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1. Millions of women stand to benefit from the Medicaid Expansion. The Expansion will produce a significant
reduction in the number of uninsured women aged 16-64 in each of the 50 states.1 In 2010, 55 percent of the 19
million currently uninsured women in the U.S. had incomes low enough to qualify for coverage under the
Medicaid Expansion.2 Additionally, women are high utilizers of health care due to their reproductive and genderspecific health needs, chronic disease burden, and longer average life spans, making the Medicaid Expansion
particularly important for women.
2. The Medicaid Expansion is important for women without children. Medicaid currently covers women only if
they meet both categorical (e.g. parent, pregnancy) and income criteria. Under the Expansion, low-income
individuals will qualify for coverage based solely on their income.3 For the first time, many women with incomes
below roughly 133% FPL who are not currently pregnant or parenting will be eligible. This access to coverage
will allow childless adult women to obtain comprehensive health care, including pre-conception care, which
leads to healthier pregnancies and birth outcomes for those who later become pregnant.
3. The Medicaid Expansion will help low-income mothers coordinate family health care. While states have
long been required to cover some low-income parents with dependent children, only 10 state Medicaid programs
currently extend that coverage to parents with incomes up to (or above) 133% FPL.4 The Medicaid Expansion
will ensure that low-income mothers with incomes up to roughly 133% FPL receive comprehensive coverage
through the same system that covers many of their children. This will facilitate coordination of family health care,
as 80% of mothers take primary responsibility for choosing their children’s doctor, taking them to doctor’s
appointments, and managing follow-up care.5
4. The Medicaid Expansion will increase access to family planning services and supplies. Currently,
Medicaid enrollees receive coverage of family planning services and supplies. However, only 26 states extend
coverage of family planning benefits to individuals with limited income who do not meet the categorical eligibility
criteria.6 Three out of every 10 women in need of publicly subsidized family planning live in a state that does not
currently provide expanded family planning coverage.7 If implemented, the Medicaid Expansion will change that
by providing all newly eligible individuals with a benefit package that must include family planning services and
supplies. 8
5. The Medicaid Expansion will offer a strong comprehensive benefit package for women. In addition to
family planning services, Medicaid benchmark plans (the type of health plans that will enroll the majority of those
eligible under the Expansion) are required to include at least all of the categories of benefits offered in the state
insurance exchanges, including maternity and preventive services.9
6. Women in the Medicaid Expansion will benefit from overall cost-sharing protections. Medicaid includes
numerous protections to limit the premiums, deductibles, copays, and cost-sharing that otherwise make
insurance too expensive for low-income people.10 Low-income women in the Expansion will benefit from these
and additional Medicaid rules that guard against cost-sharing for family planning services and supplies and
pregnancy care.11 This is particularly important for women, who are significantly more likely than men to forgo or
postpone obtaining health care or treatment for themselves because of cost.12
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7. Women in the Medicaid Expansion will have freedom to choose their reproductive health providers. Due
to the sensitive nature of reproductive health services and the prolonged period of time that women require
them, it is important that each woman has access to providers with whom she is comfortable and who are
familiar with her health history. Medicaid law grants special “freedom of choice” protections for family planning
care that will apply to women in the Expansion.13
8. The Medicaid Expansion will help reduce gender-based health disparities. Nearly 40%of women have a
chronic condition that requires ongoing medical attention, compared to 30% of men.14 Women experience higher
rates of arthritis, asthma, and obesity, and are affected by anxiety and depression at twice the rate for men.15
The Expansion will help reduce these disparities by allowing low-income uninsured women to access critical
preventive and mental health services, early diagnosis tools, and treatment for chronic health conditions.
9. Women in the Medicaid Expansion will have increased access to transportation. Federal law requires
states to cover transportation to and from medical providers for individuals in Medicaid, including those enrolled
through the Expansion.16 In areas with limited public transportation or where specialists are scarce, women often
forgo health care because they lack transportation.17 Lack of geographical access is of particular concern in
areas where there are limited reproductive health providers.
10. Women in the Medicaid Expansion will benefit from important “due process” protections. Women will
benefit from heightened protections that apply when Medicaid Expansion benefits are denied, reduced or
terminated. For example, when an individual’s Medicaid benefits are going to be terminated, the individual must
receive a prior written notice explaining the basis for the decision and the opportunity for an impartial review
before the decision goes into effect.18 This may be particularly important for women, for example those whose
work income fluctuates and whose chronic conditions create ongoing health care needs.
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