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Reproductive health care is basic health care for women. Yet many women lack access to the
health care services, information, and social supports they need to stay healthy and to make
healthy decisions for themselves and their families.

The health reform law recently signed by President Obama includes many provisions of particular
importance to women. These provisions have a direct impact on women’s reproductive health, and
largely for the good—by improving access to health insurance coverage for maternity care and
family planning services, making it easier for states to expand Medicaid coverage of family
planning, investing in comprehensive sex education, and more.

However, the new health reform law also restores funding for harmful and discriminatory
abstinence-only-until-marriage programs and includes unnecessary restrictions on coverage for
abortion care, a key component of reproductive health care for women.

Health Reform Expands Access to Maternity Care

 “Maternity and newborn care” are among the categories of health services that must be
covered as “essential health benefits” in all new health plans sold to individuals and
small groups (i.e. businesses with up to 100 employees), as well as all plans
participating in the new Health Insurance Exchanges—new, easy-to-use insurance
shopping centers—starting in 2014.

 This new requirement is critical, as it is currently very difficult—and sometimes
impossible—for women to find coverage for maternity care in the individual
health insurance market.1

 Health reform prohibits health plans from denying coverage for “pre-existing conditions.”
Currently, a woman’s application can be rejected, or the pregnancy-related care she
needs can be excluded, because of pregnancy or a condition relating to pregnancy
(e.g., if she has previously had a Cesarean section).2 Starting in 2014, these
discriminatory practices are banned for all plans except existing individual health plans.3

 Health reform increases access to a range of maternity care providers by requiring
Medicaid coverage for services provided by freestanding birth centers (effective
immediately) and increasing Medicare reimbursement for Certified Nurse-Midwives
(beginning in January 2011).4 The law also requires all new health plans to give women
“direct access” to obstetrical and gynecological care (beginning in September 2010)—in
other words, it prohibits plans from requiring authorization or prior approval when
enrollees seek this type of health care.

Health Reform Expands Access to Family Planning

 Millions of women will gain access to family planning services and supplies through the
expansion of Medicaid, the joint federal and state-funded health insurance program for
low-income people. Health reform extends Medicaid eligibility to everyone with incomes
at or below 133% of the federal poverty level (FPL), making up to 4.5 million uninsured



women newly eligible for the program—which provides coverage for family planning and
many other key women’s health services (beginning in 2014).5

 This is in part because health reform restores a long-standing requirement, lost
during the Bush Administration, that insurance plans offered through the
Medicaid program include coverage of family planning services and supplies,
including plans that states make available to women made newly eligible by
health reform.

 In addition, all health plans sold to individuals and small businesses, as well as all plans
participating in the Exchange, will likely be required to cover family planning services
and supplies (beginning in 2014).

 While the details of the “essential health benefits” package are yet to be
determined, the law makes clear that the package is intended to be comparable
to the coverage available in most employer-sponsored health plans. A 2002
survey found that the overwhelming majority of “typical” employer health plans
provide coverage for contraception,6 and Title VII of the Civil Rights Act requires
all employers with fifteen or more employees to cover contraceptives in their
employee benefit plans if it covers other prescription drugs.7

 It is therefore reasonable to expect, and women’s health advocates are working
to ensure, that family planning services—which are basic preventive health care
for women—are included as a required health service.

 Health reform extends the definition of “dependent” to individuals up to age 26, making
thousands of uninsured young adults newly eligible for health insurance coverage
through a parent or caretaker’s plan (beginning in September 2010).* Because most
health plans currently provide contraceptive coverage,8 this expansion creates
important new family planning options for young adults.

 Health reform also requires all new health plans to cover and eliminate cost-sharing for
preventive services and screenings recommended by the US Preventive Services
Taskforce (USPSTF) as well as a set of key preventive health services for women, to be
defined by a designated federal agency (beginning in September 2010).

 Women’s health advocates, in keeping with Congress’ intent, are working to ensure
that family planning is recognized on this list as a key preventive service for
women. Access to contraception is critical to preventing unintended pregnancies
and to enabling women to control the timing and spacing of their pregnancies,
which in turn reduces the incidence of maternal death, low birth weight babies, and
infant mortality.9

Health Reform Also Makes It Easier for States to Expand and Maintain Medicaid Coverage
for Family Planning

 Twenty-seven states have taken an important step towards improving women’s health
by obtaining a federal waiver to expand access to family planning services under the
state’s Medicaid program.10

 Unfortunately, creating a Medicaid family planning expansion has first required the
federal government to approve a waiver of certain federal laws, a process that has in
the past posed significant bureaucratic hurdles.

 Health reform includes a provision known as “the Medicaid Family Planning State
Option.” This provision, which came into effect immediately, gives states the flexibility
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hey need to adopt a Medicaid family planning expansion or improve their current
program, without first having to obtain a federal waiver to do so.

 This common-sense measure helps states expand access to health care and save
millions of dollars that they can then put towards other pressing needs.

 Indeed, a 2003 study of six family planning expansions, funded by the Centers
for Medicare and Medicaid Services (CMS), found that the programs expanded
access to care and improved the availability of services—and that states as
diverse as Arkansas, South Carolina, Alabama, and Oregon each saved at least
$15 million a year as a result of their family planning expansions.11

Health Reform Treats Abortion Differently from all other Services and Places
Unnecessary Requirements on Individuals and Health Care Plans

 Health reform treats abortion care—a key component of reproductive health care for
women—differently than all other health care services. Abortion is prohibited from
being a required benefit for plans in the Exchanges and health care plans will determine
whether or not to cover abortion. Health care plans cannot use federal funds for
abortion services beyond those permitted under the Hyde Amendment (in cases of life
endangerment, rape, and incest) and plans that include coverage for such services will
be required to follow certain requirements to segregate private funds.

 Individuals enrolled in a health care plan offered through an Exchange that includes
coverage of abortion will be required to make two separate payments for their health
insurance – one for abortion coverage and another for the remainder of the premium.

 There must be at least one multistate plan (i.e. a plan sold in more than one state)
offered through each Exchange that does not cover abortion services beyond those
permitted under the Hyde Amendment.

 Women’s health advocates are working to mitigate any potential problems stemming
from these requirements and encourage plans to continue to cover this basic women’s
health service.

Health Reform Makes an Important Investment in Comprehensive Sex Education—But
Also Restores Funding for Harmful and Discriminatory Abstinence-Only-Until-Marriage
Programs

 Health reform provides $75 million/year for 5 years in grants to states to invest in
“personal responsibility education programs.” The programs, which must be evidence-
based, medically accurate, and age-appropriate, will educate adolescents about both
contraception and abstinence for the prevention of pregnancy and STIs, including HIV.
Funded programs must also contain at least three adulthood preparation subjects such
as healthy relationships and educational and career success.

 Unfortunately, the law also restores $50 million/year for 5 years in grants to states for
abstinence-only programs through Title V. Congress had allowed the Title V
abstinence-only program to lapse when it expired in June 2009. Abstinence-only

education programs put adolescents’ health and lives in jeopardy because they fail to
include vital information on contraception and the avoidance of sexually-transmitted
infections and often promote harmful stereotypes about gender and relationships.12

Health Reform Provides Supports for Pregnant and Parenting Teens and Women



 In addition, health reform sets aside $25 million/year for ten years for a new “Pregnancy
Assistance Fund”, used to award grants (beginning in FY 2010) to states to assist
pregnant and parenting teens and college students, as well as pregnant women who
are victims of violence.

 States can apply for grants to, among other things, establish, maintain, or operate
services for pregnant and parenting high school and college students, including
identifying and connecting pregnant and parenting students with needed services in
their community (e.g. healthcare, housing, child care). Grants may also be used to
provide services to pregnant women who are victims of violence; and to conduct
outreach to pregnant teens and women about the availability of these supports.

 Women’s health advocates are working to ensure that pregnant women utilizing these
services have access to the full range of information they need to make healthy and
responsible decisions for themselves and their families.

 In addition, nursing mothers and their infants gain from a new requirement under health
reform that employers provide a reasonable break time and location to express breast
milk (effective immediately).

For more information on women and the health reform law, visit the National Women’s
Law Center website: www.nwlc.org/reformmatters
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