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Introduction 

Women in the US receive health insurance through a patchwork of public programs such 

as Medicare and Medicaid, as well as private insurance through employers or the individual 

market. There has been a significant reduction in uninsurance rates among women in the past 

decade due to the impact of the Affordable Care Act (ACA), and particularly in states which 

elected to expand Medicaid eligibility to people with incomes up to 138% of the Federal Poverty 

Level (FPL). However, many women remain in situations where insurance is inaccessible to cost 

barriers, and even those who gained insurance under Medicaid expansion often experience gaps 

in their insurance coverage which preclude access to necessary services. The nature of the US 

health system is extremely complex, and the eligibility and benefits of Medicaid enrollees vary 

widely across states depending on a variety of factors. 

 Medicaid expansion has had a huge impact on decreasing the cost barriers faced by low-

income women, but even the low levels of cost sharing evident in the program undermine the full 

potential of the program to improve their health outcomes. In addition to stalling efforts to 

impose further cost-sharing on women with Medicaid, there are many opportunities to adjust the 

program to better suit the needs of the women covered by it. Policymakers can make a 

meaningful impact on women’s health outcomes through Medicaid by focusing on women over 

65 and pregnant women, which are both vulnerable populations who constitute a substantial 

portion of adult Medicaid enrollees. Due to the variation in Medicaid eligibility and coverage 

across the nation due to state policies, implementing changes as federal requirements for both 

traditional and expansion Medicaid coverage would maximize the benefits of new policies.  It is 

critical that these policies are undertaken without allowance for cost sharing, since that may undo 

the improvements sparked by expansion. 
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 Chapter 1 will explore the existing literature on Medicaid and its importance to women’s 

health, with an emphasis on the theoretical underpinnings of the argument for improvements to 

Medicaid based in feminist economic theory. Chapter 2 will then present an overview of the 

health care ecosystem in the US and survey some of the main issues faced by women with each 

type of insurance. There are unique problems for each public and private health care option and 

understanding the complexity of the system as a whole provides further insight into the 

importance of Medicaid as a women’s health program. In chapter 3, barriers to health care access 

for women are examined in greater detail and cost is established as the greatest barrier to care for 

women. Chapter 4 discusses the ways in which Medicaid mitigates the cost problem for low-

income women seeking health insurance and other positive economic impacts of the program 

and its expansion in some states under the ACA. Chapter 5 discusses issues that continue to 

undermine the efficacy of Medicaid expansion. Finally, the conclusion explores options to 

improve Medicaid that would better tailor the program to the needs of low-income pregnant and 

elderly women, two populations with unique and underserved health needs that constitute some 

of Medicaid’s most vulnerable recipients. 

 

Chapter 1: Review of literature on Medicaid’s importance to women’s health and 
implications of Feminist theory for improvements to Medicaid 

The Kaiser Family Foundation’s (KFF) “Women’s Health Insurance Coverage” article asks 

how women in the US access health insurance and surveys the current landscape of women's 

health insurance coverage. The researchers find that most adult women in the US had some form 

of health insurance in 2019, with about 2/3 receiving this insurance through employer-sponsored 

coverage, 17% covered by Medicaid, and the remaining women either remaining uninsured or 

purchasing non-employer-sponsored private insurance using the ACA's health exchanges. KFF 
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analyzed data from the Census Bureau to break down the health insurance coverage of women 

and the continuing challenges faced by them in this sphere. This study advances the existing 

body of knowledge surrounding women’s health and insurance rates by updating health statistics 

for the current year and gathering data to reflect the trends in insurance for women. The authors 

also note that their analysis indicates that the ACA's impact on the rate of uninsured women has 

plateaued in recent years, which has important implications for future policy decisions.  

This KFF article is invaluable because it is the most thorough and consistently updated 

source on women’s health insurance status in the U.S. A significant portion of the academic 

literature on this issue cites KFF’s work in this area or even responds directly to issues 

illuminated by their findings. In addition to this overview article, KFF provides a wealth of 

information on women’s health and is one of the few information sources on health and 

insurance in general that consistently disaggregates their data and results by sex, gender, and 

other relevant demographic factors. A significant limitation of research in this area is the 

tendency of sources to fail to incorporate sex and gender into their analysis, and this article and 

other work by KFF are important steps toward addressing those basic gaps. 

 Looking specifically at the role of Medicaid expansion in women’s health coverage, 

Margerison, et al. (2020) provide an updated outlook on the impact of Medicaid expansion on 

the health of women in their reproductive years. The researchers compared survey data on low-

income women’s self-reported health in the period from 2011-2016 to the same survey’s results 

in 2018-2019. This study concluded that expanded Medicaid eligibility was associated with 

improvements in a wide variety of impact categories, including increased healthcare coverage, 

increased utilization of services, and decreases in avoidance of care due to cost. They conducted 
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their research with specific attention to additional health factors that impact maternal and fetal 

health that develop in preconception years. This study found that Medicaid expansion may 

improve preconception health, which has implications for both mothers and children.  

 Margerison’s study provides solid evidence of the manifold benefits of Medicaid 

expansion and healthcare access in general for women. Integrating the impacts on fetal health 

demonstrates one of the many secondhand impacts of women’s access to healthcare without 

falling into the common narrative of only discussing women’s health in the context of their 

viability as child bearers; the primary focus of the study is still on the improvements to women’s 

lives regardless of pregnancy status.  The content of the available survey data likely limited the 

researchers’ ability to investigate other ripple effects of improvements to women’s health via 

Medicaid expansion. Overall, this study is an important contribution to the data that demonstrate 

the importance of Medicaid as a women’s health program.  

 Flowers, et al. (2014) investigated how Medicare beneficiaries can qualify for traditional 

Medicaid and other health programs that can supplement Medicare. Since Medicare enrollees 

can only be dual enrolled in traditional, but not expansion, Medicaid, some recipients are left 

with coverage gaps once their eligibility for expansion Medicaid elapses. This issue brief is one 

of the only comprehensive sources that discusses the impact of losing Medicaid expansion 

coverage on low-income adults who age into Medicare. The researchers contribute an important 

spotlight on an issue that is not typically mentioned in analyses of either Medicare or Medicaid. 

A major limitation of their analysis is that they use data from 2008-2010 to predict Medicare 

demographics in 2016, but the larger goal of the article to highlight the unique coverage gap 

faced by this population is resilient to errors in specific projections. 
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Some of the information presented in this brief glosses over methodology or further 

explanation, since it is to some extent targeted as a practical guide for Medicare beneficiaries and 

their caretakers, but the aspects of the paper that emphasize policy solutions are still unique and 

relevant to contemporary discussions surrounding these programs. It should be noted, however 

that the article mostly focuses on potential changes to traditional Medicaid that would allow 

more Medicare recipients to qualify and largely ignores the policy option of opening expansion 

Medicaid to populations over 65. It is also likely that some of the specific information is out of 

date considering the many states that have adopted Medicaid expansion or otherwise adjusted the 

program at the state level, and an updated article would provide better insight into the status of 

former Medicaid expansion adults now transitioned to Medicare in consideration of the 

intervening years’ policy changes.  

Shifting to look at the theoretical underpinnings of this project, Myra Strober’s 1994 

article on feminist economics lays out the foundations of feminist economic theory, examines 

how it developed throughout the last century, and establishes its relevance for modern 

economics. Strober utilizes historical analysis of thought to build a picture of the main threads of 

the theory's development. The author concludes that the development of feminist theory is a 

necessary perspective in economics to understand and combat the ways in which traditional 

theories of economics have explicitly ignored and harmed the status of women. 

Strober adds to other literature on this topic by specifically pointing to concepts such as 

scarcity, selfishness, and competition, which have been standard assumptions throughout the 

field interpreted in ways that are fundamentally driven by male perspectives. The author explains 

the fundamental reimagining of the world that is expressed by feminist economic theorists, 
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where notions of altruism, community, and abundance take center stage. This article is an 

important contribution to the field of economic theory overall since it points to the gaps in other 

strains of thought which ignore the priorities of feminist economic theory. 

 

Feminist Theory 
Feminist economic theory underpins the motivation behind this project. At its root, 

feminist economic theory is “a rethinking of the discipline of economics for the purpose of 

improving women’s economic condition.”1 Feminist economics challenges the assumptions and 

practices of mainstream economics that have established systems which prioritize the economic 

conditions of men2. Critically, it does not seek to construct a binary of “feminine” and 

“masculine” economics. Instead, feminist economists aim to reshape the field into a holistic 

discipline that incorporates complexities and values which equitably represent the experiences of 

all genders, including those of women that have been overlooked by mainstream economics.3  In 

order to deconstruct systems of oppression and replace them with models and policies that work 

toward equity, feminist economics questions traditional values and assumptions of mainstream 

economic reasoning while simultaneously seeking new methods of data collection and analysis 

that can better capture women’s economic needs. This approach has many implications for the 

field of health economics, including that it demonstrates the research gaps and policies that have 

damaged women’s health.  

 
1 Myra H. Strober, “Rethinking Economics Through a Feminist Lens,” The American Economic Review 84, no. 2 
(1994): 143–47. 
2 This thesis will focus on the ways in which women’s economic and health status are impacted by mainstream 
economic biases, but it is important to recognize that individuals who identify outside of the gender binary are also 
adversely affected in complex ways by the gendered biases in traditional economic theory.  
3 Julie A. Nelson, “Feminism and Economics,” Journal of Economic Perspectives 9, no. 2 (1995): 132. 
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Feminist economic thought did not begin to gain traction until the 1990s, and popular 

awareness of feminist economics is still limited.4 Discussions on feminist economics that do 

occur tend to focus on discrete issues in economics—particularly issues in labor economics—

such as the wage gap. However, “feminist economics is a radical endeavor…[it] questions the 

whole notion of [economic] objectivity.”5 Feminist economic theory, therefore, is not geared 

toward just addressing particular issues, but with rethinking the entire field of economics: the 

questions that are being asked, the methods utilized to answer those questions, and the 

formulation of policies in response to those answers. As a relatively young theoretical approach, 

much of the literature is still focused on raising awareness of the androcentrism inherent to 

economics and its various impacts on society.  

  Examining health outcomes and policies through a feminist economics lens is necessary 

to address the theoretical and methodological gaps in the field which have disadvantaged 

women’s health. The goal of feminist economic theory is to make economics as a discipline 

more equipped to address gender disparities in economic outcomes by changing the assumptions, 

values, and metrics by which we craft economic models and policies. “Feminist economics will 

be successful if its analysis causes economists and others to understand the sexist nature of 

economics and motivates them to change both the analysis and the policy recommendations that 

flow from it.”6 For health economics, this translates into the specific aim of improving women’s 

health outcomes by recognizing and addressing the economic aspects of the health system which 

have resulted in worse health or increased health costs for women.  

 
4 Nelson, 131-133. 
5 Strober, 143. 
6 Strober, 147. 
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A fundamental aspect of feminist economic theory is the rejection of the purported 

objectivity of traditional economic thought and practice, which is represented in “the character of 

the rational, autonomous, self-interested agent, successfully making optimizing choices subject 

to exogenously imposed constraints.”7 This primary actor in economic modeling and pedagogy 

is fundamentally derived from androcentric stereotypes that are presented as characteristics of 

“objective” analysis, but in fact are defined by subjective experiences. “Humans do not simply 

spring out of the earth,” but the inherently subjective factors which contribute to our 

development, opportunities, emotions, and numerous other aspects of life are deliberately erased 

by the obsession in classical economics with objectivity.8 Over the past several decades, 

mainstream economics has come to understand the benefits of reinserting humanity into the 

study of human behavior as evidenced by the explosive growth of behavioral and experimental 

economics. Much of feminist theory emphasizes the importance of furthering this shift in 

ideology to integrate additional principles—without supplanting the old ones—to create a 

holistic theory of economics that describes the full range of human behavior through equal 

consideration of values previously considered to be in opposition (e.g., autonomy and 

dependence, reason and emotion, etc.).9 Thus, theory of economics can mitigate androcentric 

conceptions of human nature and center realistic, inclusive perspectives on life.  

Health insurance is certainly one of the areas where the values that underly economics are 

simply not in alignment with the structure of insurance itself and must be supplemented by the 

theories offered by feminists. Insurance is based on pooled risk and creates communities of 

individuals whose insurance status depends on each other, but who have no ability to influence 

 
7 Nelson, 135. 
8 Nelson, 136. 
9 Nelson, 136. 
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or know the decisions of their peers. Approaching health insurance from a standpoint that 

acknowledges the existence of these community links as a fundamental quality of the market 

being studied is a more accurate lens than one limited to purely traditional economic theory.  

“Feminist economics may induce economic theorists to stop treating cooperation and 

competition as dichotomous and start asking intelligent questions about how much of each works 

best under which conditions.”10 For example, a policy informed by values of cooperation and 

community in economics may seek to centralize Medicaid administration, rather than the current 

state-directed system which clearly speaks more to the mainstream value of autonomy, but 

traditional economics can also lend insight into the behaviors of firms that operate within that 

cooperative system (e.g. pharmaceutical companies). 

Feminist economists highlight the characteristics and structures of economic systems 

which have led to gender disparities in economic outcomes but have been previously ignored in 

economic modeling. Across disciplines, feminists have sought to highlight the impact of power 

dynamics within the home, particularly in the context of heterosexual couples who live together. 

Economists often use “households”11 as a unit of analysis but doing so erases differences in the 

economic behaviors of women and men which are relevant to economic modeling. “Empirical 

work on the household has demonstrated significant intra-household inequality in the distribution 

of income and other resources.”12 Integrating household complexities, such as gendered 

differences in resource access and use, is necessary to capture the factors that constrain and guide 

women’s economic decision-making. For example, women make approximately 80% of health 

 
10 Strober, 147. 
11 The norm of a “household” in economics is explicitly or implicitly defined as the traditional structure of a nuclear 
family: mother, father, children (MacDonald 169). Recent decades have brought about new, or at least more 
common, structures of households which are not well represented in a field that still largely assumes traditional 
family structures. 
12 Martha Macdonald, “Feminist Economics: From Theory to Research,” The Canadian Journal of Economics / 
Revue Canadienne d’Economique 28, no. 1 (1995): 167.  
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care decisions for their families, but health economics has yet to significantly account for that 

role in the theories that address consumption of health care services.13 

This call for more accurate theories and assumptions is complemented by a feminist 

reworking of traditional economic methodology from the ground up. “The data collected … and 

made available for economic analysis bear the direct imprint of male bias of the discipline.”14 

Feminists contend that it is critical to assess the state of data underlying economic research, since 

even a perfect model would turn out faulty results if incomplete or inaccurate data are used as its 

inputs. The data that exists now is not randomly imperfect, but instead systematically biased 

toward excluding the experiences and priorities of women, which makes analysis of feminist 

economic issues much more difficult. “Feminists are challenged to work creatively with these 

data to tease out a gender analysis.”15 Research in women’s health economics is complicated by 

the dearth of information available on health issues specific to women, and research in areas that 

should be considered “women’s health” routinely fail to highlight the gender disparities evident 

in issues such as elder care or childcare. Feminist economic theory underlines those gaps in data 

to show why additional data collection is necessary.16  

 In addition to supplementing data sets, feminist economists are concerned with 

integrating new (or at least, new to economics) methods of modeling and analysis that will more 

accurately represent the human experience behind the data points. “Just as econometrics 

developed in response to the needs of modern economics, so too will new methodologies and 

refinements of the old gradually emerge as feminist economics turn more and more from 

 
13 Sabrina Matoff-Stepp et al., “Women as Health Care Decision-Makers: Implications for Health Care Coverage in 
the United States,” Journal of Health Care for the Poor and Underserved 25, no. 4 (November 2014): 1507–13. 
14 MacDonald, 160. 
15 MacDonald, 172. 
16 Macdonald 159–165. 
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conceptual to technical issues.”17 Methods that are more common in other social sciences, such 

as survey data and interviews, have often been eschewed in the field of economics, to the 

detriment of feminist economic researchers.18 Feminist economists argue that the exclusion of 

these resources has led to detrimental effects for all genders, since factors that are essential to 

capturing the experiences of humans in general cannot be fully captured by the tools currently in 

use by economists.  

 Health economics presents many areas where feminist calls for new research methods 

must be incorporated. Although this reimagining of methodology is foundational, an example is 

useful to explicate factors relevant to health that demand expansion of the economic tools used to 

measure them. The “pain bias” is the term coined for the observed phenomenon of doctors 

dismissing women’s reports of pain, which results in outcomes such as longer wait times in 

emergency rooms, decreased administration of painkillers, and even prolonged misdiagnosis for 

conditions like endometriosis.19 While it is possible to capture quantitative statistics on these 

issues, feminist economics would equally prioritize “softer” information, such as the 

psychological impact of having pain dismissed and the ways in which that might impact future 

health care decisions. New data collection methods can serve as a more equitable and accurate 

economic starting point for analysis and increase the visibility of issues that are not captured in 

traditional methodology. 

 

Chapter 2: Women and the US Health System  

 
17 MacDonald, 172. 
18 MacDonald, 162. 
19 Jennifer Billock, “Pain Bias: The Health Inequality Rarely Discussed - BBC Future,” BBC Health, May 22, 2018.  
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 Insurance in the United States is provided through a patchwork of different systems. 

There are more men uninsured in the US compared to women (13% vs 11%), largely because 

women are more likely to be enrolled in Medicaid due to their lower incomes and increased 

likelihood to fall into one of Medicaid’s eligibility categories.20 Men are nearly twice as likely to 

indicate that they are uninsured because coverage was not needed or wanted, while women are 

more likely to be uninsured due to cost or ineligibility.21 Women are enrolled in insurance 

through both private markets and public programs like Medicaid, but about one in ten women in 

the US remain uninsured.22 While it is better to have insurance than to not, it is also true that the 

quality of health insurance plans varies widely in the United States. Due to their higher use of 

health services and frequent role as caretaker or family health decision-maker, women tend to 

engage more with the health system in general than men, and also face sex- and gender-specific 

challenges and barriers in every area of the health insurance system.23 Medicaid is a critical 

program for women’s health in the US, and health insurance in general is a key factor of health 

and wellbeing because it opens access to necessary health care resources. 

 There are established connections between insurance status and mortality and morbidity. 

A robust body of research from the past few decades has demonstrated differences in health 

status between those with and without insurance.24 The most immediate impact of health 

insurance coverage is better health and financial security, particularly for those with chronic 

conditions or conditions where early detection is linked to improved prognosis.25 Breast cancer is 

 
20 Kaiser Family Foundation, “Women’s Health Insurance Coverage,” KFF, November 8, 2021. 
21 Amy Cha and Robin Cohen, “Reasons for Being Uninsured among Adults Aged 18–64 in the United States, 
2019,” NCHS Data Brief (Hyattsville, MD: National Center for Health Statistics, September 30, 2020). 
22 “Women’s Health Insurance Coverage.” 
23Amy Glynn, Rose MacKenzie, and Therese Fitzgerald, “Taming Healthcare Costs: Promise and Pitfalls for 
Women’s Health,” Journal of Women’s Health (2002) 25, no. 2 (February 2016): 110–16. 
24 Steffie Woolhandler and David U. Himmelstein, “The Relationship of Health Insurance and Mortality: Is Lack of 
Insurance Deadly?,” Annals of Internal Medicine 167, no. 6 (September 19, 2017): 424–31. 
25 Woolhandler and Himmelstein. 
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the second most common cancer among US women and far easier to treat when diagnosed at 

earlier stages, and a 2017 study concluded that women without insurance were more likely to be 

diagnosed with late-stage breast cancer than women with private insurance.26 Individuals with 

insurance report lower rates of depression, suggesting that lack of insurance coverage in itself 

acts as a risk factor for certain mental health conditions.27 In comparison to other nations, “worse 

access to good-quality health care contributes to our nation's higher mortality from medically 

preventable causes,” due in part to the US’s status as the only wealthy nation with a significant 

population of uninsured people.28 

The clear link between insurance status and health outcomes is a critical demonstration of 

the importance of health insurance access for people’s wellbeing, but there are variations in 

experience, access, and outcome across the spectrum of insurance plans. Most women in the US 

receive health care through employer-sponsored health insurance (ESI), either directly from their 

own job or as a dependent on a partner’s ESI plan, though they are less likely to enroll in ESI 

compared to men.29 About 38% of US women receive ESI through their own employer and the 

remaining number of women with ESI are dependents on a partner’s plan.30 Women are about 

70% more likely than men to be dependents on ESI plans and are more likely to have job-based 

coverage if their family contains at least one full-time worker.31 The cohort of Americans who 

 
26Christine D. Hsu et al., “Breast Cancer Stage Variation and Survival in Association with Insurance Status and 
Sociodemographic Factors in US Women 18 to 64 Years Old,” Cancer 123, no. 16 (August 15, 2017): 3125–31. 
27Katherine Baicker et al., “The Oregon Experiment--Effects of Medicaid on Clinical Outcomes,” The New England 
Journal of Medicine 368, no. 18 (May 2, 2013): 1713–22. 
28 Woolhandler and Himmelstein. 
29 “Women’s Health Insurance Coverage.” 
30 “Women’s Health Insurance Coverage.” 
31 “Women’s Health Insurance Coverage.” 
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use private health insurance are responsible for the majority of healthcare spending in the US, 

with over $1.12 trillion spent by private plans in 2016.32 

About 7 million nonelderly women purchase healthcare individually in the private market 

through state insurance exchanges established by the ACA, often with the help of federal 

subsidies.33 These insurance exchanges were created to expand access to healthcare for people 

who do not qualify for health insurance programs targeted at aiding low-income Americans, but 

also did not receive or could not afford insurance through their employer. There is a roughly 

equal share of women and men enrolled in individually purchased plans, and those with incomes 

below 400% of the Federal Poverty Line receive federal subsidies in the form of tax credits that 

lower premium costs.34 All individually purchased plans are subject to the ACA’s requirements 

for coverage of essential services important to women’s health, including maternal care and 

mental health services.35 These subsidies help to fill the gap for women who do not receive ESI 

but also do not qualify for insurance through a government program. 

A variety of public programs provide health insurance to women without private 

insurance. Medicare and Medicaid are the two largest public programs, but there are numerous 

smaller programs that provide insurance to groups such as veterans, Indigenous peoples, and 

children. Medicare and Medicaid were signed into law in 1965 by President Lyndon Johnson and 

together provide health insurance for over one hundred million people, or one of out every three 

Americans. Medicare is primarily targeted at individuals over 65, but it has been expanded in the 

decades since its inception to include certain groups under that age cap. Medicaid provides 

 
32 Amanda Frost et al., “Health Care Spending Under Employer-Sponsored Insurance: A 10-Year Retrospective,” 
Health Affairs 37, no. 10 (October 1, 2018): 1623–31.  
33 “Women’s Health Insurance Coverage.” 
34 “Women’s Health Insurance Coverage.” 
35 “Women’s Health Insurance Coverage.” 
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health insurance to low-income people who meet financial and non-financial eligibility 

requirements. Exact specifications vary by state: 39 states and the District of Columbia have 

expanded their Medicaid programs through provisions in the ACA, which opened Medicaid to 

families earning up to 138% of the federal poverty line (FPL), which is about $17,774 for an 

individual in 2021.36 States that have chosen not to expand Medicaid retain the prior requirement 

of earning below 100% FPL, which is $12,880 for an individual in 2021, and have stricter non-

financial requirements as well.37 Both programs are essential sources of health for especially 

vulnerable groups of women in the US. 

Medicare has been a critical factor in reducing uninsured and poverty rates among senior 

women, but they often still face health costs due to gaps in the program. Women tend to live 

longer than men, have lower incomes, have higher medical costs, and face a greater burden of 

health and functional problems.38 In particular, “older women experience some multiple chronic 

conditions (such as arthritis, osteoporosis, and hypertension) at higher rates than older men,” 

leading to costly long-term health expenditures to manage the impacts of these chronic 

conditions.39 The proportion of Medicare recipients that are women increases with age, meaning 

that although 56% of Medicare recipients in general are women, two in three Medicare enrollees 

over 85 are women.40 Age is also correlated with increased out-of-pocket health expenditures 

and widening gender disparities in cost; one report estimated that out-of-pocket spending in 2010 

for Medicare beneficiaries 65 and older was $5,036 for women compared to $4,363 for men, 

 
36 Kaiser Family Foundation, “Status of State Medicaid Expansion Decisions: Interactive Map,” KFF, February 24, 
2022. 
37 “Federal Poverty Level (FPL),” accessed January 31, 2022. 
38 Kaiser Family Foundation, “Medicare’s Role for Older Women,” KFF, May 16, 2013. 
39 “Medicare’s Role for Older Women.” 
40 “Medicare’s Role for Older Women.” 
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which rose to $8,574 for women over 85 compared to $7,399 for men of the same age.41 About 

80% of Medicare beneficiaries purchase some form of supplemental insurance to fill in the 

coverage gaps in the traditional Medicare plan, and those with no supplemental coverage “are 

vulnerable to high out-of-pocket expenses because Medicare, unlike marketplace and large 

employer plans, has no cap on out-of-pocket spending for covered services.”42 

Critically, Medicare does not cover long-term care (LTC) options such as nursing homes 

and assisted living facilities. This exclusion is predicated on the distinction that a significant 

portion of LTC services pertain to “activities of daily living,” such as dressing and using the 

bathroom, rather than direct medical services.43 According to the Genworth Cost of Care Survey, 

the median monthly cost in 2021 was $5,148 per month for a home health aide and $9,034 per 

month for a private room in a nursing home facility.44 Senior women are impacted by the direct 

cost of LTC, but there is also a significant health impact on the many women aged 40 to 50 who 

act as caregiver for both elderly relatives and young children—a group referred to as “the 

sandwich generation”—who often supplement seniors’ care in the absence of robust LTC 

options.45 

Medicaid is the largest provider of health insurance in the country and covers over 70 

million Americans, including nearly one-fifth of nonelderly women.46 Adult women comprise 

36% of the Medicaid population while only 24% of enrollees are adult men.47 The other 40% of 

Medicaid enrollees are children, who are only responsible for about 20% of Medicaid 

 
41 National Committee to Preserve Social Security & Medicare, “Medicare and Women,” Government Relations and 
Policy (Washington, DC, April 2017). 
42 Meredith Freed et al., “Options to Make Medicare More Affordable For Beneficiaries Amid the COVID-19 
Pandemic and Beyond” (Kaiser Family Foundation, December 8, 2020). 
43 “Long Term Care Coverage,” Medicare.gov, accessed March 31, 2022. 
44 Genworth, “Cost of Care Report,” Genworth, accessed February 16, 2022. 
45 “Health Care and the Sandwich Generation,” Northwest Primary Care (blog), accessed February 16, 2022. 
46 Ivette Gomez et al., “Medicaid Coverage for Women,” KFF, February 17, 2022. 
47 “Medicaid Coverage for Women.” 
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spending.48 Over half of Medicaid spending goes toward the elderly and people with disabilities, 

even though they only constitute one-fifth of the total insured population.49 There is no age 

requirement to qualify for Medicaid, but there are other financial and non-financial eligibility 

requirements which vary widely from state to state. 

Much of the variation in Medicaid eligibility levels can be traced back to the trajectory of 

the ACA’s implementation. The 2010 law originally sought to extend Medicaid eligibility to 

adults with incomes below 138% FPL nationwide, but the Supreme Court ruled in 2012 that 

states must be given a choice whether to expand the program since doing so would impact state 

budgets.50 As of 2022, 12 states have not expanded Medicaid and retain the income thresholds of 

traditional Medicaid.51 Last year, the median eligibility level for parents and caretakers in non-

expansion states was 40% FPL, ranging from a low of 17% FPL in Texas to 100% FPL in 

Wisconsin.52 Notably, the only expansion state to increase the income cap is the District of 

Columbia, which insures parents up to 221% FPL and other adults up to 215% FPL.53 For adults 

without dependent children, Wisconsin is the only non-expansion state that allows Medicaid 

eligibility up to 100% of FPL; the other 11 non-expansion states do not provide Medicaid 

insurance to adults without dependent children regardless of their income level.54 

Federal law requires that certain groups such as income-qualified pregnant women are 

covered by traditional Medicaid, and many expansion states have increased the income caps for 

 
48 “Policy Basics: Introduction to Medicaid,” Center on Budget and Policy Priorities, April 14, 2020. 
49 “Policy Basics: Introduction to Medicaid.” 
50 Gideon Lukens and Breanna Sharer, “Closing Medicaid Coverage Gap Would Help Diverse Group and Narrow 
Racial Disparities,” Center on Budget and Policy Priorities, June 14, 2021. 
51 “Status of State Medicaid Expansion Decisions.” 
52 Brooks, 5. 
53 Kaiser Family Foundation, “Medicaid Income Eligibility Limits for Adults as a Percent of the Federal Poverty 
Level,” KFF, March 16, 2022. 
54 Tricia Brooks et al., “Medicaid and CHIP Eligibility and Enrollment Policies as of January 2021: Findings from a 
50-State Survey” (Kaiser Family Foundation, March 2021), 5. 
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these groups. As a result, the median eligibility limit for pregnant women is 205% FPL, ranging 

from the federal minimum of 138% FPL in some expansion and non-expansion states to a high 

of 380% FPL in Iowa.55  Most states cover children at or above 200% FPL, and children have the 

highest average income threshold for Medicaid eligibility for any mandatory eligibility group.56 

However, as noted above, it is virtually impossible for adults without children to obtain Medicaid 

regardless of their income level in states which have not adopted expansion through the ACA.57 

The patchwork of the American health care system is even further complicated by the variations 

in state requirements for Medicaid eligibility, and a woman’s access to insurance through 

Medicaid is largely dependent on where she lives.  

In 2020, there were about 10 million remaining women who were not covered by ESI, 

other private insurance, or public insurance like Medicare and Medicaid.58 This number is 

historically low, as the number of uninsured people in the US declined dramatically from 2010 to 

2014 due to the ACA. The number of uninsured was at its lowest in 2016, but from 2017-2019, 

“the uninsured rate rose by 1.7 percentage points, most likely due to new policy changes to 

coverage options available under the ACA and Medicaid.”59 Nationwide, there is a higher 

proportion of men who are uninsured than women who are uninsured, due in part to the lower 

average incomes of women which qualify more adult women for Medicaid than men.60 There are 

different reasons which contribute to observed gender disparities in uninsured rates, and there is 

a high correlation between Medicaid expansions states and uninsured rates for nonelderly adults. 

 
55 “Medicaid and CHIP Eligibility and Enrollment Policies as of January 2021: Findings from a 50-State Survey,” 7. 
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58 “Women’s Health Insurance Coverage” 
59 Kenneth Finegold et al., “Trends in the U.S. Uninsured Population, 2010-2020,” Issue Brief (Washington, DC: 
Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Service, 
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For example, in Texas, about 22% of women lacked insurance in 2020, while only 3% of 

Massachusetts women were uninsured.61 While there are similar patterns of uninsurance for men 

in these states, over half of those who would gain insurance from Medicaid expansion in Texas 

and other non-expansion states are women; accordingly, nationwide Medicaid expansion would 

significantly lower the uninsured rate of women.62 63 

 

Chapter 3: Barriers to Insurance and Health Care for Women 

An immense barrier to health insurance for anyone in the United States is the high and 

ever-rising cost of coverage. US health care spending reached $3.8 trillion in 2019—about 

$11,582 per capita—which accounted for 17.7% of the total US economy and was a 4.6% 

increase from health spending in 2018.64 The increase in the cost of health care outstrips the 

increase in the cost of other consumer goods for Americans and has grown at an average rate of 

3.5 percent per year.65 Health insurance costs reflect this broad trend; the average annual cost of 

insurance premiums for a family in 2019 was $20,576, a 54% increase since 2009 and a 22% 

increase since 2014.66 Due to these high prices, a 2019 Kaiser Family Foundation poll found that 

the most common reason for lack of insurance cited by nonelderly adults was not being able to 

afford it.67 These trends leave many individuals and families with limited options for health care.  

 
61 “Women’s Health Insurance Coverage.” 
62 Kaiser Family Foundation, “Who Could Medicaid Reach with Expansion in Texas?,” Medicaid State Fact Sheets 
(Kaiser Family Foundation, n.d.). 
63 Kaiser Family Foundation, “Who Could Medicaid Reach with Expansion in the United States?,” Medicaid State 
Fact Sheets (Kaiser Family Foundation, n.d.). 
64 “Trends in Health Care Spending,” American Medical Association, accessed January 30, 2022. 
65 “Why Are Americans Paying More for Healthcare?,” Peter G. Peterson Foundation, accessed February 20, 2022. 
66 Published: Sep 25 and 2019, “2019 Employer Health Benefits Survey” (Kaiser Family Foundation, September 25, 
2019). 
67 Jennifer Tolbert, Kendal Orgera, and Anthony Damico, “Key Facts about the Uninsured Population,” November 
6, 2020. 
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The cost of health care is an issue for anyone accessing the health system in the US, but 

women tend to struggle with the high costs of health care more than men due to a variety of 

social, economic, and health factors. Prior to the ACA, it was common for private insurers to 

charge women more than men due to factors such as the cost of potential pregnancy and higher 

overall insurance use; “to insurers, women’s gender was, in effect, a preexisting condition that 

signaled the potential for higher health care use and higher costs.”68 Although direct gender-

rating was made illegal by the ACA, women still tend to pay more on average than male 

counterparts for many of the same factors that led to pre-ACA insurance discrimination. On 

average, women of all age groups spend more annually on health care (including out-of-pocket 

health care expenses) than male peers, with the largest difference in spending occurring during 

reproductive years.69 This difference in cost burden can be traced by their tendency to “have 

lower incomes than men, use more medical services, spend more annually on care, and … face 

challenges affording and accessing care primarily due to their reproductive healthcare needs, 

longer life expectancies, and increased risk for multiple chronic diseases.”70 It is illegal to charge 

a woman a higher premium on the assumption that she will cost the insurance company more, 

but it is still the case that using the health system at higher rates leads to higher costs for women 

on average. 

Women’s conditions in the labor market also relate to insurance status. In addition to 

rates of uninsurance, “lower incomes, on average, for women have been reported to be among 

the mechanisms for lower employer-sponsored insurance rates relative to men.”71 Women are 

 
68 Munira Z. Gunja et al., How the Affordable Care Act Has Helped Women Gain Insurance and Improved Their 
Ability to Get Health Care (Commonwealth Fund, Aug. 2017).  
69 Usha Ranji, Alina Salganicoff, and David Rousseau, “Barriers to Care Experienced by Women in the United 
States,” JAMA 321, no. 22 (June 11, 2019): 2154–2154. 
70 Glynn, et al. 
71 Jim P. Stimpson, Jessie Kemmick Pintor, and Fernando A. Wilson, “Association of Medicaid Expansion with 
Health Insurance Coverage by Marital Status and Sex,” PLoS ONE 14, no. 10 (October 23, 2019): e0223556. 
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also more likely to work in part-time or part-year positions which often do not offer ESI but may 

still provide enough income to bar women from Medicaid and other public insurance options.72 

Even low-income women with insurance often have a difficult time attaining childcare or 

transportation when a doctor’s visit is needed, and they are more likely to cite problems 

requesting time off from work as a barrier to accessing care.73 The situation of women’s wages 

and job conditions compound the higher costs of their health care, resulting in multifaceted 

economic barriers to health care. 

Due in part to cost, women and men exhibit different health behaviors, which has an 

impact on their health and wellbeing. Despite a lower uninsured rate than men, women are more 

likely to skip a recommended medical test or treatment due to out-of-pocket cost.74 More than 

one-third of all women in the U.S. report skipping needed medical care because of financial 

barriers, and that number increases to about 50% among uninsured women.75 76 Cost barriers 

also cause higher rates of prescription nonadherence in young women compared to young men in 

the US, and on a global level, that disparity is wider than in other wealthy nations.77 As with 

most medical issues, there are even further disparities evident among subpopulations of women; 

for example, Black women are more likely to be diagnosed with chronic conditions like diabetes 

which require long-term spending on health care, meaning that “cost as a barrier can be 
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particularly harmful” for women of color.78 Cost interferes with effective and robust health care 

for women in the US by preventing access to and changing uptake of recommended services. 

After cost, marital status is the second biggest factor that influences insurance status for 

women since many women in heterosexual marriages are dependents on their spouse’s insurance 

policy. In general, “acquiring health insurance in the United States is largely dependent on work 

and marriage—two things that are valued in American society,” which entangles women’s 

insurance status with the broader social condition of household dynamics.79 The disproportionate 

impact of divorce on women’s long-term economic wellbeing is well documented, and further 

analysis reveals that divorce correlates with uninsurance trends for women.80 One 

comprehensive study concluded that divorce rates are highest among women who had 

independent access to insurance, and that “not having an alternative source for health care 

outside their current arrangement—employment and marriage—made individuals less likely to 

terminate their jobs and marriages.”81 These trends suggest that health insurance status can act as 

a constraint on women’s ability to divorce their partner, and independent access to health 

insurance regardless of marital status could serve to reduce economic dependence on partners.82  

While problems of cost and marital status influence the insurance situation of all women 

in the US, there are barriers associated with each individual avenue of securing insurance. While 

women with public insurance tend to have less choice in their care providers and access care at 

lower rates, they also have generally lower out-of-pocket expenses for the services they do use 

 
78 Borchelt. 
79 Heeju Sohn, “Health Insurance and Risk of Divorce: Does Having Your Own Insurance Matter?,” Journal of 
Marriage and the Family 77, no. 4 (August 2015): 982–95. 
80 Thomas Leopold, “Gender Differences in the Consequences of Divorce: A Study of Multiple Outcomes,” 
Demography 55, no. 3 (June 2018): 769–97. 
81 Sohn. 
82 The literature surrounding the connection between independent insurance access and power within the household 
is underdeveloped, but provides an interesting insight into the importance of insurance access for women’s equality 
in all spheres of life.  
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compared to women with private insurance. Uninsured women are less likely to receive 

preventative screenings such as Pap tests and mammograms as well as less likely to have a 

regular doctor.83 However, in 2017, about 25% of women with private insurance paid out of 

pocket for a Pap test as did 16% for a mammogram due to loopholes in the ACA stipulation 

requiring plans to cover these preventative screenings at no cost to the patient.84 Women with 

ESI have also seen an increase in out-of-pocket spending for maternity care that was not 

mirrored by changes in public insurance expenditures.85 In general, private insurance is 

correlated with higher use of the health care system and more regular care, but those covered by 

public plans pay less out of pocket. 

In some cases, there are even differences between the outcomes for privately insured 

women enrolled in ESI compared to those with non-group insurance. One study found that 

people with individually purchased insurance had significantly higher rates of treatment for 

chronic conditions, particularly for certain mental disorders and respiratory conditions that are 

among the most expensive chronic conditions to treat and disproportionally impact women.86 

With a patchwork healthcare ecosystem, women in the US face a variety of insurance conditions 

that entail a similarly diverse set of health challenges. Cost is the biggest—but not the only—

factor that influences women’s access to health insurance and health behaviors, and women face 

different hurdles depending on which health insurance plan they are enrolled in.  

Further, there are significant intersectional barriers for vulnerable subsets of women 

which exacerbate the general challenges posed by the US health system. Women of color, non-
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citizen women, and low-income women all have lower rates of insurance, and more single 

mothers lack insurance compared to women in a two-parent household.87 These groups at greater 

risk of uninsurance also tend to report worse health overall than peer comparisons. For example, 

despite being a younger population, LGBTQ+ individuals experience higher rates of disability 

and chronic illness than non-LGBTQ+ people, and they are more likely to report being in poor 

health overall.88 A robust health care system would meet the intersectional needs of these subsets 

of women, but it is evident that vulnerable social groups tend to suffer worse health outcomes 

and disproportionately report being uninsured or underinsured in the US. 

While the above overview covers the general status of women’s health insurance 

coverage in the US, the ongoing Covid-19 pandemic has impacted every aspect of women’s 

access to, use of, and cost of health care in the past two years. Insurance status is highly 

correlated with Covid-19 testing, as “women with private insurance and Medicaid are nearly 

twice as likely to have received a COVID-19 test compared to uninsured women.”89 Relative to 

men, women have experienced higher rates of job loss and adverse mental health impacts due to 

the pandemic, resulting in changes to insurance status and insurance use.90 There have also been 

observed sex and gender differences for individuals sick with Covid-19 itself.91 For example, far 

more women experience “long haul” Covid-19—the persistence of symptoms for over three 

months past initial infection—and report fatigue as a symptom at much higher rates than men 

with long-haul Covid. Existing studies of long-haul COVID-19 have been plagued by data 

collection and sample size challenges, though, so understanding of sex and gender differences in 
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Covid-19 and related insurance trends will likely continue to evolve as more robust studies 

emerge.   

Many doctors switched to telemedicine appointments during the pandemic, and women 

were both more likely to engage with the health system through telemedicine and to positively 

rate their experience with virtual health care.92 This access became possible in large part due to 

many states’ actions to expand health insurance coverage and affordability of telemedicine in 

response to the public health emergency.93 The Covid-19 pandemic has uniquely deteriorated 

women’s health and health access but has also catalyzed changes to health delivery which may 

benefit women if adopted as standard practice. 

The pandemic’s direct impact on the health and wellbeing of women is just one part of 

the story, since Covid-19 has had ripple effects throughout the health system. Although the 

overall rate of reported insurance coverage in the US in 2021 was not different from the rate in 

2019, there were significant changes in the types of coverage as people lost ESI due to 

unemployment and enrolled in public programs like Medicaid.94 Among populations of all 

insurance statuses, women were more likely than men to skip or delay health care due to the 

pandemic.95 This was especially true of low-income women and women with existing health 

conditions.96 It is likely that the direct impact of the pandemic on women’s health will continue 

to be felt in the future, since “these gaps in care could translate into higher numbers of women 

experiencing severe health issues after the health emergency from the pandemic resolves.”97 
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However, a notable impact of the pandemic has been to severely complicate data collection for 

the types of national surveys relied upon for economic and population-level health research. As 

data become more available on the detailed impacts of the pandemic on health and health 

insurance status, it will be critical to disaggregate that information by sex and gender to better 

reveal the effects of the pandemic on women in the US. 

 

Chapter 4: Medicaid expansion and cost barriers 

 Medicaid expansion under the ACA has increased insurance rates for women by making 

low-cost health insurance accessible for people under 138% of the FPL in states which chose to 

expand Medicaid. For these states, Medicaid helps women who previously did not have access to 

the public program overcome cost barriers to insurance on several levels of the healthcare 

system. Women with Medicaid spend less on health care than women who are uninsured or even, 

in some cases, than women with private health insurance. Further, increased access to 

preventative care saves women money in the long run, since they can avoid the high fees 

associated with treating a late-stage disease. A third, indirect impact on the cost barrier is that 

Medicaid expenditures are paid to Medicaid service providers who are disproportionately women 

workers, thereby increasing their incomes. The remaining states which have elected not to 

expand Medicaid stand to gain these advantages by voting to join the program. 

 Among all health plans in the US, Medicaid generally imposes the fewest costs on 

enrolled individuals due to the structure of premiums and copayments. Regardless of expansion 

status, states may not charge premiums to Medicaid enrollees below 150% of the FPL, ensuring 
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that the lowest income Americans do not need to pay monthly bills to stay insured.98 99 One 

study of Arizona Medicaid enrollees found that “overall health care spending was more than 

80% higher among Marketplace-eligible adults than among Medicaid-eligible adults” with low-

income adults in the Marketplace facing out-of-pocket costs up to ten times higher than Medicaid 

enrollees, even when receiving federal subsidies.100 In another study, Medicaid-covered primary 

care checkups were about $106 on average, while the same visit cost the average patient with 

ESI about $168.101 The extension of Medicaid coverage in expansion states has decreased cost 

barriers to care for millions of low-income women who would face higher costs in the private 

market for a variety of necessary services. 

Medicaid expansion’s impact is particularly evident in maternal health services. Nearly half 

of all births in the US are financed by Medicaid, and it “accounts for 75% of all publicly funded 

family planning services.”102 Maternal health is especially aided by the increased eligibility 

threshold in expansion states which allows many women to retain health care before and after 

pregnancy who would previously have been priced out of insurance when not pregnant. As noted 

above, pregnant women who do not meet the income requirements for non-pregnant adults can 

qualify for Medicaid coverage during pregnancy and for a brief time afterwards but often return 

 
98 Madeline Guth, Meghana Ammula, and Elizabeth Hinton, “Understanding the Impact of Medicaid Premiums & 
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to being uninsured after their temporary eligibility expires.103 Women who qualify for expanded 

Medicaid in states that have adopted it are not only more able to afford care during pregnancy 

but also retain coverage at much higher rates than prior to the ACA or compared to women in 

non-expansion states, which correlates with reduced maternal mortality.104 

Studies have shown that Medicaid expansion “is associated with lower rates of maternal 

and infant mortality, with the greatest benefits for Black women.”105 This is due to improved 

pre- and post-natal health care, since factors prior to pregnancy impact maternal health and over 

half of pregnancy-related deaths occur in the postpartum period.106 By reducing cost barriers to 

access before and after pregnancy for low-income women, Medicaid expansion “has allowed 

many women to maintain continuous access to primary care and family planning services before 

and after pregnancy, and to avoid unintended pregnancy.”107 Since more women are eligible for 

Medicaid regardless of pregnancy status, women who would otherwise have only received 

Medicaid coverage through pregnancy can instead access it regardless.  

The combination of continuous coverage before, during, and after pregnancy with increased 

access to preventative services contributes to health impacts for children born to mothers covered 

by expansion Medicaid as well. Access to preventative services throughout a woman’s lifespan 

has a huge impact on their health during and after pregnancy, but also improves the health of 

their children. Increasingly, “it is recognized that health care only during the prenatal period is 
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inadequate to address risks such as smoking, alcohol use, obesity, and chronic disease that 

adversely affect fetal development and maternal health, but originate prior to pregnancy and 

cannot be remediated fully during pregnancy.”108 The long-term factors shown to impact 

maternal and infant health underscore the importance of consistent health care for mothers. There 

are still severe gaps in Medicaid’s coverage of specific maternal health needs, but expansion 

under the ACA has allowed millions of current and future mothers to access general preventative 

services in the years before childbirth.109 

Pregnant women and their children are not the only populations who have experienced 

increased access to preventative services due to Medicaid expansion. The ACA placed an 

emphasis on the importance of preventative services and required both public and private health 

insurance plans to cover ten “essential health benefits” (EHBs), which includes access to 

preventative care services without cost-sharing requirements for policyholders beginning in 

2010.110 “The EHB requirement and other stipulations regarding preventative care in the ACA 

apply to adults who were made eligible for Medicaid due to the ACA expansion, but do not 

include ‘traditional’ Medicaid adults.”111 Due to Medicaid expansion, “approximately 20 million 

adults had coverage for preventive services without cost-sharing as of September 2021.”112 The 

preventative services included in the EHBs target several key areas of women’s health, including 
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Services. January 2022. 



Hay  32 

cost-free screenings for mental health conditions, osteoporosis, and cervical cancer, among other 

health services.113 

The direct alleviation of costs for women due to Medicaid expansion has long-term 

individual- and population-level impacts, since “the impact of cost containment … reverberate[s] 

throughout the system, impacting all segments of society.”114 Decreased cost barriers for 

preventative services through Medicaid is cost-saving at several levels, particularly for chronic 

conditions.115 A study on the impact of Medicaid expansion in Michigan concluded there was a 

“high utilization of a broad range of preventive services” among expansion-eligible low-income 

adults, with cancer screenings and counseling on healthy behaviors especially increasing relative 

to pre-ACA levels.116 Since many diseases such as breast cancer have better survival rates when 

diagnosed early, the decreased cost barrier to screening is a critical way to improve patients’ 

prognosis.117 

The Michigan study also added to the literature demonstrating that Medicaid expansion 

enhances utilization of primary care, which is the most routine way to access preventative 

care.118 It is particularly notable that Medicaid expansion has been shown to enhance primary 

care visits even in areas that are identified as facing a clinician shortage. A 2016 study of low-

income adults in three states found that Medicaid expansion created “improvements in receipt of 
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services persists for non-financial reasons for this population.  
116 Susan Dorr Goold et al., “Primary Care, Health Promotion, and Disease Prevention with Michigan Medicaid 
Expansion,” Journal of General Internal Medicine 35, no. 3 (March 1, 2020): 800–807. 
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checkups, care for chronic conditions, and quality of care even in areas with primary care 

shortages, suggesting that while clinician capacity is undoubtedly an important 

consideration, insurance expansions can have a demonstrable positive impact even in areas with 

relative shortages.”119 Nearly 20% of low-income adults enrolled in Medicaid via expansion 

included in that study had not seen a primary care doctor in the last five years prior to expansion. 

According to the Primary Care Collaborative, “greater use of primary care is associated with 

lower costs, higher patient satisfaction, fewer hospitalizations and emergency department visits, 

and lower mortality.”120 Medicaid expansion has impacted low-income women by improving 

access to specific services and primary care, which is beneficial to both their health and wallet. 

Improved access to Medicaid for women is also a means for health financers to cut costs in 

related program areas, and state budgets consistently see no negative fiscal impact due to 

expansion; in fact, they often see positive impacts. Opponents of expansion often argue that it 

would negatively impact state’s budgets, since each expansion state must take on a proportion of 

the cost.121 However, a case study of Michigan found that Medicaid expansion “yields clear 

fiscal benefits for the state, in the form of savings on other non-Medicaid health programs and 

increases in revenue from provider taxes and broad-based sales and income taxes.”122 Notably, 

Medicaid expenditures overwhelming pay into industries dominated by female workers, meaning 

that the macroeconomic benefits—not just the health benefits—of Medicaid expansion benefit 

women’s ability to overcome cost barriers.123 
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These patterns are echoed in other data, which consistently demonstrate that Medicaid 

expansion resulted in net neutral or net positive fiscal impacts, depending on the state.124 While 

the majority of the literature on the impacts of Medicaid on state budgets has focused on savings 

on other health programs and other resulting fiscal shifts, more research is needed to elucidate 

the potential budget impact of improved access to preventative care. It is reasonable to think that 

the value of prevention and early diagnosis of socially costly conditions would yield savings for 

state-financed health programs. In addition, they could lead to improvements in worker health 

and productivity and, thus, incomes and tax revenues. Long-term data on the impacts of 

Medicaid expansion would be necessary to complete this analysis of the full fiscal effects in the 

future. 

With the ongoing Covid-19 pandemic, it is more important than ever to focus on policy 

options to reduce barriers to health care for people in the US and improve efficiency of the health 

system overall. Cost is a significant factor contributing to the uninsurance rate, particularly for 

low-income women. Medicaid expansion has eliminated or substantially reduced the cost of 

health care for low-income women by providing cheap access to preventative care and even 

boosting the incomes of women in the health workforce who benefit from Medicaid patients’ 

payments. The remaining states that have not expanded the program—including two of the 

largest states in the nation, Texas and Florida—could produce the same cost-saving results for 

their populations of low-income women if they choose to expand Medicaid.  

Over one million women in non-expansion states fall into the Medicaid “coverage gap,” 

which means their income is below the FPL but above their state’s eligibility limit for traditional 
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Medicaid.125 In many of these states, “eligibility rules for Medicaid are stringent; the median 

state caps eligibility for parents at about 40 percent of the federal poverty line, or just $8,800 in 

yearly income for a single caregiver of two children.”126 For adults without children, it is almost 

impossible to acquire Medicaid in non-expansion states since they retain pre-ACA status 

standards for eligibility.127 It is estimated that about 750,000 of women who fall into the 

coverage gap would gain health insurance if just Texas expanded Medicaid, and everyone in the 

coverage gap would gain Medicaid eligibility as soon as their state elected to adopt expansion.128 

A significant number of women could access the many benefits of affordable health care if 

Medicaid expansion was implemented by the entire nation.  

Chapter 5: Threats to the efficacy of Medicaid expansion 

Although Medicaid expansion allows more low-income women to access relatively low-cost 

care, there are still cost barriers associated with Medicaid coverage for women in all states. Eight 

states have been granted waivers by the Centers for Medicare and Medicaid Services (CMS) 

since the implementation of the ACA which allow those states to charge premiums to enrollees 

below 150% of the FPL.129 The goal of imposing cost-sharing through these waivers is generally 

to reduce state spending on Medicaid and transfer some responsibility onto patients. Two states 

approved for these waivers, Georgia and Wisconsin, did not expand Medicaid under the ACA 

while the remaining six are expansion states. Some states’ waivers only apply to adults made 

eligible by expansion, while others apply to all Medicaid enrollees. In 2019, an average of 57% 
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states have suspended premium payment requirements while three (Arizona, Michigan, and Montana) have 
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payments following the end of the public health crisis.  
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of enrollees subject to these premiums reported that they did not pay that month’s premium and 

75% reported having an overdue premium payment for a prior month.130 The impact of Medicaid 

expansion is undermined by these waivers, since they partially reconstruct cost barriers that 

prohibited low-income women from accessing other forms of health care. Additionally, the low 

payment of overdue premiums undermines the anticipated benefit to state budgets, since the cost-

sharing mechanisms are so often imposed without actually being collected.131 

Even without these waivers, there are patient costs associated with Medicaid coverage. The 

ACA specifically stipulated that preventative services deemed essential to women’s health must 

be covered at no cost by private insurance plans for women in addition to the services required 

for all adults.132 However, these services are not required to be covered under the traditional 

Medicaid package that applies to adults under 100% of the FPL in all states regardless of 

expansion status.133 In fact, “tobacco cessation for pregnant women is the only preventive 

service listed under mandatory Medicaid benefits.”134 Many states have independently instituted 

requirements for mammograms and a few other common screenings, but the lack of explicit 

requirements for Medicaid coverage of essential women’s health preventative services leaves 

some women to face cost barriers for services that would be cost-free due to the ACA if insured 
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under a private plan or Medicaid expansion.135 As of 2020, 35 states charge copayments in some 

form for traditional Medicaid enrollees.136 

 While cost-sharing burdens are still typically low for Medicaid enrollees even in states 

with relatively increased cost-sharing mechanisms, any cost to care at all can prevent access to 

necessary services and worsen health outcomes for the lowest-income populations. Even co-

payments as low as $1 to $5 have been found to change the health behaviors of low-income 

populations.137 One study found that 19% of women with Medicaid skipped a test or treatment 

due to cost, and concluded that even nominal cost sharing “can be an obstacle since women on 

the program have very low incomes by definition, and even a few dollars can pose a barrier to 

receiving care.”138 Payment for premiums and copayments can also result in consequences such 

as increased use of the emergency room and even disenrollment from Medicaid due to 

affordability challenges.139 

Management of hypertension provides a clear example of the dangers of cost sharing in 

Medicaid for women. Hypertension occurs in about 45 million women in the US, including 

nearly 58% of all Black women, and it significantly increases risk for several serious health 

conditions.140 141 Cardiovascular disease is the number one cause of death for women in the US, 

and hypertension is the most common modifiable risk factor for CVD.142 There are several types 
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of hypertension which only impact women, including pregnancy-related conditions such as 

preeclampsia which can pose a serious risk to maternal health. A 2012 study found that, in 

addition to individual health risks, preeclampsia cost the health system over $2 billion largely 

due to health costs associated with premature births caused by the condition.143 Preventing and 

managing hypertension is a serious concern for women in the US and the health system overall, 

and researchers estimate that the introduction of copayments in Medicaid is associated with an 

almost 8% rise in rates of uncontrolled hypertension.144 Waivers that allow greater cost sharing 

pose a very real threat to the health of Medicaid enrollees and even the modest cost sharing that 

occurs as a part of the program can have a similar effect due to the high sensitivity of low-

income populations’ health behaviors to even relatively small costs.  

Conclusions 

In consideration of the general landscape of women’s health and health insurance in the 

US and the specific role of Medicaid expansion, there are many evident improvements that could 

be made to improve the efficacy of Medicaid for women enrolled in the program. It is helpful to 

focus on two groups of low-income women as particular exemplars of the need for improvement 

in the program: elderly women and pregnant women. These two groups have unique health needs 

that would be better served by Medicaid if the program extended access for Medicare-enrolled 

women and women in the postpartum period.  
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One in every two dollars spent on LTC is paid for by Medicaid.145 As established 

previously, Medicaid is an essential source of LTC for women enrolled in Medicare, since 

traditional Medicare does not cover services such as assisted living facilities or in-home health 

aides.146 However, women eligible for Medicaid through ACA expansion are not eligible to 

remain enrolled in the program once they become eligible for Medicare.147 While some of these 

low-income women will qualify for Medicare Savings Programs which can cover services 

similar to those covered by Medicaid, the insurance transition still results in a proportion of low-

income elderly women who fall into a coverage gap for LTC.148 A report by the Urban Institute 

on the health risks of losing eligibility for expansion Medicaid in the transition to Medicare 

emphasized that retaining access to care through Medicaid “could increase their access to 

primary care and improve their overall health,” in addition to just increasing access to LTC.149 

Data suggest that elderly women are not the only populations who would benefit from 

expanded access to LTC through Medicaid.  The importance of reduced cost barriers via 

Medicaid for LTC is evidenced by the LTC usage of nonelderly adult women made eligible for 

Medicaid via expansion. Data collected from 2008-2016 on middle-aged adult use of LTC 

services concluded that “ACA-funded Medicaid expansion was associated with an increase in 

any LTC use among newly eligible low-income, middle-aged adults, suggesting that the 

population covered by the Medicaid expansion may have had unmet LTC needs before 
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expansion.”150 It should also be noted that, in the absence of access to professional LTC services, 

the burden of caring for relatives with LTC needs is often shifted to women over 50 in the form 

of unpaid labor.151 Improving coverage of LTC would likely have impacts not only on the health 

of direct recipients, but also on the wellbeing of female caretakers relieved from their 

supplementary care role. 

Pregnant women represent another group with unique health needs that are not robustly 

addressed by Medicaid coverage, despite the high proportion of pregnant women enrolled in the 

program. While Medicaid was an important source of coverage during pregnancy prior to the 

ACA and was only strengthened by the law, it still falls short of many maternal health needs in 

the postpartum period. One of the main issues with the program regarding postpartum care is the 

length of time that new mothers are still deemed eligible for coverage under pregnancy-related 

Medicaid. The federal requirement for pregnancy-related Medicaid coverage is coverage only 

through 60 days postpartum, though some states have acquired waivers to extend postpartum 

coverage beyond the 60-day standard.152 Currently, only about half of people with pregnancy-

related Medicaid nationwide remain eligible for the full year after birth, and when analyzing only 

non-expansion states, just 35% retain eligibility.153 

Recent legislative efforts seek to address this specific issue. States were given the option 

to extend the income limits that apply to pregnant women to a full year by the American Rescue 

Plan Act of 2021 (ARP), and the Build Back Better legislation passed by the House of 
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Representatives in 2021 included a stipulation to make that the new federal minimum 

requirement.154  Implementing this requirement at a national level would result in a nationwide 

boost to women’s health insurance rates in the year after childbirth. If the 12-month window of 

postpartum coverage became the federal standard, it is estimated by the Department of Health 

and Human Services that approximately 720,000 additional people would retain their Medicaid 

eligibility in the year after giving birth.155 

The implementation of an extended postpartum coverage window would substantially 

reduce disparities in maternal health outcomes. Black and Indigenous women are far more likely 

than white women to suffer complications or die due to pregnancy, and this disparity has not 

narrowed in the last 15 years.156 The persistence of disparities in maternal health outcomes 

demonstrates that additional policy approaches are necessary to combat this issue. Considering 

that about two-thirds of mothers of color who give birth in the US are covered by Medicaid, 

there is a strong likelihood that the health benefits of an expanded postpartum period would be 

reaped by that population.157 

However, even a 12-month window may not be sufficient to completely meet the needs 

of women in the postpartum period, since there is increasing evidence to show that some 

conditions may linger for several years after giving birth. Current guidelines only recommend 

screening for postpartum depression (PPD) for six months after delivery, but there is increasing 
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research to suggest that PPD symptoms may in fact persist for years afterwards.158 Women who 

only qualify for Medicaid during pregnancy may need additional access to mental health 

screening and resources for far longer than the current or proposed postpartum coverage period. 

This trend is reflected in other areas as well; a growing literature demonstrates that a variety of 

pelvic floor disorders resulting from childbirth impact a substantial portion of women, 

sometimes for decades. Increasing eligibility caps for Medicaid to ensure that all women who 

qualify during pregnancy are able to qualify across the lifespan is the most robust way to ensure 

that postpartum health needs are met.  

This project has provided an overview of the health care ecosystem and barriers to health 

access for women in the US. It has further detailed the impact of Medicaid expansion on cost-

related health challenges and highlighted a few changes to the program that would benefit 

women, particularly pregnant women and women over 65. The information presented here 

certainly does not constitute a representation of all research in this area, nor does it present an 

exhaustive list of policy solutions, but it does establish a foundation from which further research 

questions can be generated. For example, there is a growing body of literature that suggests a 

connection between Medicaid reimbursement structures and low-income women’s experiences 

with doctors dismissing or minimizing their health concerns. Investigation into that connection 

can yield specific policy recommendations for reimbursement structures that could target areas 

where women with Medicaid most commonly report disregard from medical professionals. 

Additionally, the Covid-19 pandemic’s impact on the health system has resulted in both 

unprecedented challenges and corresponding emergency solutions that would be beneficial to 

women’s health if implemented as standard practice. Telemedicine in particular stands out as a 
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policy solution that yielded tremendous improvements for women’s access to health care during 

the pandemic, since Medicaid and other insurance programs temporarily boosted their coverage 

of telehealth services. Improving telemedicine coverage and exploring the potential long-term 

benefits of other Covid-related changes to the health system may lead to clear options for the 

mitigation of some unique barriers faced by women with Medicaid. 

Above all else, it is clear how critical consideration of sex and gender differences in 

economics research is for drawing conclusions about insurance status and health outcomes. 

There are significant gaps in the literature due to the general lack of sex-disaggregated data and 

conclusions in research, and that lack of basic information stalls efforts to understand and 

address the health needs of women relative to other genders. Further, even research that does 

account to some extent for sex and gender differences often still constructs “women” as a 

monolithic category; there are significant health needs faced by women of color, women with 

disabilities, LGBTQ+ women, and a myriad of other intersectional identity groups that are erased 

by analysis of averages. More research in general is needed to devise optimal health policy 

solutions for women in the US, but specific attention to the needs of historically underserved 

populations is particularly imperative to improve the overall US health system.  
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