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The federal Patient Protection and Affordable 
Care Act of 2010 (ACA)1 includes provisions that 
have both immediate and long-term benefits for 
women. In 2008, approximately 17 million women 
ages 19 to 64 – about 18 percent of that population – 
were without health insurance nationwide.2 The ACA 
was enacted by Congress in response to the need for 
high quality, affordable coverage for all Americans. 
 
Historically, Connecticut’s health care system has 
been ranked as one of the strongest in the US. Since 
1993, a combination of health indicators have placed 
Connecticut in the top ten of all states in overall 
health rankings, placing fourth in the nation in 2010.3 
Women’s health in Connecticut also tends to be 
better than women’s health nationwide.4 Yet, 
problems remain. Like women nationwide, 
Connecticut women face gender discrimination in 
regard to the extent and cost of their insurance 
coverage. Between 2008 and 2009, approximately 12 
percent of women in the state ages 18 to 64 had no 
health insurance coverage at all.5  
 
Women use health care at a greater rate than men, in 
part due to reproductive health needs and a higher 
prevalence of chronic conditions.6 As a result, they 
are more likely to struggle with medical bills and debt 
and to forego care because of costs.7 The ACA 
addresses these issues by improving the accessibility 
and affordability of health care for women in 
Connecticut and nationwide. 
 
The Affordable Care Act will increase 
Connecticut women’s access to health insurance 
by expanding Medicaid eligibility. Beginning in 
January 2014, most adults under the age of 65 in 
households with income up to 133 percent of the 

federal poverty level (FPL)8 will be eligible for 
Medicaid services.9 Previously, adults qualified in one 
of just four eligibility categories: pregnant women, 
parents or other caretaker relatives of dependent 
children, the elderly poor, or persons with 
disabilities.10 The ACA eliminates essentially all 
categorical eligibility for low-income, non-elderly 
adults on Medicaid with income below 133 percent 
FPL.  
 
In Connecticut, parents of children from birth to 19 
in households earning up to 185 percent FPL are 
currently eligible for coverage in the HUSKY 
Program (Medicaid).11 However, childless adults in 
Connecticut are eligible only if their income is less 
than 56 percent FPL. Thus, the expansion of 
Medicaid to 133 percent FPL represents a substantial 
increase in health care coverage for low income 
adults.12 It is estimated that the expansion will create a 
20.1 percent increase in Connecticut Medicaid 
enrollment by 2019.13  
 
Although this expansion of Medicaid presents an 
opportunity for many adults nationwide, it could have 
unintended consequences in Connecticut. The state 
could choose to cut back the current eligibility level 
for parents in the HUSKY program to the lower 
federal level. If income eligibility levels are decreased 
from 185 percent FPL to 133 percent FPL, parents 
may[will] find themselves paying more for health care 
coverage. 
 
Additionally, the ACA enables states to more easily 
expand family planning services to people with 
incomes up to 185 percent FPL who are not eligible 
for Medicaid.14 The Connecticut legislature recently 
authorized the state Department of Social Services to 



 

submit a Medicaid state plan amendment which 
would implement this expansion in Connecticut.15 
This change in policy will help many Connecticut 
women access needed family planning services.   
 
Beginning in 2014, partially subsidized coverage 
will be available to individuals and families with 
incomes up to 400 percent FPL who buy health 
coverage through new state health insurance 
exchanges. These exchanges offer plans with 
standard, comprehensive benefits, which can be 
purchased at several levels of cost-sharing and with 
various tax credits. These plans will also include caps 
on out-of-pocket spending.16 An estimated 83,000 
women in the state will be eligible for health 
insurance subsidies.17  
 
Young adults will also benefit from expanded 
coverage.  They may qualify for expanded coverage 
under Medicaid or for subsidized coverage through a 
health insurance exchange. They can also remain on 
their parents’ insurance plans until age 26, a reform 
measure that Connecticut had implemented in 2009 
for individual and group health plans covered by state 
insurance laws.18 The ACA further benefits young 
adults in Connecticut by expanding this coverage to 
young adults who are married or live out-of-state, and 
including self-insured employer health plans.19 An 
estimated 9,000 young adults in the state will benefit 
from this change in policy.20 Young women in 
particular should benefit, given that health insurance 
is often particularly expensive for them due to higher 
premiums based on their age and gender.21 
 
The Affordable Care Act benefits Connecticut 
women by reducing gender discrimination 
through prohibition of gender ratings in certain 
health insurance markets. Currently, insurance 
plans utilize “gender ratings” to determine premium 
levels, i.e., charging individual women and small 
businesses with predominantly female employees 
significantly higher premiums than those charged for 
men or predominantly male employee groups.22 
Typically, these higher premiums do not include 
coverage for maternity care.23 
 
As of March 2010, only thirteen states had banned 
gender rating in the individual insurance market, and 
only fourteen states had banned this practice in the 
small group market.24 Connecticut is not one of these 
states. A national study of gender rating in 2009 
showed that one best-selling plan in the Connecticut 

individual insurance market charged 25-year-old 
women 42 percent more than the premium charged 
for 25-year-old men.25 As a result of the ACA, gender 
rating will be prohibited in both the individual and 
small-group insurance markets in 2014, helping to 
make health care more affordable for women in 
Connecticut.26  
 
The Affordable Care Act prohibits insurance 
carriers from denying coverage based on 
preexisting conditions, further reducing gender 
discrimination. Women are often denied coverage 
for a wide variety of health issues unique to being 
women, including pregnancy, breast or cervical 
cancer, having had a previous cesarean section,  and 
having been a victim of domestic or sexual violence.27 
As of January 2014, insurance companies will be 
prohibited from denying coverage based on these or 
other preexisting conditions, such as mental illness or 
a chronic health condition.28  
 
Furthermore, insurers will be prohibited from 
cancelling or retroactively rescinding coverage for 
preexisting or gender-specific conditions, unless an 
individual committed fraud or intentionally 
misrepresented a fact to gain coverage.29 This change 
will help to ensure that women do not lose health 
insurance when they become ill. 
 
Connecticut residents now have access to health 
insurance even if coverage has been rescinded or 
denied due to illness or preexisting conditions. 
Temporary Preexisting Condition Insurance Plans 
(PCIPs) are available in every state for people who 
have been uninsured for at least six months and have 
a health problem.30 These plans are intended as a 
temporary measure to help people access health care 
until 2014, when insurance companies will be 
prohibited from denying coverage based on 
preexisting conditions. 
 
Connecticut has maintained a similar program since 
1976 (known as “the state high-risk pool”),31 but has 
also created a new program in response to the 
requirements of the ACA.32 The new “Connecticut 
Preexisting Condition Insurance Plan” began 
accepting applications in August 2010.33 Monthly 
premiums vary by age group, rather than income 
level,34 and range from $242.66 for a child to $893.00 
for those 65 and older.35 Annual maximum out-of-
pocket costs for in-network services (not including 
premiums) are capped at $4,250 per individual and 



 

$8,500 per family.36 These relatively high costs create 
barriers to enrollment.37 As of June 2011, there are 
just 70 people enrolled in this new program.38 
 
The Affordable Care Act expands coverage and 
reduces discrimination while improving access to 
crucial health services. Prior to health care reform, 
many women lacked access to essential health 
insurance coverage. For example, a 2009 study 
indicated that only 2 percent of best-selling health 
plans purchased in the individual market in 
Connecticut offered coverage for maternity care, far 
lower than the nationwide rate (13%).39 Plans that did 
offer coverage were often expensive or limited in 
scope.40 Ensuring coverage for maternity care is 
arguably important for all women and society as a 
whole. Every child who is born benefits from his or 
her mother having a healthy pregnancy. 
 
Beginning in 2014, insurance plans for individuals and 
small businesses, as well as those sold through the 
state health exchanges, will be required to cover a 
comprehensive set of “essential health benefits,” 
many of which directly benefit women. 41 By requiring 
essential benefits, including maternity coverage, 
women will no longer be underinsured.  All insurance 
plans will be required to cover maternity and newborn 
care, hospitalization, emergency care, prescription 
drugs, pediatric services, and chronic disease 
management, and other essential services.42 Specific 
details about these benefits and the extent of required 
coverage will be determined by the U.S. Secretary of 
Health and Human Services in 2011.43 One source of 
controversy about the essential benefits package has 
been whether or not contraception and family 
planning services will be included..44 
 
Plans must also cover preventive and wellness 
services that reduce health costs by promoting good 
health for women and their families. Connecticut and 
federal law already prohibit co-payments for 
preventive services for children covered under 
Medicaid and CHIP.45 As of 2011, the ACA 
eliminated co-payments and deductibles for a wide 
variety of preventive services in Medicare and the 
individual and group markets as well.46 Federal 
financial incentives will be provided to states to limit 
cost-sharing for preventive services under Medicaid.47 
At present, Connecticut’s Medicaid program has no 
co-payments for preventive services for adults.  
 

Many of these newly covered preventive services 
benefit women, including breast, cervical, and 
colorectal cancer screenings; sexually transmitted 
infection screenings; immunizations; osteoporosis, 
blood pressure, and cholesterol screenings; alcohol, 
obesity, and tobacco counseling and interventions; 
and depression screening.48 Additionally, family 
planning services and contraception could potentially 
be covered as preventive services.49 These measures 
are likely to improve the health of women and reduce 
or mitigate the effects of preventable diseases with 
early detection.50 For example, in 2005, the most 
recent year for which national data are available, 22.5 
percent of women who had recently given birth 
reported having smoked before, during or after 
pregnancy.51 Funding for smoking cessation 
treatments will help improve the health of these 
women and their children. As a result of the ACA, 
Connecticut now covers smoking cessation 
treatments for pregnant women under Medicaid.52 
 
Health care reform includes many benefits for 
women, but may restrict access to abortion 
services. Under the ACA, abortion coverage cannot 
be required as a component of the essential benefits 
package offered by plans in state health insurance 
exchanges. Additionally, state exchanges must offer at 
least one plan that does not include abortion coverage.53  
 
Federal funds may only be used for abortions in cases 
of pregnancies that endanger the life of the mother or 
are a result of rape or incest. Private, state, or local 
funds may be used to pay for abortions not permitted 
by federal law.54 In Connecticut, the state supreme 
court has held that the state Medicaid program must 
use state dollars to pay for all abortions certified as 
medically necessary and medically appropriate, not 
just those abortions covered under federal law. In 
addition, the state attorney general has concluded that 
this requirement applies to the HUSKY program.55 
 
If a plan in a state exchange decides to offer abortion 
coverage as an additional benefit, it must segregate 
the funding streams involved in payment for that 
service. Insurers offering abortion coverage as part of 
their health insurance plans must charge enrolled 
individuals two premiums – one for abortion 
coverage, and the other for all other health care 
coverage.56 This additional layer of bureaucracy has 
the potential to deter individuals from purchasing 
abortion coverage and/or dissuade health plans from 
offering it, potentially limiting women’s access to 



 

abortion services.57 Furthermore, given the fact that 
few women anticipate having an abortion, it seems 
unlikely that many women will purchase abortion 
coverage in advance of an unintended or mistimed 
pregnancy. 
 
Overall the Affordable Care Act supports 
women’s health. In addition to the expansion of 
coverage, increased affordability, and elimination of 
discriminatory practices mentioned above, the Act: 
 

 Prohibits lifetime and annual limits on coverage;58 

 Gradually reduces the Medicare prescription 
“donut hole” until 2020, when the hole will be 
eliminated and all prescriptions after the initial 
Medicare deductible will have a coinsurance rate 
of 25 percent until the out-of-pocket spending 
limit is reached, disproportionately benefiting 
women, who tend to live longer than men;59 

 Establishes a national insurance program for 
purchasing community living assistance services 
and supports (CLASS), helping to alleviate 
burdens on family caregivers, who are typically 
women;60 

 Requires states offering a benchmark benefit plan 
through Medicaid to include coverage of family 
planning services;61 

 Provides $75 million a year for evidence-based sex 
education for young men and women;62 

 Allows coverage for freestanding birth centers;63 

 Increases Medicare reimbursement rates for nurse 
midwives;64 

 Mandates that employers with at least 50 
employees allow breastfeeding mothers breaks 
and provide a private space (not a bathroom), so 
that mothers may express milk;65 

 Requires coverage of basic pediatric services, as 
well as children’s oral and vision services, helping 
mothers promote the health of their children and 
allowing children to enter their adult lives in 
better health;66 and 

 Establishes offices to monitor, research, and 
coordinate activities pertaining to women’s health 
at several major federal agencies.67 
 

Effective implementation of the Affordable Care 
Act is crucial to the improvement of women’s 
health. As debate over health care reform continues 
in Congress and in the nation’s courts, advocates 
should monitor any proposed changes and seek 
improvements in certain areas, such as contraception 

and abortion coverage. Careful study of 
implementation will also be needed to ensure that 
women receive maximum benefit from these reforms. 
The ACA represents an unprecedented chance to 
improve health care for thousands of women in 
Connecticut and millions of women across the nation. 
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