A Framework for Making Universal Health
Coverage Meaningful for Women

Our Vision

Women should be at the forefront of every conversation about the future
of our health care system. Access to quality care is essential not only to
women’s physical and mental well-being, but also their economic security
and ability to participate fully in society. Women play an outsized role as
health care decision-makers, paid and unpaid caregivers, a vital majority
of the health workforce, and advocates for themselves and their loved
ones. Women spend a disproportionate amount of their economic
resources on health care, and women are central to the health care
workforce.

We use the term “women” in this report, but we recognize that barriers to health care affect people
of many gender identities – transgender, gender nonbinary and cisgender alike. Barriers to health
care – especially reproductive health care – are often exacerbated for people in the LGBTQ
community due in part to discrimination, stigma and a lack of cultural competency. The National
Partnership works to remove barriers so that everyone is able to access the care they need. Quality,
informed care for people of all genders must be covered under any universal coverage proposal.

Nonetheless, women’s perspectives and health care
needs are too frequently ignored or excluded, with a
variety of adverse health and economic
consequences for them and their families.
This framework outlines essential elements of
universal coverage that any proposal must include
to meet the needs of women, and in particular
women of color, immigrant women, women with
low incomes, and women with disabilities. Despite
recent significant coverage gains, disparities in
coverage still persist for these women. And even when women have coverage, it is
increasingly difficult for them to afford the health care services they need.
We believe that all women regardless of race, income level, immigration status,
disability, gender identity or sexual orientation should have access to high quality,
affordable health coverage that meets their health care needs throughout their lifespan.
Anything less should not be defined as universal coverage. And health care workers, the
majority of whom are women, deserve to be paid a living wage, basic workplace
protections, and the right to form a union. Elected officials and candidates who support
women’s equity should champion policies that are included in this framework. They
must recognize that without such coverage women cannot achieve the well-being and
economic security that is essential for them to be full and equal participants in our
society.
There are many pathways to achieving universal coverage; some of those include
creating a single payer system, offering a public option, or promoting more competition
among health plans. Regardless of the path, any plan should include the communities
most impacted as policy partners to co-create the plan and its rollout components, and
should include ongoing implementation funding that ensures health care is actually
accessible rather than just more widely available. It is particularly important that plan
formulation, rollout and assessment include self-advocates from communities who are
often sidelined in health care reform conversations (e.g. advocates for disability rights,
mental and behavioral health, immigrants, LGBTQ people, low-income people, youth,
and rural communities).
This framework is intended to provide a guide to the must-have elements of universal
coverage regardless of the pathway to coverage. Moreover, achieving universal
coverage is only one part of our overall vision for advancing health equity. This

2

framework does not specifically address other critical health care issues such as
eliminating bias and discrimination in medical practice, increasing person-centeredness
of care delivery or reducing the costs of health care services. Furthermore, while this
framework does not address how universal coverage proposals should be financed, an
essential part of financing meaningful, universal coverage is ensuring a progressive
financing system where accrued savings go towards supporting coverage expansions
and health care worker wages. Any universal coverage proposal should also minimize
disruption to consumers and provide a reasonable and smooth transition from the
current health care system to a universal coverage program.

Equitable Access to Health Coverage
Ensuring that every person living in the United States has access to coverage would
have a significant impact on eliminating disparities in health care access and outcomes,
and increase economic stability. For the first time in a decade, the number of people
without health insurance increased in 2018, to a total of 28.6 million people – 10.8
million of whom are women.1 Several of the most common reasons for being uninsured
include the lack of knowledge about eligibility for Medicaid or subsidized insurance,
falling into the Medicaid coverage gap, and immigration status.
Over half of all uninsured women are eligible for either Medicaid or subsidies under the
Affordable Care Act (ACA) but may still struggle with affordability, lack awareness of
their options, require targeted outreach to help them get covered or remain uninsured
for other reasons.2 Additionally 12 percent of uninsured women live in states that have
not implemented Medicaid expansion and are stuck in a Medicaid coverage gap (their
incomes are above Medicaid eligibility limits but too low for ACA Marketplace premium
tax credits).3 This coverage gap perpetuates geographic and racial disparities in
coverage, as Black women are more likely to live in these states.4
Immigrant women also face barriers to obtaining
coverage based solely on their immigration
status. Many lawfully present immigrants are
ineligible for Medicaid because of restrictions
such as the Medicaid five-year bar, which only
grants lawful permanent immigrants eligibility for
Medicaid and the Children’s Health Insurance
Program (CHIP) after five years of residence. And
immigrants without documentation are
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completely prohibited from enrolling in Medicaid or purchasing insurance on the ACA
Marketplaces in nearly all states. These restrictions and more recent administrative
proposals, like the public charge rule, very clearly target immigrant women with low
incomes and disproportionately affect immigrant women of color.
These barriers and many others to health insurance coverage have serious implications
for women’s health and access to care. Therefore, universal coverage proposals should
make high quality, affordable health care equitably accessible to every person living in
the United States regardless of national origin, immigration status, income, employment
status or employer, race, ethnicity, language, sex, sexual orientation, gender identity,
disability or age. Proposals should eliminate eligibility restrictions for immigrants
without documentation, as well as the five-year bar for Medicaid and CHIP eligibility.
Proposals should also provide adequate funding for targeted outreach to uninsured
communities, a streamlined, simplified enrollment process, and adequate education and
support for those who qualify for Medicaid or subsidy assistance. And finally, any
universal coverage proposal should be consistent across all states and territories so that
a woman’s access to coverage does not depend on where she lives.

Cost and Affordability
The financial burden of health care and coverage
is significant for many women, both for those
who are uninsured as well as for those with
coverage.
Affordability is the leading reason why more than a third of the remaining 10.8 million
uninsured women still lack coverage.5 In 2016 more than half (59 percent) of uninsured
women delayed or skipped specialist care, a test, a prescription or a visit to the doctor
due to costs.6 At the same time, many women with coverage also face financial hardship
that limits their access to care. This includes women with employer coverage and
women in the Marketplace with or without subsidies. For example, more than one-third
of women with employer insurance (34 percent) skipped a test or care because of the
costs.7
Lack of affordable coverage exacerbates racial wealth and income inequalities, a result
of both historical and ongoing systemic racism. High insurance premiums, co-payments
and deductibles can be particularly burdensome for women of color who on average
earn lower wages, have fewer financial assets, accumulate less wealth and have higher
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rates of poverty than white women.8
Accordingly, four in ten Black women had
outstanding medical bills in 2017, compared to
one in three white women.9
Women with lower incomes also experience
cost-related barriers at twice the rate of their
counterparts with higher incomes.10 Even more
concerning, people with lower incomes spend a
greater percentage of their income on health care and often have to forgo health care in
order to pay for other necessities, like rent or food. 11
Universal coverage proposals should adequately protect women from high health care
costs and financial hardship. At a minimum, proposals should cap premiums, out-ofpocket costs, including deductibles, co-pays and coinsurance, and out-of-network
charges, based on an individual’s income, as well as the cost of family coverage, and
women with low and middle-incomes should contribute a lesser share than their
counterparts. Additionally, to the extent that individuals are limited to a network,
surprise medical billing should be prohibited. Universal coverage proposals should also
ensure that prescription drugs are affordable for everyone by directly addressing the
cost of prescription drugs and holding the pharmaceutical supply chain accountable.
Finally, no woman should have to face cost barriers, including co-payments or other
cost-sharing when seeking preventive services.

Providing Benefits that Meet Women’s Needs
Women need coverage that meets their specific health care needs across their lifespan.
In this section, we highlight several key coverage areas that are of particular importance
for women’s health. These are benefits that are often first to get cut, attacked or entirely
disregarded, and reflect high impact priorities that have emerged in our work to
advance equality for all women. They are not intended to be inclusive of the full range
of services that should be included in universal coverage proposals.
In addition, it is imperative that universal coverage proposals not weaken the existing
coverage requirements in Medicare, Medicaid, Marketplace plans or any other plan that
provides access to quality care.
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 Maternity Care
Despite requiring maternity care coverage in most insurance plans, dire and persistent
disparities exist in access and outcomes. For example: Black women are three to four
times more likely to experience a pregnancy-related death than white women.12 Black
women also experience higher rates of maternal health complications.13 Rural women
and American Indian and Alaska Native women similarly face high rates of maternal
deaths.14
To help address these disparities, benefits for maternity care must be strengthened and
must cover the services women need throughout pregnancy and in the postpartum
period. Coverage should include routine and specialized prenatal visits, ultrasounds,
home visiting, childbirth education, labor and birth, postpartum visits and support for
one year after birth, and mental health screening and services. Additionally, coverage
should include providers that can help women achieve optimal birth outcomes and
experiences, including coverage of doulas, midwives, community-based providers and
birth centers, in addition to hospital-based birth settings and providers.
 Comprehensive Reproductive Health Care
Abortion
While nearly one in four women in the U.S. will have an abortion by age 45, 15 far too
many people lack insurance coverage for abortion care because of where they live,
how they are insured, how much they earn or their ability to pay. For many people,
insurance coverage for abortion care means the difference between getting the
health care they need and being denied that care. The impact of such a denial can
have long-term, devastating effects on a woman’s – and her family’s – health and
economic security.16
Lack of insurance coverage for abortion care disproportionately harms communities
that already face barriers to health care, like people of color, young people, people
with disabilities and people with low incomes. For example, people of color are
more likely to live in poverty due to systemic barriers such as racism and
discrimination. This means people of color are less likely to be able to afford to pay
for abortion care, or other health care, out-of-pocket.17
Providing comprehensive insurance coverage for abortion care not only promotes
the health and economic security of individuals and their families, it is also
consistent with the reality that abortion is both basic health care and a fundamental
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human right. Therefore, universal coverage proposals must include comprehensive
coverage for abortion care for all enrollees. Medication abortion and abortion
procedures, as well as all related pre-care and post-care, should be covered. This
includes confidential access to care for young people, without mandated parental
consent or notification, including confidentiality in billing and insurance claims
processing procedures.
Contraception
Meaningful access to contraception through comprehensive insurance coverage
improves women’s health outcomes, as well as their economic security. Women’s
ability to plan and space their pregnancies through access to birth control is linked
to greater educational and professional opportunities and increased lifetime
earnings.18 In addition, many women need birth control to manage medical
conditions, such as treating menstrual disorders or reducing the risk of certain
cancers.19 Women also need access to the type of birth control that works best for
them. No matter why someone uses contraception, insurance coverage means that
they can get the method they need without having to worry about cost.
Despite expanded access to contraception under the ACA, more than 19 million
women in the United States who are in need of publicly funded contraception
currently live in contraceptive deserts, meaning that they lack reasonable access to a
health center that offers the full range of contraception methods.20 Furthermore,
women with lower incomes and women of color are still less likely to have access to
or use contraception.21 This stems, in part, from historical and ongoing reproductive
coercion and systemic racism within the health care system, which has impacted
women of color, women with lower incomes, women with disabilities, young
women, immigrant women, LGBTQ people and incarcerated women.22
Universal coverage proposals must ensure full coverage of all FDA-approved
methods of contraception, including medication and devices, as well as over-thecounter methods and male-controlled methods. Coverage should also extend to
comprehensive, non-directive, culturally relevant counseling so that people can
make informed decisions about contraception use, insertion and removal of devices,
and related follow-up care. There should be no age limits on contraceptive
coverage – young people should be able to access contraception and related care
without mandated parental notification or consent, and there should be
confidentiality in billing and insurance claims processing procedures.
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Other Reproductive Health Care
Comprehensive reproductive health care should go beyond covering abortion and
contraception services so that everyone has coverage for the full range of
reproductive health care services they may need. This includes, but is not limited to,
fertility care, such as sperm and egg donation, in vitro fertilization, and other
assisted reproductive technologies without restrictions regarding the need to
“prove” the absence of conception, which has a discriminatory impact on many
people including many members of the LGBTQ community and some people with
disabilities; menstrual supplies and care for menstruation-related pain,
endometriosis, fibroids and polycystic ovary syndrome; care for sexual pleasure and
dysfunction; gender-affirming health care; and other reproductive health care needs
for all people.
 Preventive Care
Preventive health care is an effective tool for improving the health and well-being of
women.23 Research shows that women generally need to use more preventive care than
men due to reproductive and gender-specific conditions, but are also more likely than
men to forgo preventive services such as cancer screenings and dental examinations
because of cost.24
Despite huge improvements in the coverage of preventive services under the ACA, there
are still significant gaps in women’s screening and diagnosis. Although there are
covered preventive screenings for breast and cervical cancer, women of color continue
to fare worse than white women do.25 This is in part due to gaps in access to care, but is
also due to delays in screening, diagnosis and treatment which are a result of structural
bias and discrimination in the health care system and clinical research.
Preventive services should be covered based on evidence-based recommendations
including Health Resources and Services Administration (HRSA)-supported women’s
preventive services guidelines, United States Preventive Services Task Force (USPSTF) A
and B recommendations, Bright Futures Project and the Advisory Committee on
Immunization Practices recommendations. Specifically for women’s preventive services,
coverage should, at a minimum, include breast cancer screening for average-risk
women, breastfeeding services and supplies, screening for cervical cancer,
contraceptives and contraceptive counseling, screening for gestational diabetes,
screening and brief counseling for interpersonal and domestic violence, counseling for
sexually transmitted infections, and well-woman preventive visits.
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 Behavioral Health Care
Behavioral health care includes promoting women’s well-being by preventing or treating
mental conditions, such as depression or anxiety, as well as preventing or treating
substance use disorders. State and federal laws promoting mental health parity and the
ACA’s essential health benefits have greatly expanded coverage of behavioral health
services.
This is of particular importance for women as approximately 12 million women in the
United States experience clinical depression each year and about one in eight women
can expect to develop clinical depression during their lifetime.26 Additionally, data show
that for Black women, anxiety disorders (which are the most common mental health
condition in the United States) are more chronic and the symptoms are more intense
than for white women.27
Women are also disproportionately affected by the opioid crisis and its underlying
issues. In rural areas, where the opioid crisis has been especially severe, pregnant
women and women experiencing intimate partner violence are among populations with
higher prevalence of misuse of prescription pain relievers.28 Additionally, heroin use has
also been increasing among women, and at rates faster than men.29
Behavioral health covered benefits should encompass integrated mental health care and
treatment, such as psychotherapy and counseling, and inpatient services. Coverage
should also include screening, early intervention and ongoing treatment as part of
maternal health care and elder care, as well as for substance use disorders, including
medication assisted treatment.
 Long-term Services and Supports
Millions of women rely on long-term services and supports (LTSS) because women live
longer, have higher rates of disability and have more chronic health problems than men.
In fact, one in four women and about 42 percent of adults aged 65 years or older are
living with a disability.30 Unfortunately, the high-out of pocket costs for LTSS makes
these critical services out of reach for most women, and places a high burden on unpaid
family caregivers – 60 percent of whom are women.31 Due to persistent income
disparities between men and women, women also often lack the financial resources to
pay for these additional years when they need more support and services. 32
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A national long-term services and supports system is an essential part of any universal
coverage proposal, especially for older women and women with disabilities. It should
promote optimal health by tailoring services to individual needs and preferences,
supporting women’s ability to live in their home or community as well as in institutional
settings, and integrating care to address women’s physical, mental and behavioral
health. Coverage should prioritize services provided in the most community-integrated
and least restrictive settings to maximize women’s autonomy, well-being and economic
security.
 Hearing, Vision and Dental Care
Coverage of hearing, vision and dental care have often been purchased as separate
insurance plans, or not covered at all, but are part of whole-person care and should be
better integrated into routine health care.
Women are more likely to face vision issues as they age.33 And, although women are
less likely to suffer from loss of hearing, they are more likely to experience depression
when they have impaired hearing.34 Oral health is also important across women’s
lifespan: changing hormone levels during menstrual cycles, pregnancy and menopause
can raise the risk of problems in women’s mouth, teeth or gums.35 Poor oral health can
also have a harmful effect on pregnancy outcomes.36 Additionally, there is new research
suggesting a direct connection between poor oral health and negative impacts on
mental health and cognitive issues.37
Universal coverage proposals should fully integrate coverage (including prevention,
screening and treatment) for the hearing, vision and oral health care needs of women.

Consumer Protections
Women must be able to access the care they need
when they need it, without being subject to
discrimination, political interference or intrusion in
the patient-provider relationship.
 Nondiscrimination
All people should receive health care that is free of shame, stigma, bias and
discrimination. Specifically, any health care entities involved in universal coverage
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proposals should be prohibited from discriminating based on the patient’s race, sex,
gender identity, sexual orientation, ethnicity, national origin, immigration status,
disability, age, income, and religion or health status.
Before the ACA, insurance companies routinely discriminated against women by
charging them more than men for health coverage, refusing to cover essential women’s
health services (such as maternity care) and denying women coverage based on what
they considered pre-existing conditions. The ACA included new protections in Section
1557, known as the Health Care Rights Law, which prohibits discrimination in health care
on the basis of race, color, national origin, age, disability and sex. Universal coverage
proposals should build on this groundbreaking nondiscrimination provision to ensure
that all women can get the care they need.
Universal coverage proposals should expressly prohibit the use of religion to prevent
women, LGBTQ individuals and their families from receiving the care, information or
coverage they need, particularly in the context of reproductive and trans-related health
care.
 Providing high-quality care informed by the best science and evidence
All patients deserve accurate information, high-quality care and the treatment options
that best meet their needs. Health care providers should not be stymied by restrictions
that limit or undermine the provision of care or be prohibited from offering the best
available care options. Universal coverage proposals, therefore, should protect the
patient-provider relationship, preserve patient autonomy and ensure that the course of
care is guided by the best available science and evidence.38
Moreover, when creating and implementing universal coverage proposals, policy makers
must use evidence-informed, peer-reviewed and medically accurate data and research
that is as free of bias as possible to guide decision-making, specifically when related to
eligibility and covered benefits.
Universal coverage proposals should ensure an extensive provider network, and women
should be guaranteed choice of qualified, eligible providers that are accessible for their
needs. Women should also be able to receive insurance coverage for all of the services a
provider is qualified to offer.
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For example, some insurers only reimburse for abortion care that is provided by a physician – this
is despite evidence that advanced practice clinicians, such as nurse practitioners, certified nursemidwives and physicians assistants, can safely and effectively provide abortion care.

 Additional Protections
Anti-discrimination protections should be vigorously enforced – universal coverage
proposals must therefore include mechanisms to ensure compliance.
In cases where women face discrimination or cannot access the care they need,
consumer protections, such as a right to due process, an appeals process or a private
right of action, must be in place. In addition to a fair appeals process, consumer
safeguards should include complete and consumer-friendly notice requirements;
effective consumer outreach and education; and adequate protections pertaining to
accessibility, privacy, confidentiality and data sharing.

Supporting the Health Care Workforce
A key component of quality health care is ensuring that our health care workforce –
predominantly comprised of women – is strong and that their own health and economic
needs are being met, including not only nurses and doctors but also home care workers,
technicians, service workers and other support staff. Yet even though health care jobs
are some of the fastest-growing occupations, they are often low-paid, offer few benefits
and expose workers to harassment and violence in their workplaces, resulting in
economic and health insecurity for workers and lower-quality care for consumers. This
comes at a high cost to women both as consumers of health care and as health care
workers. Women of color are central to the health care workforce and too often are
overrepresented in many of the lowest-paid jobs.39
Universal coverage proposals should take steps to improve health care jobs and create
an equitable future for health care workers. That includes ensuring all health care
workers are paid at least $15 an hour and have basic protections including the right to
form a union, paid sick days, paid family and medical leave and health insurance. Efforts
to advance universal coverage should also support the expansion and enforcement of
labor and employment protections for all health care workers many of whom were
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historically excluded from these protections as a
result of the racist and sexist underpinnings of
our nation’s labor laws.

Conclusion
We envision a world where all women have
access to affordable, quality health care that is
free of shame, stigma, bias and discrimination
and where health care workers are treated with
dignity and respect. All women in the United
States should be eligible for and enrolled in
insurance coverage that provides robust benefits that meet their needs across their
lifespan at an affordable cost. Women’s health care and coverage should be protected
from political interference and discrimination to ensure they have access to the care
they need from trusted providers.
Achieving universal coverage is one part of our overall vision for advancing health
equity. Improving the health and well-being of all women will also require working to
end discrimination in health care; providing more culturally sensitive, whole personcentered care; and an unrelenting focus on reducing racial and ethnic disparities. This
includes multi-sector initiatives and health insurance coverage of services to address the
non-medical factors (social determinants) that impede women’s ability to achieve the
best health outcomes, such as nonemergency transportation services, housing, nutrition
and safety. Improving health care additionally requires policy change outside of the
health care system, including increased funding for social services and supports to help
address social determinants of health and remedy the negative health impacts of
systemic discrimination, including discrimination based on race and gender.
Providing meaningful, universal coverage is a foundation for moving forward on many
of these goals by ensuring that all women are connected with the health care system
and will benefit from future progress and reforms.
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