teen Pregnancy Prevention

Contraception is one of the most widely used services among women. Most workers in employer-sponsored plans are
currently covered for contraceptives.?> Family planning counseling and FDA approved contraceptives were added as
a preventive service for women that must be covered by new private plans as of August 2012. However, in response

to objections from some religious employers that oppose the use of contraception, HHS issued an exemption from
the contraceptive coverage requirement of the law for houses of worship. In July 2013, the Department of Health and
Human Services issued a final rule stating that nonprofit religiously-affiliated employers, such as hospitals, charities,
and universities that object to the use of birth control will not have to spend their funds on the coverage of contracep-
tives. Under this rule, the insurance companies that sell plans to these employers or the third-party administrators
that operates plans for those with self-funded plans will have to arrange for or pay for contraceptives services without
cost-sharing directly for any employees and their dependents who desire it. Non-profit employers in this situation
have been given until January 2014 to comply with this regulation. A number of employers, including several for-
profit businesses, have filed lawsuits in opposition to the contraceptive coverage requirement and are continuing to

pursue their cases after the final rules were issued.
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Medicaid, in contrast, already requires that states cover family planning services without cost-sharing, and the
federal government provides an enhanced matching rate to states for these services. The ACA specifies that states
that decide to offer newly eligible Medicaid enrollees a benchmark benefit plan must include coverage of family
planning services to all qualifying individuals. Additionally, more than half of states (31) currently have limited-scope
Medicaid programs that provide coverage for family planning benefits (contraceptive devices, medical visits, and

STI screening services) for individuals who do not qualify for full Medicaid coverage.” This program, however, has
historically required that states receive special permission from the federal government to operate these more limited
scope Medicaid family planning programs - a complicated and time consuming process for state officials. The health
reform law allows states to extend eligibility for family planning services to those with incomes below 185% of pover-
ty without going through the process of filing for federal permission (some states can set higher income thresholds).
States can do this by changing their own Medicaid rules through a state plan amendment to their Medicaid program.
Ten states have done this already (California, Connecticut, Indiana, New Mexico, North Carolina, Ohio, Oklahoma,

South Carolina, Virginia, and Wisconsin).?*

The ACA also provides funding ($75 million/year) for a new program, the State Personal Responsibility Education
Program (PREP), for states to provide evidence based sex education to reduce teen pregnancy rates and the incidence
of sexually transmitted infections. In FY 2012, 49 states, the District of Columbia, Puerto Rico, and the Federated
States of Micronesia received more than $43 million to fund local programs.® The ACA also restores $50 million a year
for five years in funding for the State Title V Abstinence Education Grant Program which expired in 2009 and was
originally authorized in the 1996 welfare reform law. This program supports state programs that promote “abstinence

unless married” education, a program that has been highly controversial and is not evidence based.

Abortion

The ACA outlines specific provisions regarding coverage for abortions. Under current law, the federal Hyde
Amendment limits the use of federal funds for abortion only to cases when the pregnancy is a result of rape or incest
or is a threat to the woman’s life. This rule limits abortion coverage for federal employees, Medicaid enrollees, and
the Indian Health Service, and will remain in force under health reform. Abortions were not covered for women in the

military, even in the case of rape or incest, until December 2012, when the Sheehan Amendment was passed as part

of the 2013 National Defense Authorization
Figure 4

State laws limiting abortion coverage in the private insurance market
include the Hyde Amendment limita- and health insurance exchanges

Act, expanding access to abortion to

tions.* Furthermore, abortion coverage is
specifically banned from being required

as part of the essential benefits package
offered by plans in exchanges and all of the
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of at least one plan that does not provide

abortion coverage. States may also enact

legislation to ban any plan from offering
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Away from Women, 2013.

ing forward with new laws that do that.”
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Six states have laws banning coverage of abortion in state health exchanges, fourteen states ban abortion coverage
in both the exchanges and in the private insurance market, and two states ban abortion coverage in only the private
market (Figure 4). Most of these states have exceptions for women whose pregnancies are a result of rape or incest, or
put the mother’s life in danger, but two states (Louisiana and Texas) do not include exceptions. Additionally, plans
participating in the marketplaces may not discriminate against any provider because of an unwillingness to provide,
pay for, cover, or refer for abortions.

In states that will have exchange plans that cover abortion, federal subsidy dollars will be limited to covering abortions
only when the pregnancy endangers the life of the woman, or is the result of rape or incest, consistent with the current
Hyde Amendment. Coverage for other abortions can be paid for with private, state or local funds. To ensure that federal
funds are not used for abortion coverage, plans that do cover abortions beyond Hyde limitations must segregate funds
and estimate the actuarial value of such coverage by taking into account the cost of the abortion benefit. This separate
premium must be charged of all individuals who enroll in the plan (including men and women of all ages). For women
on Medicaid, the state rules for Medicaid coverage will remain in effect. Currently, 17 states go beyond the federal limits

on abortion coverage and offer coverage for other medically necessary abortions with state-only funds.®®

Mental Health

Women experience higher rates of overall mental illness than men and often times experience episodes and illnesses
differently.” The essential health benefits require private insurers to cover mental health screening and treatment
services, which will expand access to millions of women. Currently, only 18% of individuals who purchase health
insurance in the individual market have policies that cover mental health services.* While one out of every four
women (26%) report they have been diagnosed with depression or anxiety in the past five years, only 35% of women
reported discussing mental health topics with a physician or nurse.* In addition to increased access to general
mental health services, women now are covered for the full cost of interpersonal and domestic partner violence
screening and counseling services. Because women experience higher rates of depression and intimate partner
violence, and are more likely to utilize mental health services, expanding access to and incorporating mental health

screenings into routine care could have a major impact on the health of affected women.

COVERAGE FOR OLDER WOMEN AND WOMEN WITH DISABILITIES

Medicare

Accounting for 56% of all Medicare beneficiaries, women on Medicare have significant health needs and on average
live longer and experience higher rates of many chronic health conditions than men.*” However, the program has
relatively high cost- sharing requirements, which can be prohibitive for many seniors, particularly for older women,
who have fewer financial resources than their male counterparts. In addition to affordability challenges, the Medicare
program has had some notable gaps in coverage for long-term care, prescription drugs, and essential services such as
vision and dental care. Furthermore, some preventive benefits important to older women’s health, such as mammog-
raphy, clinical breast exams, bone density tests, and visits for Pap test and pelvic exams, have required 20% coin-
surance which can serve as a barrier to getting these recommended services.” This is especially important as older
women on Medicare have considerably lower median incomes than men ($21,853 and $27,480 respectively).*
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The ACA makes several changes to Medicare that should reduce some of the out-of-pocket costs beneficiaries have
incurred for drugs and preventive services. As discussed earlier, as of 2011, Medicare beneficiaries no longer have

to pay any cost-sharing for all preventive services that the USPSTF has rated A or B which includes mammograms,
pap smears, and bone density screenings (Table 2). In addition, all Medicare beneficiaries will be eligible to receive a
personalized health plan that includes an annual comprehensive risk assessment. Prescription drug coverage is also
a critically important issue for women on Medicare. The law makes some important changes to reduce the spending
gap found in Medicare Part D prescription drug coverage, called the “doughnut hole.” By 2020, beneficiaries will be
responsible for a 25% coinsurance rate when in the “doughnut hole,” down from the responsibility of 100% of costs
today.” Enrollees received a $250 rebate if they had any spending in the coverage gap in 2010, and in 2011 received

a 7% discount on generic drugs equaling a savings of approximately $604 per enrollee.* In 2012, the discounts
increased to 50% on brand name medications and 14% on generics. There will continue to be a phased in discount
program to reduce costs of both brand name and generic drugs for Medicare beneficiaries, saving beneficiaries nearly

an average of $4,200 by 2021.

Long-Term Care

For frail and elderly women and their fami- Figure 5
lies, long-term care is a crucial concern. Distribution of nursing home residents and home health

Women are more likely than men to both users, by gender, 2008

need long-term care services and to lack
. Nursing Home Residents Home Health Users
the social supports and resources needed
to live independently in the community.*
As a result, women comprise the major-

ity of nursing home residents and home

health users (Figure 5). Women who need

long-term care services often pay sizable

out-of-pocket costs for nursing home and

community based care, as a result of the

Total = 1.4 million Total = 2.3 million

limited coverage for long-term care under

NOTE: Nursing home residents refer to those ages 65 and older.

bOth Medicare and private policies 48 SOURCE: Kaiser Family Foundation analysis of Medicare Current Beneficiary Survey.

The ACA originally included a new program to provide some assistance with long-term care costs via the Community
Living Assistance Services and Support (CLASS) Act. This would have been a voluntary insurance program that work-
ing adults could purchase by making contributions through payroll deductions through their employer or on their
own.” However, HHS Secretary Sebelius reported in October 2011 that the Department does not see a viable path
forward and has stopped its implementation, and Congress has subsequently repealed this program.

FEDERAL OFFICES ON WOMEN’S HEALTH

The ACA codifies the establishment of Offices on Women’s Health in major federal agencies, including HHS, the
Centers for Disease Control and Prevention, the Food and Drug Administration, Health Resources and Services
Administration, and an office of Women’s Health and Gender-Based Research at the Agency for Healthcare Research
and Quality. These offices establish goals, provide information on women’s health activities, and identify women’s

health priorities within their respective agencies. The ACA also authorizes the establishment of an HHS Coordinating
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Committee on Women'’s Health to coordinate the activities of these offices as well as a National Women’s Health
Information Center to facilitate the exchange of information regarding health promotion, prevention, major advances
in research, and other relevant developments in women’s health. While many of these offices existed before the ACA,
the law offers additional protection by prohibiting termination, reorganization, or transfers of powers and responsi-
bilities of the offices or other appointed position with primary responsibility over women’s health issues without the

direct approval of Congress.

The ACA offers many opportunities to improve access to care and coverage for women of all ages, ranging from insur-
ance system reforms, to lowering out-of-pocket costs, and securing comprehensive benefits packages that address
women’s health needs across the course of their lives (Table 2). These issues are essential to women’s ability to obtain

timely, appropriate care and preventive services.
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TABLE 2:

SUMMARY OF SELECTED COVERAGE AND BENEFITS PROVISIONS AFFECTING WOMEN IN THE PATIENT
PROTECTION AND AFFORDABLE CARE AcT (P.L. 111-148)

Expanding
coverage

States can extend Medicaid coverage to uninsured citizens with incomes less than 138% of federal poverty
level ($26,951 for a family of three in 2013) but states are not required to expand Medicaid. Federal
government bears full costs of expansion through 2016 and phases down to 90% by 2020.

Legal residents with incomes between 100% and 399% of poverty can purchase insurance through state
exchanges and receive tax credits to subsidize premium costs. Uninsured with higher incomes also can
purchase coverage but will not receive subsidies.

Tax credits for certain small employers who offer coverage. Larger employers (at least 50 employees)
required to offer coverage to workers or pay a penalty beginning 2015.

U.S. citizens and legal residents required to have qualifying health coverage or pay a penalty.
Exemptions for financial hardship, religious objections, American Indians, those uninsured less than

3 months, undocumented immigrants, incarcerated individuals, if plan cost exceeds 8% of income, if
income is below tax filing threshold.

Insurance
reforms

Requires guarantee issue and renewability of policies (regardless of health status).

Prohibits higher premium charges based on gender, health status, or occupation; allows variations in
premiums based on age (3 to 1) and tobacco use (1.5 to 1) only.

Bans pre-existing condition exclusions and prohibits annual and lifetime limits on coverage.

Benefits

Essential health benefits: Requires new plans to offer minimum coverage, referred to as essential health
benefits. This benefit package includes the following categories of services: Ambulatory care, emergency
services, hospitalization, maternity and newborn care, mental health and substance abuse disorder
services, prescription drugs, rehabilitative and habilitative services and devices, laboratory services,
preventive and wellness services, and chronic disease management.

Preventive care: Requires coverage and eliminates cost-sharing for U.S. Preventive Services Task

Force (USPSTF) recommended services, Advisory Committee on Immunization Practices recommended
immunizations and HRSA women’s preventive services in qualified health plans and Medicare. Financial
incentives (no requirement) for Medicaid to cover these services without cost-sharing.

Maternity care: Maternity and newborn care included as essential benefit in plans; requires Medicaid
coverage of tobacco cessation supports for pregnant women; new grants to states for home visiting and
postpartum depression services; new workplace protections for nursing mothers (break time and private
space to express milk).

Family Planning and Teen Pregnancy Prevention: Contraceptives included in HRSA women’s preventive
services package, but exemption for houses of worship; states can establish Medicaid family planning
programs without federal permission; provides $75 million/year to states for evidence based sex education
programs; and restores $50 million/year for abstinence unless married educational programs.

Abortion: Bans any federal subsidies from being used to purchase coverage for abortion beyond federal
limits (to save the life of the woman and in cases of rape and incest); At least one plan within a state
exchange must limit abortion coverage to only those permitted by federal law; excluded from essential
benefit list, and states can prohibit abortion coverage in their exchange; New state Pre-existing Condition
Insurance Plans cannot cover abortions beyond those permitted by federal law.

Medicare

Eliminates cost-sharing for USPSTF recommended services; added personalized health plan benefit with an
annual comprehensive risk assessment.

Enrollees received a $250 rebate if they had any spending in the coverage gap (doughnut hole) and will be
eligible for a new phased in discount program to reduce costs of brand name and generic drugs. Reduces
the prescription drug coinsurance rate to 25% of costs by 2020.

Women’s
health

Codifies the establishment of Offices on Women’s Health in major federal agencies, including HHS, CDC,
FDA, HRSA, and AHRQ; Establishes an HHS Coordinating Committee on Women’s Health and a National
Women’s Health Information Center.
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APPENDIX A: STATE LEVEL ESTIMATES OF PERCENT OF UNINSURED WOMEN AGES 18-64 AND THEIR INCOME
DISTRIBUTION 2010-2011

Total Number of Women = Total Number of Percent of Total Income <138% Income 139-399%
Ages 18-64 in State Uninsured Women Women in State Federal Poverty Level Federal Poverty Level
Alabamat 1,525,401 271,234 18% 62% 32%
Alaskat 220,988 45,543 21% 50% 44%
Arizona 2,011,427 431,882 21% 54% 36%
Arkansas 896,299 219,018 24% 55% 36%
California 11,870,062 2,769,979 23% 56% 35%
Colorado 1,597,071 259,106 16% 49% 39%
Connecticut 1,146,498 130,706 11% 44% 40%
Delaware 287,157 36,037 13% 48% 39%
District of Columbia 225,241 25,036 11% 53% 36%
Floridat 5,884,994 1,516,602 26% 53% 35%
Georgiaf 3,207,866 809,563 25% 56% 35%
Hawaii 417,696 43,299 10% 61% 32%
Idahot 467,667 117,588 25% 54% 40%
Illinois 4,048,572 734,400 18% 53% 38%
Indianat 2,014,547 360,647 18% 52% 36%
lowa 953,618 129,619 14% 50% 41%
Kansast 851,015 138,901 16% 56% 34%
Kentuckyt 1,387,818 260,535 19% 59% 34%
Louisianat 1,413,798 396,092 28% 57% 38%
Mainet 431,583 49,316 11% 40% 48%
Maryland 1,913,130 294,172 15% 45% 44%
Massachusetts 2,140,586 98,729 5% 47% 37%
Michigan 3,100,862 495,044 16% 56% 32%
Minnesota 1,636,383 180,245 11% 48% 40%
Mississippit 910,632 209,996 23% 63% 32%
Missourit 1,861,616 337,653 18% 53% 39%
Montanat 302,873 74,707 25% 53% 34%
Nebraskat 564,051 88,584 16% 45% 43%
Nevada 845,619 222,590 26% 55% 35%
New Hampshiret 424,351 57,419 14% 34% 48%
New Jersey 2,785,769 532,836 19% 48% 39%
New Mexico 630,428 167,958 27% 57% 36%
New York 6,341,558 998,669 16% 50% 38%
North Carolinat 3,054,772 660,935 22% 54% 36%
North Dakota 208,063 27,778 13% 49% 39%
Ohiot 3,590,553 604,428 17% 51% 42%
Oklahomat 1,136,666 253,784 22% 52% 39%
Oregon 1,236,603 223,303 18% 52% 40%
Pennsylvania® 4,009,093 521,449 13% 51% 40%
Rhode Island 340,264 48,457 14% 51% 39%
South Carolinat 1,496,649 352,267 24% 52% 38%
South Dakotat 246,690 41,629 17% 53% 36%
Tennesseet 2,039,989 323,646 16% 55% 39%
Texast 8,003,655 2,404,986 30% 57% 35%
Utaht 822,824 145,527 18% 49% 39%
Vermont 207,305 21,824 11% 40% 42%
Virginiat 2,596,944 439,685 17% 48% 40%
Washington 2,149,213 391,894 18% 50% 40%
West Virginia 603,673 122,222 20% 53% 36%
Wisconsint 1,738,653 190,226 11% 49% 38%
Wyoming? 175,039 41,734 24% 39% 47%

Notes: The federal poverty level (FPL) for a family of three in 2011 was $18,530. TStates not expanding or debating whether to expand Medicaid.
Source: Kaiser Family Foundation/Urban Institute estimates of ASEC supplement to March 2011 and March 2012 Current Population Surveys, U.S. Census Bureau.

Health Reform: Implications for Women’s Access to Coverage and Care



! National Federation of Independent Business v. Sebelius, 567 U.S. ___ (2012). The case was heard together with Florida v. Department of Health
and Human Services.

% US Department of Health and Human Services, The Affordable Care Act and Women, March 2012.

3 Kaiser Family Foundation, Women’s Health Insurance Coverage Factsheet, 2012.

4 Kaiser Family Foundation/Urban Institute analysis of 2012 ASEC Supplement to the Current Population Survey, U.S. Census Bureau.

> Kaiser Family Foundation and Health Research and Educational Trust, 2013 Employer Health Benefits Annual Survey, 2013.

® Kaiser Family Foundation, State Decisions on Health Insurance Exchanges and the Medicaid Expansion, 2013.

7 Kaiser Family Foundation, Medicaid’s Role for Women Across the Lifespan: Current Issues and the Impact of the Affordable Care Act, 2012.

8 Legislation extends Medicaid coverage to all individuals with incomes up to 133% of the poverty level (FPL) and includes a provision to disregard
first 5% of income, effectively extending Medicaid to all individuals with incomes up to 138% FPL.

9 Kaiser Family Foundation, A Guide to the Supreme Court’s Decision on the ACA’s Medicaid Expansion, 2012.

*° Kaiser Family Foundation, State Health Facts, Status of State Action on the Medicaid Expansion Decision, as of June 20, 2013.

*! Kaiser Family Foundation analysis of the March 2011 and 2012 Current Population Survey, U.S. Bureau of the Census.

2 Kaiser Commission of Medicaid and the Uninsured, The Cost of Not Expanding Medicaid, 2013.

3 National Women’s Law Center, Turning to Fairness: Insurance Discrimination Against Women Today and the Affordable Care Act, March 2012.

4 Committee on Energy and Commerce, U.S. House of Representatives, “Memorandum on Maternity Coverage in the Individual Health Insurance
Market,” October 12, 2010.

*> Kaiser Commission on Medicaid and the Uninsured, State Children’s Health Insurance Program Reauthorization Act, 2009.

% Kaiser Family Foundation analysis of the March 2012 Current Population Survey, U.S. Bureau of the Census

7 U.S. Department of Health and Human Services, State-Level Estimates of Gains in Insurance Coverage Among Young Adults, 2012.

8 Healthcare.gov, State by State Enrollment in the Pre-Existing Condition Insurance Plan, as of August 31, 2012, October 2012.

9 Center for Consumer Information and Insurance Oversight, Essential Health Benefits Bulletin, December 2011.

2% |nstitute of Medicine. 2011. Clinical Preventive Services for Women: Closing the Gaps. Washington, DC: The National Academies Press.

! Health Resources and Services Administration (HRSA), Women’s Preventive Services: Required Health Plan Coverage Guidelines, 2011.

2 Kaiser Family Foundation, State Coverage of Preventive Services Important For Women Under Medicaid: Findings from a State-Level Survey, 2012
%3 Starfield, Barbara. “Refocusing the system” NEJM; 359:20. 2008.

24 Council on Graduate Medical Education, New Paradigms for Physician Training for Improving Access to Health Care, September 2007.

%5 Kaiser Family Foundation analysis of the Medicare Current Beneficiary Survey 2008 Cost and Use File, unpublished.

26 Estimate based on AHRQ, Care of Women in U.S. Hospitals, 2000: HCUP Fact Book No. 3, September 2002.

%7 Kaiser Family Foundation, Visualizing Health Policy: The Role of Medicaid and Medicare in Women’s Health Care, May 2013.

28 Kaiser Family Foundation, Medicaid’s Role for Women Across the Lifespan: Current Issues and the Impact of the Affordable Care Act, 2012.

29 National Association of County and City Health Officials, Public Health and Prevention Provisions in the ACA, 2013

3% HRSA, Maternal, Infant, and Early Childhood Home Visiting Program, 2013.

3! Kaiser Health News, “Health Law Covers Breast Pumps, But Not All Moms get the Best.” March 20, 2013.

32 Kaiser Family Foundation and Health Research and Educational Trust, 2012 Annual Employer Health Benefits Survey, 2012.

33 Guttmacher Institute, State Medicaid Family Planning Eligibility Expansions, State Policies in Brief, August 2013.

34 Guttmacher Institute, State Medicaid Family Planning Eligibility Expansions, State Policies in Brief, August 2013.

% Health and Human Services, Personal Responsibility Education Program Fact Sheet, April 2012.

3% Senator Sheehan, “Sheehan Amendment Signed into Law” January 3, 2013.

37 National Women’s Law Center, State Bans on Insurance Coverage of Abortion Endanger Women’s Health and Take Benefits Away from Women, 2013.
38 Guttmacher Institute, An overview of Abortion Laws, State Policies in Brief, June 2013.

3 substance Abuse and Mental Health Services Administration, Results from the 2010 Survey on Drug Use and Health: Mental Health Findings, 2012.
4° U.S. Department of Health and Human Services, Essential Health Benefits: Individual Market Coverage, 2011.

4! Kaiser Family Foundation, Kaiser Women’s Health Survey, 2008; KFF, Women’s Health Care Chartbook, 2011.

42 Kaiser Family Foundation, Medicare’s Role for Older Women, 2013.

“3 Trivedi, A. “Effect of Cost Sharing on Screening Mammography in Medicare Health Plans” NEJM; 358:357-383. 2008

44 Kaiser Family Foundation, Medicare’s Role for Older Women, 2013.

4 Kaiser Family Foundation, Health Reform: An Overview, October 2010

“y.s. Department of Health and Human Services, Medicare Beneficiary Savings and the Affordable Care Act, February 2012.

47 Salganicoff A, et al. “Health Coverage and Expenses: Impact on Older Women’s Economic Well-Being,” Journal of Women, Politics, and Policy, 2009.
“8 Kaiser Family Foundation, Medicare’s Role for Older Women, 2013.

49 Kaiser Family Foundation, Health Care Reform and the CLASS Act, April 2010.

Health Reform: Implications for Women’s Access to Coverage and Care 15



THE HENRY J.

FOUNDATION

THE HENRY ). KAISER FAMILY FOUNDATION

Headquarters

2400 Sand Hill Road

Menlo Park, CA 94025

Phone 650-854-9400 Fax 650-854-4800

Washingtin Offices and

Barbara Jordan Conference Center
1330 G Street, NW

Washington, DC 20005

Phone 202-347-5270 Fax 202-347-5274

www.kff.org

This publication (#7987-03) is available on the Kaiser Family Foundation’s website at www.kff.org.

The Kaiser Family Foundation, a leader in health policy analysis, health journalism and communication, is dedicated
to filling the need for trusted, independent information on the major health issues facing our nation and its people.
The Foundation is a non-profit private operating foundation, based in Menlo Park, California.




