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1. Women are more likely than men to need medical services.

Nationally, women make 58% more visits each year to primary care physicians than do men and are more likely than men to take at least one prescription drug on a daily basis.
 Women have greater annual health care expenses than men ($2,453 vs. $2,316), and a greater proportion of their health care expenses are paid out of pocket (19% vs. 16%).
  

Compared to other women in the country, Massachusetts women have especially high rates of AIDS, lung cancer and breast cancer.
  Massachusetts women also report poorer mental health than Massachusetts men: 39% of Massachusetts women say that they experience stress, depression, and problems with emotions, compared to 29% of Massachusetts men.
 While Massachusetts men have the 11th lowest death rate in the country, Massachusetts women have only the 18th lowest death rate. 
Massachusetts women spend more on medication per year than men: Women fill 15 retail prescription drugs at pharmacies (annually, per capita) vs. only 10 prescriptions for men.

2. Women are less able than men to be able to afford medical services and supplies. 

Nationally, women earn less than men, and are more likely than men to live in poverty. Primarily because of the costs, uninsured women are nearly 20% more likely than uninsured men to have trouble obtaining health care.

In Massachusetts, median annual earnings for women are approximately three-quarters of median annual earnings for men.
  Women head 72% of Massachusetts families living below the poverty level.
  Women make up 57% of adult Medicaid enrollees in the state.

3. Women are less likely than men to be offered employment-based health insurance.

Nationally, women are 15% less likely than men to be offered job-based health insurance.
 
In Massachusetts, only 44% of women have their own job-based insurance, compared to 59% of men.
  Forty three percent of working-age women are offered health insurance by their employer, compared to 53% of men.

4. That is partly because women are more likely than men to work at part-time jobs.

Nationally, full-time employees are twice as likely as part-time employees to be offered health insurance. In 2004 only 23% of firms offered health benefits to part-time workers.

In Massachusetts, 11% of men are employed part-time while 28% of women are employed part-time.
  Women make up 71% of the part-time work force.

5.  Many women are unable to work at jobs that provide health insurance because of the time they spend providing unpaid care to sick, disabled, very young, and very old family members. 

Nationally, the average woman now spends nearly one third of her life fulfilling the caregiving role, leaving the paid labor force for approximately 11 years, as compared to only one year for her male counterpart. The physical and emotional stresses associated with primary responsibility for tending to sick family members have been shown to adversely affect women’s health, while the demands of caregiving reduce the likelihood of holding down a full-time job.
 

Massachusetts has not adopted a Temporary Disability Insurance (TDI) program that provides even limited paid family leave.
 There are approximately 600,000 informal (unpaid) caregivers in Massachusetts who provide an estimated 678,700,000 hours of caregiving hours each year.

6. Women are vulnerable to losing health care coverage because of changes in marital status.

Nationally, women are more than twice as likely as men to receive employer-based health coverage as “dependents” through their spouses (26% vs. 11%). This means that women are particularly vulnerable to changes in their family situations. In fact, divorced women are about twice as likely to lack health insurance as are married women; widows and never married women are far more likely than married women to be uninsured. In addition, because women often are younger than their husbands, 10% of women become uninsured when their husbands retire and enroll in Medicare.

In Massachusetts, 29% of women have health insurance as “dependents” vs. only 14% of men.
  Of Massachusetts women over the age of fifty, 28% are widowed and 12% are divorced or separated.
  Among working-age women with group health insurance, 57 % are insured in their own name, compared to 74% of Massachusetts men.
 
7. Women are vulnerable to losing health care coverage because of state and federal budget cuts.

Nationally, primarily because of cuts in Medicaid eligibility, the number of uninsured women is growing faster than the number of uninsured men.
 
In Massachusetts, 76% of adult Medicaid (MassHealth) enrollees are women. The total number of non-elder women enrollees in the program dropped from approximately 578,000 to 551,000 in the period between 2002 and 2004. Moreover, during that time the state eliminated dental benefits, coverage for dentures and eyeglasses, coverage for emergency detoxification services, and payment for acute hospital stays of more than twenty days for adults. 

8. Women of color, immigrant women, Hispanic women and young women face particularly severe obstacles to obtaining timely and appropriate medical care. 

Nationally, 34% of Hispanics (vs. 13% of whites and 21% of blacks) are uninsured. For many immigrant women, difficulties accessing health care are compounded by language barriers or by reluctance to being treated by a male physician. Young adults ages 19-23 are twice as likely as adults ages 30-64 to be uninsured. Young women are particularly vulnerable to regulations and legislation limiting access to emergency contraception, family planning information, and abortion. 
In Massachusetts, the breast cancer mortality rate for black women is higher than for white women (35 per 100,000 vs. 24 per 100,000) even though the overall breast cancer incidence rate is lower for black women. The rate of low birth weight births, a good measure of overall health of women, is higher for black women (12% vs. 7% of births). This difference may reflect the following health care disparity: 92% of white women begin prenatal care in the first trimester, vs. 80% of black women and 82% of Hispanic women.

In Massachusetts, in 1999 almost 80% of women received adequate prenatal care compared, while only 66.5% of Latinas received adequate prenatal care. Of all births to Latinas in 1999, 70.1% of the mothers received prenatal care services through publicly funded programs, compared to 16.6% among non-Latino whites, 57% among blacks, and 26.5% among Asians. When compared with Latinas who received prenatal care services through privately funded programs, those Latinas served by publicly funded services were less likely to receive adequate prenatal care. 

9. Women’s health is a human rights issue: While women’s NEED for health care services increases as a result of human rights abuses of structural violence and discrimination, women’s ACCESS to health care services often suffers as a result of human rights abuses. 

Nationally, estimates indicate that a minimum of 2 million women and possibly as many as 4 million women are severely assaulted by male partners each year in the United States, and that between 21% and 34% of all women will by physically assaulted by an intimate male during adulthood. Overall, women with a history of victimization by rape and other abuse perceive their health less favorably than other women and report more symptoms of illness across virtually all body systems.  Studies have shown that women with a history of having been sexually assaulted are likely to make twice as many physician visits per year as nonvictimized women. The outpatient medical expenses incurred by the most severely victimized woman may be more than twice as high as expenses incurred by nonvictimized women. 

In Massachusetts, women experiencing intimate partner violence were more likely than other women to report depression, anxiety, sleep problems, suicidal ideation, disabilities, smoking and unwanted pregnancy, but they were less likely to have health insurance.
 Lack of health insurance indirectly and directly leads to higher mortality rates. 

2008 Addendum

10. Women throughout the United States are looking to the Massachusetts health care reform as a possible national model.
Since the passage of Chapter 58 (the health care reform bill) on April 12, 2006 thousands of formerly uninsured women now benefit from health care coverage and the dignity of carrying an insurance card.

However, the experiences of Massachusetts women indicate key areas of concern. 

· Low and moderate income women may find themselves unable to use their new health insurance because they cannot afford the co-payments and deductibles that they must pay out-of-pocket in order to receive services and fill prescriptions.

· Women, who typically are the health care representatives of their families, face a bewildering array of insurance plans with higher or lower premiums, deductibles and co-pays. Even those women with the education and ability to make the most informed choices cannot predict whether family members will have moderate or extensive medical needs in the future. Women thus carry the burden of having to make insurance choices that may result in family members having to forego medical treatment or accumulating unexpected medical debt loads. 

· The Massachusetts’ reform retained and created an assortment of employer-based, public and private plans; it is not a seamless system of guaranteed care. As a result, women continue to fall through the cracks or experience loss of coverage when their family status or other life circumstances change.

·  Heightened attention to financing of health care does not necessarily result in heightened attention to quality of care. Financing is one piece of a sorely-needed, broader public conversation regarding how the health care system can help women and their families become healthy, stay healthy, and – when necessary, give and receive compassionate care. 
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