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Organization Information
Reproductive Equity Now Foundation
Reproductive Equity Now Foundation (RENF), formerly the Pro-Choice Massachusetts 
Foundation, is dedicated to ensuring equitable access to the full spectrum of reproductive 
health care for all people—regardless of their race, ethnicity, income, zip code, gender, age, 
immigration status, ability, sexual orientation, or religion. We need reproductive equity across 
this country, and we need it now. Reproductive Equity Now leads the fight in Massachusetts 
and is expanding its grassroots presence across New England. 

Our organization has been successful in ensuring pro-choice majorities in the Massachusetts 
State House of Representatives and State Senate, passing laws that ensure continued access 
to abortion and contraception. More recently, we passed the ROE Act, one of the few pieces 
of legislation in the entire country to expand reproductive access, and An Act expanding 
protections for reproductive and gender-affirming care, expansive legislation securing 
Massachusetts’ position as a leader in reproductive freedoms. Central to our work is the belief 
that every elected official at all levels of government — local, state, and federal — must fight 
for reproductive equity.

Justice Catalyst
Justice Catalyst and Justice Catalyst Law takes on social justice issues that fall between the 
cracks of traditional advocacy models, by connecting advocates with diverse specialties and 
applying a cross-disciplinary approach to the law. Towards this end, Justice Catalyst also 
launches and supports early-stage projects with existing public interest organizations or public 
agencies that employ or wish to adopt innovative approaches or legal strategies to address 
social problems through: administering a fellowship program; partnering with existing public 
interest organizations; preparing educational material; and supporting socially responsible 
approaches to lawyering.

About This Resource  
and a Disclaimer
In the absence of adequate federal protections 
for reproductive freedom, states have the 
opportunity to develop bold, broad ranging, and 
progressive reproductive freedom policies. State 
and local governments have a massive impact on 
how citizens stake claims to their reproductive 
freedom. Grassroots organizations, lawyers, and 
policy analysts are key to ensuring states take the 
steps necessary to secure and expand reproductive 
freedom.  

Massachusetts has a rich history of taking bold 
steps towards protecting reproductive freedom. 
With this in mind, Reproductive Equity Now sought 
a comprehensive assessment of recent legislative 
successes on access to contraception with a specific 
eye for: (a) what enforcement mechanisms are 
needed to bolster the strength of the law and create 
sustainable change; and (b) how these reproductive 
freedom successes could be emulated in other 
states by progressive allies. 

The goal of this research was to understand why 
the ACCESS law was written as it was written, what 
compromises took place to get the bill passed into 
law, what elements of the law were absolute non-
negotiables for the progressive advocates, and 
what implementation failures have taught activists 
about how to prophylactically fix similar proposed 
legislation in other states. That research informed 
this Model Legislation and Policy Proposal Toolkit 
(hereafter “Legislative Toolkit”), which contains 
model legislation; communications, talking points, 
and strategic documents to get the legislation 
passed; drafts of supporting and supplemental 
regulations necessary to properly effectuate the 
law; and analysis of how the law was implemented 
in Massachusetts, analyzing both the successes and 
failures of the process. 

While Massachusetts has a political climate that 
is certainly more friendly to reproductive freedom 
than other states, our legislative successes were 
possible because the policies that underlie them 

have broad support. Other states should be able 
to adapt the legislation in the Legislative Toolkit to 
meet the specific needs of their community. The 
explanatory memo helps explain why particular 
choices were made throughout the drafting 
process—illuminating how certain adjustments 
may decrease the potency of a law or increase 
resistance from opposition.

The communications and strategic documents will 
provide a guide for how messaging took place in 
Massachusetts and help identify any anticipatable 
communications difficulties. Communications 
and strategic documents are intended to provide 
starting points and guidance that can be adapted 
to properly reflect each state. Sustainable change 
only occurs with community buy-in, and simply 
transplanting Massachusetts law into another state 
is unlikely to be effective. 

The initial goal of the Legislative Toolkit is to avoid 
having to reinvent the wheel each time a state 
or community wants to implement progressive 
reproductive rights, health, and justice legislation; 
instead, this Toolkit gives activists and states 
legislative leaders a template from which to work 
such that they can focus their energy on narrowly 
tailoring the legislation and the messaging strategy 
for their state and its political climate.
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Text of 
Massachusetts 
Legislation

The Reproductive Equity Now Foundation (RENF) 
provides this toolkit so that allies in other states can 
utilize our resources and learn from our successes 
and our challenges. While the information contained 
in this toolkit is accurate and up-to-date as of August 
1, 2022, this is an evolving area of law. The online 
toolkit will be periodically updated.

Anita Hill once spoke of the ability of policy work 
to “strategize how to inform the law.” Policy work 
can both inform the law and inform the culture 
into which the law is introduced. Policy work and 
communications, correctly effectuated, can shift 
public opinion and shift the tone and framing of 
a debate and create sustainable change. May this 
toolkit be a step towards that change.
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(b) (1) Coverage provided under this section shall 
not be subject to any deductible, coinsurance, 
copayment or any other cost-sharing requirement, 
except as provided for in subclauses (A) and (B) of 
clause (i) of subsection (a) or as otherwise required 
under federal law. Coverage offered under this 
section shall not impose unreasonable restrictions 
or delays in the coverage; provided, however, that 
reasonable medical management techniques may 
be applied to coverage within a method category, 
as defined by the FDA, but not across types of 
methods.

(2) Benefits for an enrollee under this section shall 
be the same for the enrollee’s covered spouse and 
covered dependents.

(c) Nothing in this section shall be construed 
to exclude coverage for contraceptive drugs, 
devices, products and procedures as prescribed 
by a provider for reasons other than contraceptive 
purposes, including, but not limited to, decreasing 
the risk of ovarian cancer, eliminating symptoms 
of menopause or providing contraception that 
is necessary to preserve the life or health of the 
enrollee or the enrollee’s covered spouse or covered 
dependents.

(d) The commission shall ensure plan compliance 
with this chapter.

(e) Nothing in this section shall be construed to 
require the commission to cover experimental or 
investigational treatments.

(f) For purposes of this section, the following 
words shall have the following meanings unless the 
context clearly requires otherwise:

“Provider”, an individual or facility licensed, certified 
or otherwise authorized or permitted by law to 
administer health care in the ordinary course of 
business or professional practice acting within the 
scope of their license.

“Therapeutic equivalent”, a contraceptive drug, 
device or product that is: (i) approved as safe 
and effective; (ii) pharmaceutically equivalent to 
another contraceptive drug, device or product 

in that it contains an identical amount of the same 
active drug ingredient in the same dosage form and 
route of administration and meets compendial or 
other applicable standards of strength, quality, purity 
and identity; and (iii) assigned the same therapeutic 
equivalence code as another contraceptive drug, 
device or product by the FDA.

SECTION 2. Chapter 118E of the General Laws is 
hereby amended by inserting after section 10J the 
following section:-

Section 10K. (a) The division and its contracted 
health insurers, health plans, health maintenance 
organizations, behavioral health management firms 
and third-party administrators under contract to a 
Medicaid managed care organization or primary care 
clinician plan shall provide coverage for the following 
services and contraceptive methods: 

(i) Food and Drug Administration, FDA, approved 
contraceptive drugs, devices and other products; 
provided, however, that coverage shall not be 
required for male condoms or FDA-approved oral 
contraceptives that do not have a therapeutic 
equivalent; and provided further, that: 

(A) if the FDA has approved 1 or more therapeutic 
equivalents of a contraceptive drug, device or 
product, the division shall not be required to include 
all such therapeutically equivalent versions in its 
formulary as long as at least 1 is included and covered 
without cost-sharing and in accordance with this 
section; 

(B) if there is a therapeutic equivalent of a drug, 
device or other product for an FDA-approved 
contraceptive method, the division may provide 
coverage for more than 1 drug, device or other 
product and may impose cost-sharing requirements 
as long as at least 1 drug, device or other product 
for that method is available without cost-sharing; 
provided, however, that if an individual’s attending 
provider recommends a particular FDA-approved 
contraceptive based on a medical determination 
with respect to that individual, regardless of whether 
the contraceptive has a therapeutic equivalent, 
the division shall provide coverage, subject to the 

PART I: Text of Massachusetts’ 
Legislation

AN ACT RELATIVE TO ADVANCING 
CONTRACEPTIVE COVERAGE AND ECONOMIC 
SECURITY IN OUR STATE.

Whereas, The deferred operation of this act would 
tend to defeat its purpose, which is to provide 
forthwith contraceptive coverage and economic 
security in the commonwealth, therefore it is hereby 
declared to be an emergency law, necessary for the 
immediate preservation of the public health and 
convenience.

Be it enacted by the Senate and House of 
Representatives in General Court assembled, and by 
the authority of the same, as follows:

SECTION 1. Chapter 32A of the General Laws is 
hereby amended by adding the following section:-

Section 28. (a) Coverage offered by the 
commission to an active or retired employee of the 
commonwealth insured under the group insurance 
commission shall provide coverage for the following 
services and contraceptive methods: 

(i) Food and Drug Administration, FDA, approved 
contraceptive drugs, devices and other products; 
provided, however, that coverage shall not be 
required for male condoms or FDA-approved oral 
contraceptive drugs that do not have a therapeutic 
equivalent; and provided further, that: 

(A) if the FDA has approved 1 or more therapeutic 
equivalents of a contraceptive drug, device or 
product, the commission shall not be required to 
include all such therapeutically equivalent versions 
in its formulary as long as at least 1 is included and 
covered without cost-sharing and in accordance 
with this section; and 

(B) if there is a therapeutic equivalent of a drug, 
device or other product for an FDA-approved 
contraceptive method, the commission may provide 
coverage for more than 1 drug, device or other 
product and may impose cost-sharing requirements 

as long as at least 1 drug, device or other product 
for that method is available without cost-sharing; 
provided, however, that if an individual’s attending 
provider recommends a particular FDA-approved 
contraceptive based on a medical determination 
with respect to that individual, regardless of whether 
the contraceptive has a therapeutic equivalent, 
the insurer shall provide coverage, subject to the 
commission’s utilization management procedures, for 
the prescribed contraceptive drug, device or product 
without cost-sharing; 

(ii) FDA-approved emergency contraception available 
over-the-counter, whether with a prescription or 
dispensed consistent with the requirements of 
section 19A of chapter 94C; 

(iii) prescription contraceptives intended to last: (A) 
for not more than a 3-month period for the first 
time the prescription contraceptive is dispensed 
to the covered person; and (B) for not more than 
a 12-month period for any subsequent dispensing 
of the same prescription, which may be dispensed 
all at once or over the course of the 12-month 
period, regardless of whether the covered person 
was enrolled in a plan or policy under this chapter 
at the time the prescription contraceptive was first 
dispensed; provided, however, that the insured may 
not fill more than one 12-month prescription in a 
single dispensing per plan year; 

(iv) voluntary female sterilization procedures; 

(v) patient education and counseling on 
contraception; and 

(vi) follow-up services related to the drugs, devices, 
products and procedures covered under this 
subsection including, but not limited to, management 
of side effects, counseling for continued adherence 
and device insertion and removal. 
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provider recommends a particular FDA-approved 
contraceptive based on a medical determination 
with respect to that individual, regardless of whether 
the contraceptive has a therapeutic equivalent, 
the policy of accident and sickness insurance shall 
provide coverage, subject to that policy’s utilization 
management procedures, for the prescribed 
contraceptive drug, device or product without cost-
sharing; and

(C) appeals of an adverse determination of a request 
for coverage of an alternative FDA-approved 
contraceptive drug, device or other product without 
cost-sharing shall be subject to the expedited 
grievance process under section 13 of chapter 176O;

(ii) FDA-approved emergency contraception available 
over-the-counter, whether with a prescription or 
dispensed consistent with the requirements of 
section 19A of chapter 94C;

(iii) prescription contraceptives intended to last for: 
(A) not more than a 3-month period for the first 
time the prescription contraceptive is dispensed 
to the covered person; and (B) for not more than a 
12-month period for any subsequent dispensing of 
the same prescription, which may be dispensed all 
at once or over the course of the 12-month period, 
regardless of whether the covered person was 
enrolled in the policy at the time the prescription was 
first dispensed; provided, however, that a corporation 
shall not be required to provide coverage for more 
than one 12-month prescription in a single dispensing 
per plan year;

(iv) voluntary female sterilization procedures;

(v) patient education and counseling on 
contraception; and

(vi) follow-up services related to the drugs, devices, 
products and procedures covered under this 
subsection including, but not limited to, management 
of side effects, counseling for continued adherence 
and device insertion and removal.

(e) (1) Coverage provided under subsection (d) shall 
not be subject to any deductible, coinsurance, 
copayment or any other cost-sharing requirement, 

identity; and (iii) assigned the same therapeutic 
equivalence code as another contraceptive drug, 
device or product by the FDA.

SECTION 3. Section 47W of chapter 175 of the 
General Laws, as appearing in the 2016 Official 
Edition, is hereby amended by adding the following 
7 subsections:

(d) An individual policy of accident and sickness 
insurance issued under section 108 that 
provides benefits for hospital expenses and 
surgical expenses and any group blanket policy 
of accident and sickness insurance issued under 
section 110 that provides benefits for hospital 
expenses and surgical expenses delivered, issued 
or renewed by agreement between the insurer 
and the policyholder, within or outside the 
commonwealth shall provide benefits for residents 
of the commonwealth and all group members 
having a principal place of employment in the 
commonwealth coverage for all of the following 
services and contraceptive methods:

(i) Food and Drug Administration, FDA, approved 
contraceptive drugs, devices and other products; 
provided, however, that coverage shall not be 
required for male condoms or FDA-approved oral 
contraceptive drugs that do not have a therapeutic 
equivalent; and provided further, that:

(A) if the FDA has approved 1 or more therapeutic 
equivalents of a contraceptive drug, device 
or product, a policy of accident and sickness 
insurance shall not be required to include all such 
therapeutically equivalent versions in its formulary 
as long as at least 1 is included and covered without 
cost-sharing and in accordance with this subsection; 

(B) if there is a therapeutic equivalent of a drug, 
device or other product for an FDA-approved 
contraceptive method, a policy of accident and 
sickness insurance may provide coverage for 
more than 1 drug, device or other product and 
may impose cost-sharing requirements as long 
as at least 1 drug, device or other product for 
that method is available without cost-sharing; 
provided, however, that if an individual’s attending 

reasonable medical management techniques may 
be applied to coverage within a method category, as 
defined by the FDA, but not across types of methods. 

(2) Benefits for an enrollee under this section shall 
be the same for the enrollee’s covered spouse and 
covered dependents.

(c) Nothing in this section shall be construed to 
exclude coverage for contraceptive drugs, devices, 
products and procedures prescribed by a provider for 
reasons other than contraceptive purposes including, 
but not limited to, decreasing the risk of ovarian 
cancer, eliminating symptoms of menopause or 
providing contraception that is necessary to preserve 
the life or health of the enrollee or the enrollee’s 
covered spouse or covered dependents.

(d) Nothing in this section shall be construed to 
deny or restrict the division’s authority to ensure 
its contracted health insurers, health plans, health 
maintenance organizations, behavioral health 
management firms and third-party administrators 
under contract to a Medicaid managed care 
organization or primary care clinician plan are in 
compliance with this chapter.

(e) Nothing in this section shall be construed to 
require the division to cover experimental or 
investigational treatments.

(f) For purposes of this section, the following words 
shall have the following meanings unless the context 
clearly requires otherwise:

“Provider”, an individual or facility licensed, certified 
or otherwise authorized or permitted by law to 
administer health care in the ordinary course of 
business or professional practice acting within the 
scope of their license.

“Therapeutic equivalent”, a contraceptive drug, 
device or product that is: (i) approved as safe and 
effective; (ii) pharmaceutically equivalent to another 
contraceptive drug, device or product in that it 
contains an identical amount of the same active 
drug ingredient in the same dosage form and route 
of administration and meets compendial or other 
applicable standards of strength, quality, purity and 

division’s utilization management procedures, 
for the prescribed contraceptive drug, device or 
product without cost-sharing; and 

(C) appeals of an adverse determination of a request 
for coverage of an alternative FDA-approved 
contraceptive drug, device or other product without 
cost-sharing shall be subject to the grievance 
process under section 47 of chapter 118E; 

(ii) FDA-approved emergency contraception 
available over-the-counter, whether with a 
prescription or dispensed consistent with the 
requirements of section 19A of chapter 94C; 

(iii) prescription contraceptives intended to last: (A) 
for not more than a 3-month period for the first 
time the prescription contraceptive is dispensed 
to the covered person; and (B) for not more than 
a 12-month period for any subsequent dispensing 
of the same prescription, which may be dispensed 
all at once or over the course of the 12-month 
period, regardless of whether the covered person 
was enrolled with the division at the time the 
prescription contraceptive was first dispensed; 
provided, however, that the insured may not fill 
more than one 12-month prescription in a single 
dispensing per plan year; 

(iv) voluntary female sterilization procedures; 

(v) patient education and counseling on 
contraception; and 

(vi) follow-up services related to the drugs, 
devices, products and procedures covered 
under this subsection including, but not limited 
to, management of side effects, counseling for 
continued adherence and device insertion and 
removal. 

(b) (1) Coverage provided under this section shall 
not be subject to any deductible, coinsurance, 
copayment or any other cost-sharing requirement, 
except as provided for in subclauses (A) and (B) of 
clause (i) of subsection (a) or as otherwise required 
under federal law. Coverage provided under this 
section shall not impose unreasonable restrictions 
or delays in the coverage; provided, however, that 
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available over-the-counter, whether with a 
prescription or dispensed consistent with the 
requirements of section 19A of chapter 94C; 

(iii) prescription contraceptives intended to last for: 
(i) not more than a 3-month period for the first time 
the prescription contraceptive is dispensed to the 
covered person; and (ii) not more than a 12-month 
period for any subsequent dispensing of the same 
prescription, which may be dispensed all at once or 
over the course of the 12-month period, regardless 
of whether the covered person was enrolled in the 
policy, contract or plan at the time the prescription 
contraceptive was first dispensed; provided, however, 
that a corporation shall not be required to provide 
coverage for more than one 12-month prescription in 
a single dispensing per plan year;

(iv) voluntary female sterilization procedures;

(v) patient education and counseling on 
contraception; and

(vi) follow-up services related to the drugs, devices, 
products and procedures covered under this 
subsection including, but not limited to, management 
of side effects, counseling for continued adherence 
and device insertion and removal.

(e) (1) Coverage provided under subsection (d) shall 
not be subject to any deductible, coinsurance, 
copayment or any cost-sharing requirement except as 
provided for in subclauses (A) and (B) of clause (i) of 
subsection (d) or as otherwise required under federal 
law. Coverage offered under subsection (d) shall not 
impose any unreasonable restriction or delay in the 
coverage, in accordance with the requirements of 
chapter 176O; provided, however, that reasonable 
medical management techniques may be applied to 
coverage within a method category, as defined by the 
FDA, but not across types of methods. 

(2) Benefits for an enrollee under subsection (d) shall 
be the same for the enrollee’s covered spouse and 
covered dependents.

(f) A hospital service plan that is delivered, issued 
or renewed within or outside the commonwealth 
that is purchased by an employer that is a church or 

benefits for outpatient services shall provide 
to all individual subscribers and members in 
the commonwealth and to all group members 
having a principal place of employment in the 
commonwealth coverage for all of the following 
services and contraceptive methods:

(i) Food and Drug Administration, FDA, approved 
contraceptive drugs, devices and other products; 
provided, however, that coverage shall not be 
required for male condoms or FDA-approved oral 
contraceptive drugs that do not have a therapeutic 
equivalent; and provided further, that: 

(A) if the FDA has approved 1 or more therapeutic 
equivalents of a contraceptive drug, device or 
product, a hospital service plan shall not be required 
to include all such therapeutically equivalent 
versions in its formulary as long as at least 1 is 
included and covered without cost-sharing and in 
accordance with this subsection; 

(B) if there is a therapeutic equivalent of a drug, 
device or other product for an FDA-approved 
contraceptive method, a hospital service plan may 
provide coverage for more than 1 drug, device 
or other product and may impose cost-sharing 
requirements as long as at least 1 drug, device 
or other product for that method is available 
without cost-sharing; provided, however, that if 
an individual’s attending provider recommends 
a particular FDA-approved contraceptive based 
on a medical determination with respect to that 
individual, regardless of whether the contraceptive 
has a therapeutic equivalent, an individual or group 
hospital service plan shall provide coverage, subject 
to a plan’s utilization management procedures, 
for the prescribed contraceptive drug, device or 
product without cost-sharing; and 

(C) appeals of an adverse determination of a request 
for coverage of an alternative FDA-approved 
contraceptive drug, device or other product without 
cost sharing shall be subject to the expedited 
grievance process under section 13 of chapter 
176O;

(ii) FDA-approved emergency contraception 

“Church”, a church, a convention or association of 
churches or an elementary or secondary school that 
is controlled, operated or principally supported by a 
church or by a convention or association of churches.

“Provider”, an individual or facility licensed, certified 
or otherwise authorized or permitted by law to 
administer health care in the ordinary course of 
business or professional practice acting within the 
scope of their license.

“Qualified church-controlled organization”, an 
organization described in section 501(c)(3) of the 
federal Internal Revenue Code, other than an 
organization that:

(i) offers goods, services or facilities for sale, other 
than on an incidental basis, to the general public, 
other than goods, services or facilities that are sold 
at a nominal charge that is substantially less than the 
cost of providing such goods, services or facilities; 
and (ii) normally receives more than 25 per cent of its 
support from: (A) governmental sources; (B) receipts 
from admissions, sales of merchandise, performance 
of services or furnishing of facilities, in activities 
which are not unrelated trades or businesses; or (C) 
both clauses (A) and (B).

“Therapeutic equivalent”, a contraceptive drug, 
device or product that is: (i) approved as safe and 
effective; (ii) pharmaceutically equivalent to another 
contraceptive drug, device or product in that it 
contains an identical amount of the same active 
drug ingredient in the same dosage form and route 
of administration and meets compendial or other 
applicable standards of strength, quality, purity and 
identity; and (iii) assigned the same therapeutic 
equivalence code as another contraceptive drug, 
device or product by the FDA.

SECTION 4. Section 8W of chapter 176A of the 
General Laws, as so appearing, is hereby amended by 
adding the following 7 subsections:

(d) A contract between a subscriber and the 
corporation under an individual or group hospital 
service plan that is delivered, issued or renewed 
within or outside the commonwealth and provides 

except as provided for in subclauses (A) and (B) of 
clause (i) of subsection (d) or as otherwise required 
under federal law. Coverage offered under said 
subsection (d) shall not impose unreasonable 
restrictions or delays in the coverage, in accordance 
with the requirements of chapter 176O; provided, 
however, that reasonable medical management 
techniques may be applied to coverage within a 
method category, as defined by the FDA, but not 
across types of methods. 

(2) Benefits for an enrollee under subsection (d) 
shall be the same for the enrollee’s covered spouse 
and covered dependents.

(f) A policy of accident and sickness insurance that 
is purchased by an employer that is a church or 
qualified church-controlled organization shall be 
exempt from subsection (d) at the request of the 
employer. An employer that invokes the exemption 
under this subsection shall provide written notice 
to prospective enrollees prior to enrollment with 
the plan and such notice shall list the contraceptive 
health care methods and services for which the 
employer will not provide coverage for religious 
reasons.

(g) Nothing in subsection (d) shall be construed to 
exclude coverage for contraceptive drugs, devices, 
products and procedures prescribed by a provider 
for reasons other than contraceptive purposes, 
including, but not limited to, decreasing the risk of 
ovarian cancer, eliminating symptoms of menopause 
or providing contraception that is necessary to 
preserve the life or health of an enrollee or the 
enrollee’s covered spouse or covered dependents.

(h) The commissioner of insurance shall ensure that 
plans issued under subsection (d) comply with this 
chapter.

(i) Nothing in subsection (d) shall be construed to 
require a policy of accident and sickness insurance 
to cover experimental or investigational treatments.

(j) For purposes of this section, the following words 
shall have the following meanings unless the 
context clearly requires otherwise:
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(iv) voluntary female sterilization procedures;

(v) patient education and counseling on 
contraception; and

(vi) follow-up services related to the drugs, devices, 
products and procedures covered under this 
subsection including, but not limited to, management 
of side effects, counseling for continued adherence 
and device insertion and removal.

(e) (1) Coverage provided under subsection (d) shall 
not be subject to any deductible, coinsurance, 
copayment or any other cost-sharing requirement 
except as provided for in subclauses (A) and (B) of 
clause (i) of subsection (d) or otherwise as required 
under federal law. Coverage offered under said 
subsection (d) shall not impose unreasonable 
restrictions or delays in the coverage, in accordance 
with the requirements of chapter 176O; provided, 
however, that reasonable medical management 
techniques may be applied to coverage within a 
method category, as defined by the FDA, but not 
across types of methods. 

(2) Benefits for an enrollee under subsection (d) shall 
be the same for the enrollee’s covered spouse and 
covered dependents.

(f) A medical service agreement that is delivered, 
issued or renewed within or outside the 
commonwealth that is purchased by an employer 
that is a church or qualified church-controlled 
organization shall be exempt from subsection (d) 
at the request of the employer. An employer that 
invokes the exemption under this subsection shall 
provide written notice to prospective enrollees prior 
to enrollment with the plan and such notice shall list 
the contraceptive health care methods and services 
for which the employer will not provide coverage for 
religious reasons.

(g) Nothing in subsection (d) shall be construed to 
exclude coverage for contraceptive drugs, devices, 
products and procedures prescribed by a provider for 
reasons other than contraceptive purposes, including, 
but not limited to, decreasing the risk of ovarian 
cancer, eliminating symptoms of menopause or 
providing contraception that is necessary to preserve 

long as at least 1 is included and covered without 
cost-sharing and in accordance with this subsection; 

(B) if there is a therapeutic equivalent of a drug, 
device or other product for an FDA-approved 
contraceptive method, a medical service agreement 
may provide coverage for more than 1 drug, device 
or other product and may impose cost-sharing 
requirements as long as at least 1 drug, device 
or other product for that method is available 
without cost-sharing; provided, however, that if 
an individual’s attending provider recommends 
a particular FDA-approved contraceptive based 
on a medical determination with respect to that 
individual, regardless of whether the contraceptive 
has a therapeutic equivalent, a medical service 
agreement shall provide coverage, subject to a 
plan’s utilization management procedures, for the 
prescribed contraceptive drug, device or product 
without cost-sharing; and 

(C) appeals of an adverse determination of a request 
for coverage of an alternative FDA-approved 
contraceptive drug, device or other product without 
cost sharing shall be subject to the expedited 
grievance process under section 13 of chapter 
176O;

(ii) FDA-approved emergency contraception 
available over-the-counter, whether with a 
prescription or dispensed consistent with the 
requirements of section 19A of chapter 94C;

(iii) prescription contraceptives intended to last: (A) 
for not more than a 3-month period for the first 
time the prescription contraceptive is dispensed 
to the covered person; and (B) for not more than 
a 12-month period for any subsequent dispensing 
of the same prescription, which may be furnished 
or dispensed all at once or over the course of the 
12 months, regardless of whether the covered 
person was enrolled in the policy, contract or plan 
at the time the prescription contraceptive was first 
dispensed; provided, however, that a corporation 
shall not be required to provide coverage for 
more than one 12-month prescription in a single 
dispensing per plan year;

or facilities that are sold at a nominal charge that 
is substantially less than the cost of providing such 
goods, services or facilities; and (ii) normally receives 
more than 25 per cent of its support from: (A) 
governmental sources; (B) receipts from admissions, 
sales of merchandise, performance of services 
or furnishing of facilities in activities that are not 
unrelated trades or businesses; or (C) both clauses (A) 
and (B).

“Therapeutic equivalent”, a contraceptive drug, 
device or product that is: (i) approved as safe and 
effective; (ii) pharmaceutically equivalent to another 
contraceptive drug, device or product in that it 
contains an identical amount of the same active 
drug ingredient in the same dosage form and route 
of administration and meets compendial or other 
applicable standards of strength, quality, purity and 
identity; and (iii) assigned the same therapeutic 
equivalence code as another contraceptive drug, 
device or product by the FDA.

SECTION 5. Section 4W of chapter 176B of the 
General Laws, as so appearing, is hereby amended by 
adding the following 7 subsections:-

(d) A subscription certificate under an individual 
or group medical service agreement that is 
delivered, issued or renewed within or outside 
the commonwealth and that provides benefits for 
outpatient services shall provide to all individual 
subscribers and members in the commonwealth 
and to all group members having a principal place of 
employment in the commonwealth coverage for the 
following services and contraceptive methods:

(i) Food and Drug Administration, FDA, approved 
contraceptive drugs, devices and other products; 
provided, however, that coverage shall not be 
required for male condoms or FDA-approved oral 
contraceptive drugs that do not have a therapeutic 
equivalent; and provided further, that:

(A) if the FDA has approved 1 or more therapeutic 
equivalents of a contraceptive drug, device or 
product, an individual or group medical service 
agreement shall not be required to include all such 
therapeutically equivalent version in its formulary as 

qualified church-controlled organization shall be 
exempt from subsection (d) at the request of the 
employer. An employer that invokes the exemption 
under this subsection shall provide written notice 
to prospective enrollees prior to enrollment with 
the plan and such notice shall list the contraceptive 
health care methods and services for which the 
employer will not provide coverage for religious 
reasons.

(g) Nothing in subsection (d) shall exclude coverage 
for contraceptive drugs, devices, products and 
procedures prescribed by a provider for a reason 
other than contraceptive purposes, including, but 
not limited to, decreasing the risk of ovarian cancer, 
eliminating symptoms of menopause or providing 
contraception that is necessary to preserve the life 
or health of an enrollee or the enrollee’s covered 
spouse or covered dependents.

(h) The commissioner of insurance shall ensure 
compliance with this chapter.

(i) Nothing in subsection (d) shall be construed to 
require a hospital service plan to cover experimental 
or investigational treatments.

(j) For purposes of this section, the following words 
shall have the following meanings unless the 
context clearly requires otherwise:

“Church”, a church, a convention or association of 
churches or an elementary or secondary school 
that is controlled, operated or principally supported 
by a church or by a convention or association of 
churches.

“Provider”, an individual or facility licensed, certified 
or otherwise authorized or permitted by law to 
administer health care in the ordinary course of 
business or professional practice acting within the 
scope of their license.

“Qualified church-controlled organization”, an 
organization described in section 501(c)(3) of 
the federal Internal Revenue Code, other than 
an organization that: (i) offers goods, services or 
facilities for sale, other than on an incidental basis, 
to the general public, other than goods, services 
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with the requirements of chapter 176O; provided, 
however, that reasonable medical management 
techniques may be applied to coverage within a 
method category, as defined by the FDA, but not 
across types of methods. 

(2) Benefits for an enrollee under subsection (d) shall 
be the same for the enrollee’s covered spouse and 
covered dependents.

(f) A health maintenance contract that is purchased 
by an employer that is a church or qualified church-
controlled organization shall be exempt from 
subsection (d) at the request of the employer. An 
employer that invokes the exemption under this 
subsection shall provide written notice to prospective 
enrollees prior to enrollment with the plan and 
such notice shall list the contraceptive health care 
methods and services for which the employer will not 
provide coverage for religious reasons.

(g) Nothing in subsection (d) shall be construed to 
exclude coverage for contraceptive drugs, devices, 
products and procedures as prescribed by a provider 
for reasons other than contraceptive purposes, 
including, but not limited to, decreasing the risk of 
ovarian cancer, eliminating symptoms of menopause 
or providing contraception that is necessary to 
preserve the life or health of an enrollee or the 
enrollee’s covered spouse or covered dependents.

(h) The commissioner shall ensure compliance with 
this chapter.

(i) Nothing in subsection (d) shall be construed to 
require a health maintenance contract to cover 
experimental or investigational treatments.

(j) For purposes of this section, the following words 
shall have the following meanings unless the context 
clearly requires otherwise:

“Church”, a church, a convention or association of 
churches or an elementary or secondary school that 
is controlled, operated or principally supported by a 
church or by a convention or association of churches.

“Provider”, an individual or facility licensed, certified 
or otherwise authorized or permitted by law to 
administer health care in the ordinary course of 

prescribed contraceptive drug, device or product 
without cost-sharing; and

(C) appeals of an adverse determination of a request 
for coverage of an alternative FDA-approved 
contraceptive drug, device or other product without 
cost-sharing shall be subject to the expedited 
grievance process under section 13 of chapter 
176O;

(ii) FDA-approved emergency contraception 
available over-the-counter, whether with a 
prescription or dispensed consistent with the 
requirements of section 19A of chapter 94C;

(iii) prescription contraceptives intended to last: (A) 
for not more than a 3-month period for the first 
time the prescription contraceptive is dispensed 
to the covered person; and (B) for not more than 
a 12-month period for any subsequent dispensing 
of the same prescription, which may be dispensed 
all at once or over the course of the 12-month 
period, regardless of whether the covered person 
was enrolled in the plan at the time the prescription 
contraceptive was first dispensed; provided, 
however, that a corporation shall not be required 
to provide coverage for more than one 12-month 
prescription in a single dispensing per plan year;

(iv) voluntary female sterilization procedures;

(v) patient education and counseling on 
contraception; and

(vi) follow-up services related to the drugs, 
devices, products and procedures covered 
under this subsection including, but not limited 
to, management of side effects, counseling for 
continued adherence and device insertion and 
removal.

(e) (1) Coverage provided under subsection (d) shall 
not be subject to any deductible, coinsurance, 
copayment or any other cost-sharing requirement 
except as provided for in subclauses (A) and (B) of 
clause (i) of subsection (d) or as otherwise required 
under federal law. Coverage offered under said 
subsection (d) shall not impose unreasonable 
restrictions or delays in the coverage, in accordance 

applicable standards of strength, quality, purity and 
identity; and (iii) assigned the same therapeutic 
equivalence code as another contraceptive drug, 
device or product by the FDA.

SECTION 6. Chapter 176G of the General Laws, as 
so appearing, is hereby amended by inserting after 
section 4O(c) the following 7 subsections:

(d) An individual or group health maintenance 
contract that is issued, renewed or delivered within 
or outside the commonwealth and that provides 
benefits for outpatient prescription drugs or devices 
shall provide to residents of the commonwealth and 
to persons having a principal place of employment 
in the commonwealth coverage for the following 
services and contraceptive methods:

(i) Food and Drug Administration, FDA, approved 
contraceptive drugs, devices and other products; 
provided, however, that coverage shall not be 
required for male condoms or FDA-approved oral 
contraceptive drugs that do not have a therapeutic 
equivalent; provided further, that:

(A) if the FDA has approved 1 or more therapeutic 
equivalents of a contraceptive drug, device or 
product, a health maintenance contract shall not be 
required to include all such therapeutically equivalent 
versions in its formulary as long as at least 1 is 
included and covered without cost-sharing and in 
accordance with this subsection; 

(B) if there is a therapeutic equivalent of a drug, 
device or other product for an FDA-approved 
contraceptive method, a health maintenance contract 
may provide coverage for more than 1 drug, device 
or other product for that method and may impose 
cost-sharing requirements as long as at least 1 drug, 
device or other product for that method is available 
without cost-sharing; provided, however, that if 
an individual’s attending provider recommends 
a particular FDA-approved contraceptive based 
on a medical determination with respect to that 
individual, regardless of whether the contraceptive 
has a therapeutic equivalent, the health maintenance 
contract shall provide coverage, subject to the 
plan’s utilization management procedures, for the 

the life or health of an enrollee or the enrollee’s 
covered spouse or covered dependents.

(h) The commissioner shall ensure compliance with 
this chapter.

(i) Nothing in subsection (d) shall be construed 
to require a medical service agreement to cover 
experimental or investigational treatments.

(j) For purposes of this section, the following words 
shall have the following meanings unless the 
context clearly requires otherwise:

“Church”, a church, a convention or association of 
churches or an elementary or secondary school 
that is controlled, operated or principally supported 
by a church or by a convention or association of 
churches.

“Provider”, an individual or facility licensed, certified 
or otherwise authorized or permitted by law to 
administer health care in the ordinary course of 
business or professional practice, acting within the 
scope of their license.

“Qualified church-controlled organization”, an 
organization described in section 501(c)(3) of 
the federal Internal Revenue Code, other than 
an organization that: (i) offers goods, services or 
facilities for sale, other than on an incidental basis, 
to the general public, other than goods, services 
or facilities that are sold at a nominal charge that 
is substantially less than the cost of providing 
such goods, services or facilities; and (ii) normally 
receives more than 25 per cent of its support 
from: (A) governmental sources; (B) receipts from 
admissions, sales of merchandise, performance of 
services or furnishing of facilities in activities that 
are not unrelated trades or businesses; or (C) both 
clauses (A) and (B). 

“Therapeutic equivalent”, a contraceptive drug, 
device or product that is: (i) approved as safe and 
effective; (ii) pharmaceutically equivalent to another 
contraceptive drug, device or product in that it 
contains an identical amount of the same active 
drug ingredient in the same dosage form and route 
of administration and meets compendial or other 
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business or professional practice acting within the 
scope of their license.

“Qualified church-controlled organization”, an 
organization described in section 501(c)(3) of 
the federal Internal Revenue Code, other than 
an organization that: (i) offers goods, services or 
facilities for sale, other than on an incidental basis, 
to the general public, other than goods, services 
or facilities that are sold at a nominal charge that 
is substantially less than the cost of providing 
such goods, services or facilities; and (ii) normally 
receives more than 25 per cent of its support from: 
(A) governmental sources; or (B) receipts from 
admissions, sales of merchandise, performance of 
services or furnishing of facilities in activities that 
are not unrelated trades or businesses; or (C) both 
clauses (A) and (B).

“Therapeutic equivalent”, a contraceptive drug, 
device or product that is: (i) approved as safe and 
effective; (ii) pharmaceutically equivalent to another 
contraceptive drug, device or product in that it 
contains an identical amount of the same active 
drug ingredient in the same dosage form and route 
of administration and meets compendial or other 
applicable standards of strength, quality, purity and 
identity; and (iii) assigned the same therapeutic 
equivalence code as another contraceptive drug, 
device or product by the FDA.

SECTION 7. Sections 1 to 6, inclusive, shall apply 
to all policies, contracts and certificates of health 
insurance subject to chapters 32A, 118E, 175, 
176A, 176B and 176G of the General Laws that are 
delivered, issued or renewed not less than 6 months 
from the effective date of this act.

Introduction & 
Background: Why This 
Legislation is Needed
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Transferring the Urgency  
of Now to Legislative Action

Various contraceptive equity bills had been filed 
with the Massachusetts legislature for several 
sessions prior to the successful enactment of 
ACCESS during the 2017-2018 Legislative Session. 
In previous years, the legislature had failed to see 
the urgency of the situation: they felt safe in the 
Obama era.3 The most significant changes from 
previous legislative sessions to the 2017 session 
were the Trump administration’s threat to the 
Affordable Care Act (ACA) and the Interim Final 
(and eventually Final) Rule gutting the contraceptive 
mandate of the ACA. There was a sudden 
realization that the Trump administration intended 
to make good on its promise to curtail access to 
contraception and that it could do this without 
gutting the entire ACA or getting legislative approval 
to do so. In short, securing access to contraception 
suddenly felt urgent to the legislature.

With ACCESS, key coalition members worked 
tirelessly and earnestly with insurers to achieve  
compromise legislation. This work, in motion long 
before the bill was presented to the legislature:

Identified an imminent federal threat and set the 
table for the solution . . .  a bill that was significantly 
wider ranging than the problem it would be 
solving. It would protect not only the protection 
that currently exists, but also expanding access to 
contraception, fixing some of the problems—like 
people getting charged for intrauterine devices 
(“IUDs”), and having to try and fail at certain 
methods before getting approved for IUD.4

Essentially, the coalition was able to harness the 
very real fear caused by the growing attacks on 
reproductive freedom and presented the legislature 
with a bill that should have solved the problem 
even more effectively. The political milieu of the 
State House was such that they wanted to build 
consensus and find a healthy middle ground; bills 
that raise premiums rarely move because of a 
powerful insurance lobby. As such, the coalition 
negotiated closely with the health plans to write 

a compromise bill that could be presented to the 
legislature as a way to safeguard Massachusetts 
against the erosion of federal protections.

It is certainly legitimate to ask: “does this sense of 
urgency transfer in a non-Trump era?” The answer is a 
clear and resounding yes. With the Supreme Court’s 
decision in Dobbs v. Jackson Women’s Health and 
trigger bans in 22 states, 5 there is an ongoing attack 
on reproductive autonomy. All states and activists 
have an interest in securing access to 12 months of 
copay free birth control in their state and easy access 
to emergency contraception. Attack on abortion 
rights—especially since done by overturning the 
privacy right undergirding the key cases protecting 
access to contreception and abortion, Griswold 6 and 
Roe7—could soon become an attack on contraceptive 
rights. There is still an urgency in this moment just 
waiting to be harnessed.

Research and  
Statistical Overview

Contraception Use in U.S.

Approximately 65% of American women aged 15-
49 currently use contraception.8 Almost all (99%) of 
sexually active women in the U.S. have used birth 
control at some point in their lives.9 Owing in large 
part to the contraceptive mandate of the Affordable 
Care Act (ACA), over 55 million women in the 
United States have access to preventive services—
such as birth control—with no cost-sharing or fees. 
Contraceptives are both widely used and widely 
desired: among sexually active women not seeking 
pregnancy, 81% of sexually active women with no 
insurance coverage used contraceptives.10  Access 
to insurance coverage of contraceptives increases 
usage rate: 87% of sexually active women covered 
by Medicaid who were seeking to avoid pregnancy 
used contraceptives; 90% of those covered by private 
health insurance use contraception.11

Part II: Introduction & 
Background: Why This Law is 
Needed

Introduction

On November 20, 2017, Massachusetts Governor 
Charlie Baker sat, flanked by Attorney General 
Maura Healey; Treasurer Deb Goldberg; Senators 
Cindy Friedman, Pat Jehlen, and Harriette 
Chandler; Representatives Marjorie Decker, 
Pat Haddad, and Denise Provost (now retired); 
as well as representatives from the ACLU of 
Massachusetts, Planned Parenthood Advocacy 
Fund of Massachusetts, and Reproductive Equity 
Now (formerly NARAL Pro-Choice Massachusetts), 
to sign into law An Act Relative to Advancing 
Contraceptive Coverage and Economic Security in 
our State. 

Reflecting on the bill, colloquially known as 
ACCESS, Governor Baker remarked: “We are proud 
to join our colleagues in the legislature to protect 
women’s health care and access to family planning 
services. Massachusetts leads the country in health 
care with nearly universal coverage, and signing 
this important, bipartisan bill into law ensures 
critical access to contraceptive coverage for women 
across the Commonwealth.”1 Andrew Dreyfus, 
president and CEO of Blue Cross Blue Shield of 
Massachusetts, went on record stating: “We’re 
proud to support this legislation that once again 
establishes Massachusetts as a model for the rest of 
the country.” 2

It was a celebratory moment worth savoring after 
the ACCESS bill passed the Massachusetts House 
of Representatives 140-16 with overwhelming, 
bipartisan support and unanimously passed the 
Massachusetts Senate, 27-0. However, this was a 
victory long in the works. And the initial legislative 
victory is only part of the story...

The ACCESS law, now in effect for over four 
years, requires fully insured Massachusetts health 
care plans to cover at least one contraceptive 

drug, device, or other product within each FDA-
approved contraceptive method category with no 
deductible, copayment, or coinsurance. Plans may 
provide coverage for more than one product within 
a contraceptive method, but at least one therapeutic 
equivalent within each method category must be 
covered with no cost sharing. Additionally, this law 
allows consumers to access up to a 12-month supply 
of a patient’s prescribed contraception at once, after 
an initial three-month supply is prescribed. There are 
additional provisions establishing no cost-sharing 
for over-the-counter emergency contraception 
purchased with a prescription or pursuant to a 
standing order. Implementation has been plagued by 
lack of knowledge, systemic failures, communication 
breakdowns, and more. As a result, increased 
requests in the 12-month provision have been slow.

This toolkit aims to provide an honest look at the 
advocacy and activism that led to ACCESS, the 
problems Massachusetts has encountered with 
implementation, and the measures that have been 
designed to bring the full potential of the law to 
fruition. Ultimately, this bill represents the value 
of coalition building, working across disciplines to 
forge common interest with uncommon allies, and 
transferring the urgency of now into legislative effort. 
The subsection immediately following this will discuss 
how the ACCESS law was framed and pitched to 
legislators. The next section, Part III, will address the 
work the coalition did with regards to negotiating 
with the health plans as well as provide sample 
documents from advocacy efforts in Massachusetts. 
Part IV is an honest assessment of the challenges 
advocates have faced in getting the law fully (or even 
partially) implemented; it offers in depth discussions 
of the problems advocates encountered, what 
solutions were attempted, and what solutions actually 
brought results. Finally, Part V offers a discussion 
about what our coalition learned in getting this law 
enacted and implemented and how that knowledge 
could assist or inform other activist organizations 
moving forward. 
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Employee Retirement Income Security Act of 1974 
(ERISA), the Affordable Care Act of 2010 (ACA) 
federally permitted exemptions, and the state’s 
current insurance scheme. 

ERISA sets federal minimum standards for 
private retirement and health plans. 22 Within 
this regulatory scheme, insurance carriers and 
health maintenance organizations (HMOs) are still 
regulated by the states. 23 This means that fully 
insured health plans – such as those regulated by 
the ACCESS law – are not preempted by ERISA 
and are subject to state regulations, but that “self-
funded” plans are preempted by ERISA and not 
subject to most state regulation. 24 Nationally, about 
60% of the workforce are on self-funded plans 
regulated by ERISA. 25

The ACA included a contraceptive mandate 
requiring coverage for eighteen contraceptive 
methods without out-of-pocket expenses such as 
deductibles and copayment. 26 While this increased 
access to contraception represents a significant 
improvement, the contraceptive mandate is 
insufficient to achieve contraceptive equity because 
of permissible exemptions and accommodations. 
Under the ACA, health plans are still permitted to 
impede access by applying formularies, 27 instituting 
prior authorization requirements, and placing 
restrictions within (but not between) method 
categories.28 

Additionally, the federal landscape allows for 
religious and moral exemptions–exemptions which 
were expanded by the Trump administration when 
they promulgated regulations which allowed for 
any employer, both nonprofit and for-profit, to 
selectively exclude specific contraceptive methods 
or contraceptive services altogether.29 Similarly, 
non-publicly traded companies are permitted 
to make the same selective exclusions on moral 
grounds.30 While enforcement of these exemptions 
were enjoined by the court, it is not too great a 
stretch to believe that the current make-up of 
the judiciary likely favors the religious views of 
employers to the bodily autonomy of employees.

Overview of State Contraceptive Equity Laws

Contraceptive equity is defined by the National 
Institute of Reproductive Health (NIRH) as “a 
policy framework under which contraceptive care 
is easily accessible and covered at no cost in all 
health programs”31 so that every individual can 
make their own decisions about pregnancy and 
pregnancy prevention. Achieving contraceptive 
equity necessitates acknowledging the many barriers 
and adopting a reproductive justice framework. This 
is distinct from contraceptive parity, which only 
requires that contraceptives are treated similarly 
to other prescription drugs. While the ACA made 
progress towards contraceptive parity, equity was 
never achieved and the contraceptive mandate of the 
ACA is under continual attack.

In response to threats to the ACA and the continuing 
lack of contraceptive equity, many states have 
taken action to secure contraceptive equity by: (a) 
expanding pharmacists prescribing authority to 
encompass certain hormonal contraceptives; (b) 
requiring insurance to apply same cost-sharing rules 
to over-the-counter as prescription contraception; 
(c) requiring insurance to cover FDA-approved 
contraception without cost-sharing; and (d) 
requiring insurance to cover a 12-month supply 
of contraception.32 Over forty jurisdictions have 
introduced some form of contraception equity 
legislation.33

Presently, 18 states plus the District of Columbia 
require insurance to cover a 12-month supply of 
contraception—although some states permit cost-
sharing. California, Connecticut, Delaware, District of 
Columbia, Illinois, Maine, Maryland, Massachusetts, 
Nevada, New Hampshire, New York, Oregon, 
Vermont, and Washington all prohibit cost-sharing 
in contraception access. Despite having access to 
a 12-month supply, cost-sharing is not prohibited 
under state law in Colorado, Hawaii, Rhode Island, 
Virginia, and West Virginia. New Jersey and New 
Mexico both require insurance to cover a six-month 
supply, although in New Mexico Medicaid covers a 
12-month supply.

Contraception Use in Massachusetts

In Massachusetts, contraceptive use is higher 
than the United States population at large: 
72.1% of Massachusetts women ages 18-49 use 
contraceptives. 12 Statistical data indicates that 
there are 1,642,320 females ages 15-49 residing 
in Massachusetts. 13 Therefore, it is reasonable 
to conclude that around 1,184,000 females 
ages 15-49 are on some form of birth control in 
Massachusetts. Furthermore, a 2017 Guttmacher 
Institute study found that 27.7% of Massachusetts 
women aged 18-49 use non-LARC birth control 
and 25.4% use oral contraceptives/birth control. 
Relying on statistical data indicating that there 
are 1,642,320 females ages 15-49 residing in 
Massachusetts,14  it is reasonable to conclude that 
around 455,000 females ages 15-49 are on non-
LARC birth control in Massachusetts. Of these, 
around 414,000 females ages 15-49 are on oral 
contraceptives/birth control pills in Massachusetts.

Benefits of 12-Month Supply

Contraceptives enable people to plan if and 
when they want to start a family, have healthier 
pregnancies, time births, and achieve their desired 
family size, ultimately improving the economic 
stability of women, family stability, and the well-
being of children. Still, approximately 1.2 million 
unintended pregnancies in the United States 
annually are attributed to inconsistent or incorrect 
use of contraception. 15 Ensuring contraceptive 
equity through requiring insurance to cover 
and allow for dispensal of a year’s supply of 
contraceptives without co-pays at the point-of-sale 
is one method to help eliminate inconsistent use. 
An individual who receives a one-year supply of oral 
contraceptives is more likely to continuously and 
consistently use contraceptives, while an individual 
who receives only a one- or three-month supply is 
more likely to switch methods, experience lapses 
in contraception use, or abandon contraceptives 
entirely.16

In 2013, the Centers for Disease Control and 
Prevention (CDC) released a recommendation 
that contraception should be dispensed for twelve 

months: “The more pill packs given up to 13 cycles, 
the higher the continuation rates. Restricting the 
number of pill packs distributed or prescribed can 
result in unwanted discontinuation of the method 
and increased risk for pregnancy.”17 A separate study 
found that compared with a three-month supply of 
contraceptives, a one-year supply of contraceptives 
decreased the likelihood of an unintended pregnancy 
by 30%. 18  

The state of California and the federal Veterans Affairs 
(VA) health system offer two case studies in support 
of co-pay free, year-long contraceptive coverage. 
After California passed legislation requiring health 
plans and insurers to cover a 12-month supply of 
contraceptives in 2016, it was estimated that 38% of 
current contraceptive pill, patch, and ring users would 
shift to receiving a 12-month supply dispensed at one 
time, resulting in “a reduction of 15,000 unintended 
pregnancies; 2000 fewer miscarriages; and 7000 fewer 
abortions in California decreasing total net health 
care expenditures by 0.03%.”19 Similarly, in the VA 
system, a study indicated that a 12-month dispensing 
option could avert 583 unintended pregnancies 
annually. In addition to the anticipated reduction in 
unintended pregnancy, study authors believed this 
dispensing option could result in “annual cost savings 
of $87.12 per woman compared with the cost of three-
month dispensing,” for a total savings of $2,117,800 
annually.”21

Overview of Federal  
Landscape for State  
Contraceptive Equity Laws

Overview of Federal Landscape for State 
Contraceptive Equity Laws 

When trying to craft a policy that provides 
contraceptive coverage, legislators and advocates 
are navigating a complex maze of state and federal 
statutes, regulations, and case law. While some of the 
statutes and regulations help expand access, others 
can stymie the goal of contraceptive equity. For this 
reason, it is important to have a firm understanding of 
the interplay between federal provisions, such as the 
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State Dispense
Cost Sharing 

Permitted (Y/N)
Date Enacted/Effective Relevant Statutes

New 
Hampshire

12-month 
supply

N Jan. 1, 2019 N.H. Rev. Stat. Ann. § 415:6-w; N.H. 
Rev. Stat. Ann. § 415:18-i; N.H. Rev. 
Stat. Ann. § 420-B:8-gg; N.H. Rev. 

Stat. Ann. § 420-A:17-c

New Jersey 6-months supply N Apr. 15, 2020 N.J. Stat. Ann. § 17:48-6ee; N.J. 
Stat. Ann. § 17:48A-7bb; N.J. Stat. 
Ann. § 17B:26-2.1y; N.J. Stat. Ann. 
§ 17B:27A-19.15; N.J. Stat. Ann. 
§ 17B:27A-7.12; N.J. Stat. Ann. § 

52:14-17.29j; N.J. Stat. Ann. § 26:2J-
4.30; N.J. Stat. Ann. § 17B:27-46.1ee; 

N.J. Stat. Ann. § 17:48E-35.29; N.J. 
Stat. Ann. § 17:48F-13.2 

New Mexico 6; 12-months 
for Medicaid

N June 14, 2019 N.M. Stat. Ann. § 59A-22-42; N.M. 
Stat. Ann. § 59A-47-45.5; N.M. Stat. 
Ann. § 59A-46-44; N.M. Stat. Ann. § 
13-7-22; N.M. Stat. Ann. § 59A-23-
7.14; N.M. Stat. Ann. § 27-2-12.29 

New York 12-month 
supply

N January 1, 2020 N.Y. Ins. Law § 322; N.Y. Ins. Law § 
4303

Oregon 12-month 
supply

N Jan. 1, 2016 Or. Rev. Stat. Ann. § 689.689; Or. Rev. 
Stat. Ann. § 743A.066; Or. Rev. Stat. 
Ann. § 743A.067; Or. Rev. Stat. Ann. 

§ 435.250

Rhode Island 365-day supply Y Apr. 1, 2019 27 R.I. Gen. Laws Ann. § 27-19-76; 
27 R.I. Gen. Laws Ann. § 27-41-89; 
27 R.I. Gen. Laws Ann. § 27-20-72; 
27 R.I. Gen. Laws Ann. § 27-18-84; 
40 R.I. Gen. Laws Ann. § 40-8.4-20; 
27 R.I. Gen. Laws Ann. § 27-19-48; 
27 R.I. Gen. Laws Ann. § 27-41-59; 
27 R.I. Gen. Laws Ann. § 27-20-43; 
27 R.I. Gen. Laws Ann. § 27-18-57; 

Vermont 12-month 
supply

N Oct. 1, 2016 Vt. Stat. Ann. tit. 8, § 4099c; Vt. Stat. 
Ann. tit. 33, § 1901j

Virginia 12-month 
supply

Y July 1, 2017 Va. Code Ann. § 38.2-3407.5:1; Va. 
Code Ann. § 38.2-3407.5:2 

Washington 12-month 
supply

N July 23, 2017 Wash. Rev. Code Ann. § 48.43.195; 
Wash. Rev. Code Ann. § 48.43.072; 
Wash. Rev. Code Ann. § 48.43.035; 
Wash. Rev. Code Ann. § 48.43.065 

West Virginia 12-month 
supply

Y June 5, 2020 W. Va. Code Ann. § 33-58-1; W. Va. 
Code Ann. § 33-16E-4; W. Va. Code 

Ann. § 33-16E-7

Chart of State-by-State Law

Below is a chart delineating the elements of the 21 state contracep-
tive equity laws currently on the books, as well as the citation for 
the laws. The text of these laws can be found in Appendix G.

State Dispense
Cost Sharing 

Permitted (Y/N)
Date Enacted/Effective Relevant Statutes

California 12-month 
supply

N Jan. 1, 2016 Cal. Health & Safety Code § 1367.25; 
Cal. Ins. Code § 10123.196; Cal. Welf. 

& Inst. Code § 24007.5

Colorado 12-month 
supply

Y Oct. 1, 2019 Colo. Rev. Stat. Ann. § 10-16-104.2; 
Colo. Rev. Stat. Ann. § 25-6-102; 

Connecticut 12-month 
supply

N Jan. 1, 2019 Conn. Gen. Stat. Ann. § 38a-503e

Delaware 12-month 
supply

N July 11, 2018 Del. Code Ann. tit. 18, § 3342A; Del. 
Code Ann. tit. 18, § 3559; Del. Code 

Ann. tit. 31, § 526; Del. Code Ann. tit. 
29, § 5203A

District of 
Columbia

12-month 
supply

N Mar. 28, 2018 D.C. Code Ann. § 31-3834.03; D.C. 
Code Ann. § 31-3834.01; D.C. Code 

Ann. § 31-3834.04 

Hawaii 12-month 
supply

Y July 1, 2019 Haw. Rev. Stat. Ann. § 431:10A-
116.6; Haw. Rev. Stat. Ann. § 

432:1-604.5; Haw. Rev. Stat. Ann. 
§ 461-11.6; Haw. Rev. Stat. Ann. § 

431:10A-116.7 

Illinois 12-month 
supply

N June 12, 2019 215 Ill. Comp. Stat. Ann. 5/356z.4; 

Maine 12-month 
supply

N Nov. 1, 2017 Me. Rev. Stat. tit. 24-A, § 2847-G; 
Me. Rev. Stat. tit. 24-A, § 4247; Me. 

Rev. Stat. tit. 24-A, § 2756

Maryland 12-month 
supply

N Jan. 1, 2020 Md. Code Ann., Ins. § 15-1A-10; Md. 
Code Ann., Ins. § 15-826; Md. Code 

Ann., Ins. § 15-826.1; Md. Code Ann., 
Health-Gen. § 15-148

Massachusetts 12-month 
supply

N Nov. 20, 2017 Mass. Gen. Laws ch. 32A, § 28;  Mass. 
Gen. Laws ch. 118E, § 10J; Mass. 
Gen. Laws ch. 175, § 47W; Mass. 
Gen. Laws ch. 176A, § 8W; Mass. 
Gen. Laws ch. 176B, § 4W; Mass. 

Gen. Laws ch. 176G, § 4O

Nevada 12-month 
supply

N Jan. 1, 2018 Nev. Rev. Stat. Ann. § 422.27172; 
Nev. Rev. Stat. Ann. § 695A.1865; 
Nev. Rev. Stat. Ann. § 695B.1919; 
Nev. Rev. Stat. Ann. § 689A.0418; 
Nev. Rev. Stat. Ann. § 689B.0378; 
Nev. Rev. Stat. Ann. § 689C.1676; 
Nev. Rev. Stat. Ann. § 695C.1696; 
Nev. Rev. Stat. Ann. § 695G.1715; 
Nev. Rev. Stat. Ann. § 639.28075

https://docs.google.com/document/d/1ggF8pal_GU-pgSzVQpPh6nWNXb8Vu7oACfEFRZmzNA4/edit
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Part III: Supporting Legislative 
Efforts

A. Introduction to Section Contents

This portion of the toolkit gives a more in-depth 
look at the negotiations and advocacy undertaken 
by the ACCESS coalition. The coalition itself, as well 
as the early involvement of insurance companies as 
allies in negotiations, was critical to the legislative 
success. Beyond that, there is a discussion of 
what aspects of the legislation were considered 
non-negotiable, and what compromises were 
made—especially where those compromises lead 
to implementation difficulties. The final subsection 
includes examples of actual advocacy documents, 
including: sample testimony, sample one-pagers, 
talking points for advocates, a sample op-ed and 
op-ed guidance documents, a sample sign-on letter, 
and an advocacy-based Q&A.

B. Negotiations

Below is a summary of key experiences and insights 
gleaned from the ACCESS Coalition’s negotiation of 
the contraceptive equity law in Massachusetts.

1. Coalition building

You can never underestimate the value of personal 
relationships. While advocates may have the same 
end goal, coalitions can be hard to create and even 
harder to maintain. It is easy to take coalition work 
for granted. As noted by Leda Anderson, then-
Legislative Counsel for Planned Parenthood, during 
the negotiations for ACCESS:

Not every state has an ACLU, Planned Parenthood, 
or [REN], let alone the smaller grassroots 
organizations that work well together. Even in 
Massachusetts, the ACLU, Planned Parenthood 
and [REN] have not always had a good working 
relationship and done strong coalition work like 
this—ACCESS was really the first time….But, we 
were and are stronger together as a coalition….It 
was really important for us to have a unified voice, 
presence, and coalition to talk to insurers and 

advocate in the legislature—but, that’s not always a 
given.

In the case of Massachusetts35 Contraceptive 
ACCESS law, the main coalition was the ACLU, 
Planned Parenthood, REN, and an unusual ally: 
the insurance companies, as represented by the 
Massachusetts Association of Health Plans (MAHP) 
and Blue Cross Blue Shield. While insurance 
companies may seem like odd partners, and there 
were times where the relationship was tense, the 
brass tacks were that every single person negotiating 
on the insurance side was pro-choice and believed in 
the goals of the Contraceptive ACCESS law; however, 
this had to be balanced with answering to health 
plans with a bottom line. Once the core coalition got 
past the initial difference in starting perspectives 
and got to the people—the human and relational 
element—then negotiations started to move and the 
bill came together.

2. Role of insurance

It is easy to demonize health plans; however, in 
Massachusetts—where the State House values 
compromise—health plans became a critical ally in 
negotiating a bill to take to the Legislature.36 Leda 
Anderson reflected: “[The] most pivotal thing in 
clenching the success of ACCESS was working with 
insurance companies and gaining their support—
because once we had that, it really sailed through the 
legislature.”37 Gavi Wolfe, the Legislative Director for 
the ACLU of Massachusetts concurred: “There is one 
thing that made that bill work, and that is getting the 
health plans on board. That was it. So, communicating 
with them early and openly and having them be 
willing to entertain the idea helped….That’s the 
singular thing that made that bill.”38

The decision to work directly with the insurance 
companies was borne of two different positions: (a) 
insurance companies could be strong prospective 
partners; and (b) insurance companies could be strong 
prospective obstacles.

With regard to the insurance companies as 
strong prospective partners, there is a history of 
collaboration between insurance companies and 
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difficulties in implementing the law and has been 
utilized by insurers as a way to delay and deny care.

Step Therapy

Step therapy is a type of prior authorization that 
occurs when a health plan requires a patient to 
first try utilizing a less expensive drug before the 
insurance will cover a more expensive prescription.51 
During negotiations there was considerable back 
and forth on step therapy—both within and across 
categories.52 Prohibiting step therapy was something 
that the ACCESS Coalition felt very strongly about 
and ultimately won. 53

Override Process

In addition to step therapy, a lot of discussion 
focused on the different therapeutic equivalents 
and if a health plan would have to cover the actual 
brand that the clinician prescribed or if the health 
plan could simply cover the therapeutic equivalent.54 

The ACCESS Coalition felt very strongly that there 
needed to be an avenue for providers to be able to 
say “this is what is best for my patient. This is what 
my patient needs.” There needed to be an override 
process.55

There was a lot of technical negotiation around this 
and there was a lot of pushback from insurers. The 
insurers attempted to get the language of the bill 
modeled after a portion of existing law that was not 
wholly applicable and would not have ensured the 
best patient protection. This is an area in which the 
coalition held firm and was able to get the desired 
language in the bill. 56

health insurers on coverage of 12 months of birth 
control without an initial trial period and coverage 
for vasectomies, as well as intense negotiation 
around the other desired provisions.

Emergency Contraceptives

One particularly important piece of the bill is 
the emergency contraception component. There 
were great efforts taken to identify the barriers 
to obtaining emergency contraception and to 
look at options surrounding over-the-counter and 
prescription drug access. Insurance companies 
were highly resistant to covering over-the-counter 
emergency contraception with no cost-sharing.46 
There was a very technical reason why the insurers 
wanted the language of the bill to read the way it 
did and the ACCESS Coalition just did not have the 
back-end insurance billing expertise – or access to 
someone with that expertise – to be able to push 
back effectively. REN now knows the emergency 
contraception component of the bill is not working 
in practice. 47

12-Month Supply, No Cost-Sharing

Of primary importance to the ACCESS Coalition was 
securing 12 months of copay free contraceptives. 
This was the standout issue for the coalition.48  
While this was ultimately achieved, it was achieved 
through a slight compromise. Insurers did not want 
to be in a position where they were going to have 
to cover a twelve month supply of birth control 
for someone who might soon switch health plans 
or switch which types of birth control they were 
on.49 As a result, the compromise was that the bill 
would include language for a three-month trial 
period when starting a new form of hormonal birth 
control. This meant that when a patient started 
birth control for the first time, the insurer would 
only be required to cover three months during the 
initial dispensing 12 months for the next dispensing 
period; subsequent dispensing could be for the full 
12 month period. While this was not ideal for the 
ACCESS Coalition, it also did not seem like enough 
to sink the compromise completely.50 In retrospect, 
this particular compromise has contributed to 

With regard to the second point: Insurance 
companies only look at quarterly costs and do not 
look at long term costs. Long term net savings are 
not as important and not adequate motivators when 
negotiating with insurance companies because 
people move and switch between health plans. 
Anything that forces an insurance company to pay a 
greater amount upfront is frowned upon because it 
can result in a net loss and, in the case of the twelve 
month provision, paying for services that are not used 
or not used before the patient switches health plans. 
While this knowledge might not have changed the 
ultimate content of the bill, it could have shortened 
the period of negotiations. The ACCESS Coalition 
spent a lot of energy talking about long term savings 
and that just was not the best strategy.43

In the end, the MAHP and Blue Cross Blue Shield 
negotiated with the ACCESS Coalition. The ACCESS 
Coalition then brought the Legislature a compromise 
bill that had already been approved by the insurance 
companies. This is the bill that got passed.44 Given 
this,  getting the health plans on board early is 
particularly sage advice to any state looking to enact 
a contraceptive equity law. 

3. Compromise and non-negotiables

At the end of the day, the general consensus was 
that everyone at the negotiating table wanted the 
same thing: to increase access to contraception. Still 
there was a great deal of compromise and work to 
be done navigating around the various parties’ non-
negotiables. 

One of the biggest non-negotiables for the coalition 
was that “we didn’t want to just codify what was 
in the ACA, we wanted to go next step and make 
it more accessible.”45 To this end, the coalition of 
reproductive freedom advocates fought hard for 
insurance coverage of emergency contraceptives, 
a 12-month supply of birth control dispensed at 
once without a copay, elimination of step-therapy 
requirements, and creation of an override process 
when a doctor deems a particular birth control 
(not already covered by the formulary) is medically 
necessary. There was considerable pushback from the 

advocacy groups in Massachusetts. For example, after 
passing health care reform in 2006, various health 
policy stakeholders in Massachusetts negotiated a 
health care cost containment law in 2012. Because 
of this, “[t]here are really all of these health care 
stakeholders working together at different levels, so 
there’s just really a collaborative atmosphere in the 
industry.”39 This was particularly important because 
the ACCESS Coalition wanted to do more than just 
codify existing laws.

With respect to insurance companies as strong 
prospective obstacles, the thought was that working 
with the insurance companies during the negotiation 
and advocacy process was the best way to neutralize 
any objections they might have. As one ACCESS 
Coalition negotiator reflected: “They wanted to do 
the right thing and it was important to have a willing 
partner and not just have them be obstructionist. 
So, we were able to work something out and 
get something done—which obviously required 
compromise on all sides.”40 This was a political 
decision on the Coalition’s behalf. As part of this 
effort, the Coalition members held meetings with 
participating insurance representatives as a group 
and separately; this allowed the Coalition to use gains 
made with one insurance company to help pull other 
companies closer to where the Coalition wanted to 
be.

Initially the relationship between the health plans and 
the ACCESS Coalition was somewhat frosty. Here, it 
helped to have coalition members with different skills 
and areas of expertise; this also allowed for different 
members of the coalition to take on different 
roles and strategically utilize different negotiation 
strategies.41 People have different communication 
styles and recognition of this allowed the Coalition 
to identify the real issues and kicked off a summer 
of very intense negotiations.42 A few things that 
specifically helped the ACCESS Coalition negotiations 
with the health plans were: (1) recognizing that 
everyone at the table was committed to expanding 
access to contraception; (2) understanding how 
health plans look at profits and losses on a the 
quarterly system; and (3) the ability to provide the 
insurance industry with a public relations victory.
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1. Sample Testimony
Below is the testimony submitted by REN on behalf of An Act advancing contraceptive coverage and 
economic security in our state: 

Testimony before the Joint Committee on Financial Services 

Supporting An Act advancing contraceptive coverage and economic security in our state (S.499/H.536)

Rebecca Hart Holder 
Executive Director, Reproductive Equity Now 
October 3, 2017

Good morning Chairman Eldridge, Chairman Michlewitz, and members of the Joint Committee on Financial 
Services. Thank you for giving me the opportunity to submit this testimony. 

My name is Rebecca Hart Holder and I am the Executive Director of Reproductive Equity Now, a statewide 
grassroots organization with more than 10,000 members dedicated to promoting full and equal access 
to reproductive choices, including preventing unintended pregnancies; choosing safe, legal abortion; and 
bearing healthy children.

On behalf of Reproductive Equity Now, I respectfully urge you to report out favorably S.499/H.536, An Act 
advancing contraceptive coverage and economic security in our state, sponsored by Senator Chandler and 
Representatives Haddad and Scibak. 

Contraception is basic, preventative healthcare that every woman should be able to access. As you all 
know, the Affordable Care Act established a mandate requiring coverage for preventive services, including 
contraception, without cost-sharing.  Over the last few months, we have repeatedly teetered on the edge 
of losing these basic protections for women to control their own bodies and their own family planning 
as Republicans in Congress have attempted to repeal the ACA. Here is a less-known fact: Even if we 
successfully prevent the Congressional repeal of the Affordable Care Act, bay-staters are still at risk of 
losing their federally-protected right to accessible birth control through the Interim Final Rule Process. 

The Interim Final Rule currently being considered by the Trump administration would let employers decline 
to cover birth control for their employees if they state a religious or moral objection. Currently, employers 
can already opt out of covering birth control on religious grounds. Widening the loophole to include 
morality, which is not defined in the IFR, would allow an employer to opt out for any reason whatsoever.  
Simply put, a woman’s boss could now interfere with her most basic and personal of decisions – when and 
whether to become a parent.

Bay-stater’s lives cannot continue to rest on the changing moods of one or two US senators who know 
nothing about Massachusetts and its residents. That is why we need An Act advancing contraceptive 
coverage and economic security in our state. This legislation, also known as the ACCESS bill, would codify 
the ACA’s guarantee that all birth control methods be available without copay. California, Maryland, Illinois, 
and Vermont already have similar laws. Passing the ACCESS bill would guarantee that Massachusetts 
can continue to lead the nation in reducing unintended pregnancies and improving healthcare reform by 
ensuring every woman has access to the no-cost birth control option that works best for her. 

I respectfully ask that this bill receive a favorable report.

Vasectomies

One of the areas that the ACCESS Coalition could 
make absolutely no headway on was vasectomies. 
While it initially stymied the Coalition that insurance 
marked this as a line in the sand, it helped to have a 
greater understanding of how insurance companies 
understand and gauge economics. According to 
Rebecca Hart Holder, who was a key figure in the 
negotiations with the health plans:

Insurance companies only look at quarterly 
costs. They do not look at long term costs. 
Because people move, switch between health 
plans, it doesn’t matter that it is a net savings 
to the health care industry. [Vasectomies are] 
a more expensive procedure that will show up 
on the quarterly profit and loss statements. 
[Vasectomies were] too expensive, [insurance 
companies] just would not do it.57

While this was not ideal from the perspective of 
patients, activists, and progressive legislators, 
there was simply no path forward on this particular 
issue.58

C. Advocacy

This section includes examples of actual 
advocacy documents, including: sample 
testimony, sample one-pagers, talking points for 
advocates, a sample op-ed and op-ed guidance 
documents, a sample sign-on letter, and an 
advocacy based Q&A in layman terms. Naturally, 
it will have to be tailored to your specific state 
and organizational needs, but this should provide 
a solid foundation from which to start modeling 
your work.
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2. Guidance Documents for Legislative Visits
While every organization has a collection of best practices and habits for legislative visits, the following 
documents are taken from REN’s actual advocacy surrounding the ACCESS bill and can serve as 
templates for one-pagers and talking points:

a. Sample one-pagers

Below is an example of the one-pager created by REN in support of An Act advancing contraceptive 
coverage and economic security in our state:

An Act relative to advancing contraception coverage  
and economic security in our state | S 499, H 536

Sponsored by Senator Harriette Chandler and Representatives  
Pat Haddad and John Scibak 

Because everyone should have access to the birth control that’s right for them 

All people should be able to access the preventive care they need.

Contraception is basic, preventive health care that everyone should be able to access, regardless of their 
economic status.  Almost all women, 99% in fact, have used birth control at some point in their lives.  Yet 
prohibitively expensive co-pays and out-of-pocket expenses can make an individual’s ability to protect 
their health and plan their family impossible, especially for the most vulnerable in our communities.

Birth control has had such a dramatically positive impact on women and families in this country that 
the Centers for Disease Control and Prevention (CDC) named it one of the top ten public health 
achievements of the past century.  Contraceptives enable people to plan if and when they want to start a 
family, have healthier pregnancies, time births, and achieve their desired family size, ultimately improving 
family stability and the well-being of children.  Family planning positively affects more than reproductive 
health – contraception plays a significant role in helping people shape their educational, financial, 
professional futures, and maintain their emotional well-being.   

Persisting Problems and Future Threats to Access 

The Affordable Care Act (ACA) guarantees women access to preventive health care, including birth 
control, without co-pays. The elimination of out-of-pocket costs has allowed women, regardless of 
their economic status, to afford basic health care, including the birth control option that works best 
for them.  With the implementation of the ACA, American women have experienced the single biggest 
advancement in health care access in a generation.  Right now, over 55 million women in the United 
States, including 1.4 million women in Massachusetts, have access to preventive services like birth 
control with zero cost sharing, thanks to the ACA. This vital access is under serious threat on the federal 
level, with Republican leadership in Congress vowing to repeal the ACA and eliminate access to birth 
control with no cost-sharing.  

Even if the ACA birth control benefit remains intact, this bill is an opportunity to build upon the 
progress of the ACA.  This bill would require coverage for all FDA-approved contraceptive drugs, 
devices, and products, while allowing insurers to limit coverage of therapeutically equivalent 
contraceptives.  This bill would limit the use of medical management tools, like step therapy, which 
require individuals to try and “fail” (which could include pregnancy or medical complications) at a type 
of birth control before authorizing coverage for a preferred form of birth control within that method 
category.  This technique creates additional barriers that effectively deny or delay access to the 
preferred method of birth control, not only limiting reproductive autonomy, but potentially leading to 
lapsed or inconsistent contraceptive use and increased risk of unintended pregnancy.  

The bill can also prevent insurer’s efforts to circumvent the ACA-contraceptive coverage requirement, 
including complete denial of coverage for certain types of birth control, even when the individual’s 
medical history justifies an alternative option.  Research conducted by the National Women’s Law 
Center found many instances of insurance plans failing to comply with the ACA contraceptive-coverage 
requirement.  For example, it was reported that some insurers were imposing out-of-pocket costs on 
services associated with birth control, such as a follow up visit to ensure proper placement of an IUD.  
Also, some insurers failed to have the necessary processes in place to waive cost-sharing if the specific 
birth control product prescribed typically has cost-sharing under that plan.  Under this bill, if a covered 
contraceptive drug, device, or product is deemed medically inadvisable by a doctor, the insurer must 
provide coverage for the doctor’s alternatively prescribed birth control.      

A Proposed Solution

An Act Relative to Advancing Contraception Coverage and Economic Security In our State, sponsored by 
Senator Harriette Chandler and Representatives Pat Haddad and John Scibak, would protect and 
expand access to contraceptives by requiring insurers in Massachusetts to cover all FDA-approved 
contraceptive methods without cost-sharing, including coverage of over-the-counter contraceptives 
without a prescription.  If passed, this bill will safeguard the 1.4 million Massachusetts residents who 
currently have access to no-copay birth control, and expand coverage to certain male contraceptives.  
This legislation will also prohibit insurers from using tools like step therapy to undermine and delay 
access to contraceptives, improving access to basic health care for individuals who have been denied 
the promise of the ACA.  Additionally, this bill creates equity in contraceptive coverage by eliminating 
cost-sharing for contraception, voluntary sterilization, and contraceptive counseling for men.   

No-one should be forced to choose between paying out-of-pocket for the birth control that works best 
for them and accepting medically inadvisable and potentially harmful medication or devices at no-
cost.  Decisions regarding birth control methods are best left to doctors and their patients – not their 
insurance companies. 

By passing the An Act Relative to Advancing Contraception Coverage and Economic Security 
and ensuring everyone has access to the no-cost birth control option that works best for them, 
Massachusetts can continue to lead the nation in reducing unintended pregnancies and improving 
health care access.
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b. Talking points for advocates

The following is an example of a document created for advocates discussing the Massachusetts contraceptive 
equity bill. It could be updated and customized to reflect the needs of your state and the specific language of 
your bill:

Advancing Contraceptive Coverage and Economic Security (ACCESS) Bill 
AN ACT RELATIVE TO REPRODUCTIVE HEALTH & ECONOMIC EQUITY 

[Bill Designation and Sponsors]

The Problem:

• The Affordable Care Act (ACA) is not meeting the needs of people in [State].

The Solution:

• ACCESS clarifies and improves upon the provisions of the ACA to ensure contraceptive coverage for all.

ACCESS Guarantees the Following Provisions:

• Coverage without cost-sharing for all FDA-approved contraceptive drugs, devices, supplies, and 
voluntary sterilization. 

• Guaranteed approval of 12-month supply prescriptions of contraceptives without cost-sharing. 

• 100% coverage of over-the-counter contraception without copay. 

• Allows insurance companies the ability to limit coverage when two or more products have the same 
active ingredients and safety profile that are FDA-approved. 

• Prohibits use of “reasonable medical management techniques” by insurers to delay or even prevent 
access to contraceptives.

• Introduces/Creates gender equity in copay-free contraceptive access by prohibiting copays for 
vasectomies. 

ACCESS Does Not Add Burdensome Requirements:

• Does not require insurance companies to cover every form of contraception on the  market, only those 
that are FDA-approved and do not have a therapeutic equivalent  with the same ingredients and safety 
profile. 

• Does not force exempt religious organizations or religiously affiliated nonprofits  to cover contraceptive 
methods and counseling. 

ACCESS will make it easier for people across [State] to access contraceptives.

The Affordable Care Act requires 100% coverage of all contraceptives approved by the U.S.  Food and Drug 
Administration (FDA). Unfortunately, there exist gaps in coverage that are costing not only individuals in 
[State], but also the state and private insurers. The  ACCESS bill (S. 499, H. 536) will ensure that all individuals 
will be able to obtain the best birth  control for them and will create no additional costs to the state or private 
insurers, but will  instead result in overall cost savings.

Misconception: The ACA already provides copay-free contraceptives.

• Truth: While the ACA mandated that contraceptives be available without cost-sharing, there are still gaps 
that make it difficult for many people across the state to access the contraception that works best for 
them. Plus, the ACA and its contraceptive coverage mandate are under constant threat of federal repeal. 
ACCESS will ensure that the contraceptive coverage mandate of the ACA would remain Massachusetts 
law regardless of what happens at the federal level.

Misconception: ACCESS would require every contraceptive “under the sun” to be  covered by insurers.

• Truth: ACCESS will allow insurance companies to negotiate which contraceptives would go on their 
formularies, specifically for therapeutic equivalents. Contraceptives with therapeutic equivalents have 
the same active ingredients and safety protocols.

Misconception: There is already an existing appeals process for patients to obtain contraceptives not on their 
insurance company’s formulary.

• Truth: The existing appeals process requires a patient to appeal to a panel  of doctors, which is a 
burdensome practice the ACA addressed by  requiring insurance companies to have a simple waiver 
process for  patients in need of a contraceptive not in their formulary. However,  there has not been 
proper implementation of this requirement, so  ACCESS will give more explicit instruction about the 
appeals process  making it easier for a patient to get the type of contraceptive best  suited for them

Misconception: Patients would see their physicians less if they were to receive a12-month supply of 
contraceptives at once.

• Truth: Currently, patients are not typically expected to see their physician more than once a year to 
receive and/or renew a prescription for a contraceptive method. Typically, prescriptions are written for 
12-month supplies, although insurance companies will often only cover the cost for 1-3 months at a 
time. Research indicates that giving a 12-month supply of contraceptives at once decreases the risk of 
unintended pregnancies in comparison to 1-3 month supplies and is more cost-effective.

About half (47% or 54,000 pregnancies per year) of Massachusetts pregnancies are unintended.  

• Unintended pregnancy creates significant costs for private insurers and the state, which would be 
reduced by ACCESS. In 2010, unintended pregnancies accounted for more than $357 million in public 
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costs, including over $138.3 million in costs to the state.59

When individuals have 100% coverage of contraceptive methods, they are more likely to use their 
contraceptive of choice effectively.   

• Individuals who feel unhappy with their contraceptive, due to side effects or other reasons, are less likely 
to correctly or consistently use contraception and more likely to experience an unintended pregnancy 
as a result. Individuals are also more likely to choose long-acting and highly effective contraceptive 
methods when they recieve 100% coverage.60

Removing the risk of gaps between contraceptive protection periods reduces unintended pregnancies.

• When individuals receive a 12 month supply of contraceptives, they are more likely to use it consistently 
than individuals who only receive 1-3 month supplies.61

Prior expansions of birth control coverage prove that it does not add cost.
• The National Business Group on Health has estimated it costs employers, and therefore insurers, 15-

17% more not to provide coverage for contraceptives, and recommends no cost-sharing.62 The study 
took into account the cost of contraceptives to employers and insurers in comparison to both the direct 
medical costs of pregnancy and the indirect costs of subsequent employee absence.

• Public funding for contraceptive coverage has a proven return of $5.68 in savings for every $1.00 spent.*

When cost barriers to birth control are removed, patients choose long-lasting, cost-effective options.  

• Research shows that all birth control is cost-effective when taking into account the cost savings of 
avoiding unintended pregnancies. Long-acting options, like intrauterine devices (IUDs), lead to the 
most significant long-term cost savings. In a recent study, 67% of women selected long-acting, highly 
effective birth control when given the opportunity to choose from a range of free options. This resulted 
in reduced rates of unintended pregnancy.

[Name of Organization] calls on the [STATE] legislature to pass ACCESS this session.

*******

3. Guidance Document for  
Writing Op-Eds, Letters to the Editor, Blogs, etc.
Below is guidance our organization has crafted to assist in writing op-eds, letters to the editor, blogs, etc. 
After these guidance documents, a sample op-ed from an advocate has been provided. In addition to having 
advocates and organizers write op-eds, it is also a great idea to have patients and health care providers author 
op-eds.. When negotiating with insurance companies (and when discussing implementation with insurance 
companies following successful enactment of a contraceptive equity law), it is especially helpful to have the 
patient voice represented and saying, loudly: “Yes! There is a need for this. I want this.”

Sample op-ed from an advocate

Below is a sample op-ed that ran in Massachusetts newspapers in support of  
An Act advancing contraceptive coverage and economic security in our state:

Even with its imperfections, the Affordable Care Act was a remarkable leap forward for our country. Because 
of this landmark policy, millions of Americans have quality, affordable health insurance, and millions more feel 
secure in knowing they don’t have to bankrupt themselves to afford basic care. The ACA created a seismic 
shift in the health care landscape. For women in particular, it brought about some of the greatest advances in 
health care access in a generation. 

Fast forward seven years, we now face a cruel proposal that sets women’s health care access back decades 
and makes it harder for families to thrive. If Speaker Ryan and President Trump are successful in their crusade 
to make America sick again, being a woman will once again be a pre-existing condition, resulting in sky-
high premiums for “conditions” like having given birth, having had a C-section, or having survived domestic 
violence or sexual assault. Insurers will no longer be required to cover Essential Health Benefits like maternity 
and newborn care, or mental health services and prescription drugs--services more frequently used by 
women. While millions will pay more for less coverage, millions of others will lose subsidies that helped them 
afford coverage, or lose insurance completely as Medicaid is gutted and its expansion is ended. For those who 
get to stay on Medicaid, they will be prohibited from receiving preventive care at Planned Parenthood. Simply 
put, this bill imposes roadblocks between the American people and health care, blatantly ignoring the reality 
that fewer barriers to care empower people to stay healthy.

Now that House Republicans have taken the first step to enact these extremely dangerous policies, 
Massachusetts must acknowledge we aren’t insulated from their devastating effects. While the 
Commonwealth is better positioned than many other states, the threats to our care are real. We must 
stay two steps ahead in Congressional Republicans’ political game. Part of this is establishing state-level 
protections that maintain and expand the ACA’s requirements.  An Act Advancing Contraceptive Coverage 
and Economic Security in our State, or ACCESS, will do just that by codifying the ACA’s guarantee that all birth 
control methods be available without copay. California, Maryland, Illinois, and Vermont already have similar 
laws. It’s time Massachusetts follows suit. 

Access to affordable contraception ensures every person can stay healthy and plan their future, regardless 
of their economic status. Contraception empowers people to plan if and when they have children and helps 
them stay healthy, enabling them to achieve their educational and professional goals. Birth control not only 
prevents unintended pregnancy, it contributes to healthier pregnancies and ultimately improves lives, the 
stability of families, and the well-being of children. These individual benefits have in turn bettered our society: 

http://www-personal.umich.edu/~baileymj/Opt_In_Revolution.pdf
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one third of wage gains made by women since the 1960s can be attributed to access to birth control pills.

The benefits of birth control are clear, but many will not be able to afford its benefits much longer given 
the uncertain fate of the ACA, the President’s latest Executive Order helping employers deny contraceptive 
coverage, and the frightening fact that Health and Human Services Secretary Tom Price can unilaterally 
repeal the regulations that defined birth control as preventive care.  While som e, including Secretary Price, 
have scoffed at the idea of cost barriers, women know better. A recent poll found 33 percent of women 
could not afford to pay more than $10 for birth control. Birth control pills can cost up to $600 a year and 
highly effective long-acting reversible contraceptives, such as IUDs, can cost up to $1,000 up front. That’s an 
enormous gap that will be impossible for many to fill.  

Under the ACA, more than 55 million women—including 1.4 million in Massachusetts-- have access to no-
copay birth control through private insurance, and 16.7 million women benefit from Medicaid coverage. 
Combined, women have saved $1.4 billion a year on pills alone. These savings, and the personal, professional, 
and health gains made by women, are at risk. 

Protecting reproductive health and rights requires advocates to fight federal attacks while also shielding 
Massachusetts residents from their consequences. By passing ACCESS, the legislature and Governor Baker 
can protect our state’s ability to realize the ACA’s full promise for women and families. 

Rebecca Hart Holder, Executive Director, Reproductive Equity Now

Dr. Jennifer Childs-Roshak, President and CEO, Planned Parenthood League of Massachusetts and Planned 
Parenthood Advocacy Fund of Massachusetts

4. Sample Sign-On-Letters
Below is a sign on letter from the perspective of a provider. Sign on letters could also be written from the 
perspective of patients, pharmacists or pharmacy technicians, etc.

Providers’ Open Letter

Dear Senate President [Name] and House Speaker [Name],

We, the undersigned [State] physicians, nurses, and advanced practice clinicians, strongly support passage of 
the ACCESS Bill. We urge the Legislature to pass the ACCESS Bill this session to ensure that [State] residents 
can  plan if and when they want to start a family, have healthier pregnancies, time births, and achieve their 
desired family size. Ultimately, this improves family stability and the well-being of children.

Approximately 1.2 million unintended pregnancies in the United States annually are attributed to inconsistent 
or incorrect use of contraception. Ensuring contraceptive equity through requiring insurance to cover and 
allow for dispenal of a year’s supply of contraceptives without co-pays at point of sale is one method to help 
eliminate inconsistent use. A woman who receives a one-year supply of oral contraceptives is more likely to 
continuously and consistently use her contraceptives, while a woman who receives only a one or three month 
supply is more likely to switch methods, experience lapses in contraception use, or abandon contraceptives 
entirely.

A one year supply of contraceptives decreased the likelihood of an unintended pregnancy by 30%.

In 2013 the Center for Disease Control and Prevention released a recommendation that contraception should 
be dispensed for twelve months. Currently, patients are not typically expected to see their physician more 
than once a year to receive and/or renew a prescription for a  contraceptive method. Typically, prescriptions 
are written for 12-month  supplies, although insurance companies will often only cover the cost for  1-3 
months at a time. Access to insurance coverage of contraceptives increases usage rate. The ACCESS Bill will 
help make sure our patients in [State] can acquire the recommended dispensement without cost-sharing.

As health care providers, we call on the [State] Legislature to pass the ACCESS Bill now to safeguard the 
health and well-being of our patients.

We call on the legislature to pass the ACCESS Bill this legislative session so we can better serve our patients 
and help them access the health care they need.

Sincerely,

[Signatories]

http://www-personal.umich.edu/~baileymj/Opt_In_Revolution.pdf
http://www.bostonglobe.com/news/nation/2017/05/04/trump-weaken-irs-rule-against-church-political-activity/gi6qqVBrk6tuVxrP9X9yyH/story.html
http://www.bostonglobe.com/news/nation/2017/05/04/trump-weaken-irs-rule-against-church-political-activity/gi6qqVBrk6tuVxrP9X9yyH/story.html
https://www.scribd.com/document/342699692/PerryUndem-Gender-and-Birth-Control-Access-Report?irgwc=1&content=10079&campaign=Skimbit%2C%20Ltd.&ad_group=&keyword=ft750noi&source=impactradius&medium=affiliate
https://aspe.hhs.gov/system/files/pdf/139221/The%20Affordable%20Care%20Act%20is%20Improving%20Access%20to%20Preventive%20Services%20for%20Millions%20of%20Americans.pdf
https://aspe.hhs.gov/system/files/pdf/139221/The%20Affordable%20Care%20Act%20is%20Improving%20Access%20to%20Preventive%20Services%20for%20Millions%20of%20Americans.pdf


40 41

contraception without copay; and (4) Prohibits use of “reasonable medical management techniques” by 
insurers to delay or even prevent access to contraceptives. 

Notably, the law does allow insurance companies the ability to limit coverage when two or more products 
have the same active ingredients and safety profile that are FDA-approved.

Q. Will this raise insurance premiums?

A. No. The National Business Group on Health has estimated it costs employers, and therefore insurers, 
15-17% more not to provide coverage for contraceptives, and recommends no cost-sharing.63 The study 
took into account the cost of contraceptives to employers and insurers in comparison to both the direct 
medical costs of pregnancy and the indirect costs of subsequent employee absence. Furthermore, ACCESS 
does not require insurance companies to cover every form of contraceptive on the market, only those that 
are FDA-approved and do not have a therapeutic equivalent with the same ingredients and safety profile. 
[Insert bill name]  still allows insurance companies to negotiate which contraceptives would go on their 
formularies, specifically for therapeutic equivalents. 

Q. Will religious employers be affected by this?

A. This bill would not force exempt religious organizations or religiously-affiliated nonprofits to cover 
contraceptive methods and counseling.

Q. Will this result in worse overall health care for women as they won’t have incentive to go see their doctors as 
frequently?

A. No. Currently, patients are not generally expected to see their physician more than once a year to 
receive and/or renew a prescription for a contraceptive method. Typically, prescriptions are written for 
12-month supplies, although insurance companies will often only cover the cost for 1-3 months at a 
time. Research indicates that giving a 12-month supply of contraceptives at once decreases the risk of 
unintended pregnancies in comparison to one- to three-month supplies and is more cost effective.64

Q. With everything going on in the world, why push for this now?

A. Basic reproductive autonomy is under constant threat: now is an ideal time to secure contraceptive 
equity in all states by codifying and expanding the provisions in the ACA.

Individuals who feel unhappy with their contraceptive, due to side effects or other reasons, are less likely 
to correctly or consistently use contraception and more likely to experience an unintended pregnancy as 
a result. Individuals are also more likely to choose long-acting and highly effective contraceptive methods 
when they recieve 100% coverage.65 Unintended pregnancy creates significant costs for private insurers 
and the state, which would be reduced by [Insert bill name]. In 2010, unintended pregnancies accounted 
for more than $357 million in public costs, including over $138.3 million in costs to the state.66[Customize 
with language specific to State]

The ACA is not meeting the contraception needs of people in [State]. This bill would clarify and improve on 
the provisions in the ACA to ensure contraceptive coverage for a greater portion of the population.

5. Legal Q&A in Layman’s Terms
The following could serve as the starting point for an advocacy Q&A:

Q. Why is this bill necessary?

A. The Affordable Care Act is not meeting the contraception needs of people in [State]. This bill would clarify 
and improve on the provisions in the ACA to ensure contraceptive coverage for a greater portion of the 
population. Plus, the ACA and its contraceptive coverage mandate are under constant threat of federal repeal. 
[Insert bill name]  will ensure that the contraceptive coverage mandate of the ACA would remain [State] law 
regardless of what happens at the federal level.

Q. How is this different from the contraceptive provision of the Affordable Care Act?

A. While the ACA mandated that contraceptives be available without cost-sharing, there are still gaps that 
make it difficult for many women across [State] to access the contraception that works best for them. 

The key provision of [Insert bill name] is the expansion of the ACA provision from contraceptive coverage 
without copay to a 12-month dispensing of contraceptives without copay. This was important because: (a) 
proper use of contraceptives is very time sensitive, and limiting supply increases the odds of inconsistent 
use, either missing a dose or even skipping a month, increasing the changes for unintended pregnancy; (b) 
it promotes consistent use and improves access, especially for those living in rural areas with limited access 
to pharmacies; and (c) the CDC report recommends dispensing a year’s supply of contraception, stating that 
“restricting the number of pill packs distributed or prescribed can result in unwanted discontinuation of the 
method and increased risk for pregnancy.” With respect to additional coverage requirements, the language in 
the [State] [Insert bill name]  bill is nearly identical to the federal requirement; the main difference is [Insert bill 
name] explicitly includes device insertion, which is implicit in the federal requirements. 

The other main difference between the ACA and [Insert bill name]  is that the ACA permits step therapy, 
where [Insert bill name]  does not. Step therapy requires a patient to try and “fail” (including pregnancy 
or medical complications) at a method before authorizing coverage for a more expensive method. Under 
[Insert bill name] , insurers may not impose restrictions or delays in coverage, including medical management 
techniques such as denials, step therapy, or prior authorization. This is distinct from the ACA which permits 
“reasonable medical management techniques” to determine the frequency, method, treatment, or setting for 
coverage of a recommended preventive health service. The reasons that the [Insert bill name] Coalition felt 
that it was so important to prohibit step therapy is that: (a) it is time-consuming for a physician and patient; 
(b) it creates more expense with regard to direct and indirect out-of-pocket costs; (c) it creates additional 
barriers that effectively deny or delay a woman’s access to her preferred method of contraception, limiting her 
reproductive autonomy and impeding access to the most effective contraceptive methods; and (d) it may lead 
to lapsed or inconsistent contraceptive use and increased risk unintended pregnancy.  

Q. What would this law accomplish?

A. In enacted, this legislation would accomplish the following: (1) Coverage without cost-sharing for all FDA-
approved contraceptive drugs, devices, supplies, and voluntary sterilization; (2) Guaranteed approval of 
12-month supply prescriptions of contraceptives without cost-sharing; (3) 100% coverage of over-the-counter 
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appropriate funding attached, as well as the need for 
some method of accountability–such as reporting 
requirements.

1) Patients

Patients are the whole reason this contraceptive 
regime was enacted; however, implementation has 
been stymied by: 

A general lack of knowledge about the law;

A high proportion of interested patients do not know 
if they are on a fully insured or self-funded plan and 
what benefits they may be eligible for; and

A high proportion of interested patients are on self-
funded plans.

2. Providers

The whole process starts when a patient comes to a 
provider asking about birth control options. Provider 
knowledge and the ability to write and refill the 
script correctly are critical to successful ACCESS 
implementation. Among the issues seen at the 
provider level are:

A general lack of knowledge about the law; 

Providers do not know if their patients are on self-
funded or fully insured plans;

Difficulties figuring out/standardizing how to write 
prescriptions for 12 months; and 

Many automated refill systems that are not yet 
equipped to handle 12 months.

3) Pharmacists

Pharmacists are critical to ACCESS implementation 
on virtually every level and across virtually every 
provision of the law. Pharmacists are one of the key 
places where implementation could fall short. Some 
of the identified issues include:

• A general lack of knowledge; 
• Trouble reading/interpreting non-standardized 

prescriptions; 

PART IV: Supporting 
Implementation Efforts, Looking 
Back and Moving Forward
Drafting and advocating a bill up to and through 
enactment is a herculean feat. However, all too 
often enactment is seized on as a moment of victory 
and issues of implementation fall by the wayside. 
In Massachusetts, the ACCESS bill still is not fully 
implemented four years after it was signed into law. 

The troubles of implementing ACCESS began to 
show fairly quickly: the emergency contraception 
provision was not having the desired effect because 
few pharmacists were obtaining standing orders; 
eligible patients were being denied 12-month 
coverage; and the three-month trial period was 
problematic to the overall implementation of the 
law for some patients. 

Also significant, the limit of state insurance 
mandates to fully insured plans meant that as many 
as 60% of Massachusetts residents may not be 
covered. This was particularly problematic because 
patients oftentimes do not know if they are on a 
fully insured or self-funded plan, and therefore do 
not know their eligibility. 

The following section identifies some of the key 
issues advocates encountered and the steps REN 
took to address them. This section concludes with a 
look at how REN might have done things differently, 
knowing what RENS knows now.

A. Summary of Key Issues Encountered in 
Massachusetts

Since there are so many areas in which compliance 
with ACCESS can break down, it helps to 
conceptualize the potential issues as existing within 
different domains or levels: patient-level, provider-
level, pharmacist-level, pharmacy benefit manager-
level, carriers and health plan-level,  DOI-level, and 
employer level. General lack of knowledge about 
the law was a common theme across all domains 
and with all stakeholders. This highlights the need 
for a multifaceted public awareness campaign and 
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with insurers; some of this resulted in: (1) working 
directly with insurers to help patients access a 
12-month supply in a timely manner and acquire the 
pharmacy overrides needed; (2) urging the DOI to 
hold information and listening sessions on ACCESS; 
(3) helping DOI draft a legally accurate and patient-
centered fact sheet; (4) negotiating three-month trial 
documentation so that it creates the least possible 
burden on the patient; (5) drafting a memo to DOI 
urging greater use of their regulatory authority and 
action towards compliance; and (6) partnering with 
the Department of Public Health as subject matter 
experts on a public awareness campaign. The next 
phase of REN work, which has already begun, focuses 
on addressing the pharmacy-level issues and includes 
working to secure a statewide standing order for 
emergency contraception.

1. Patient-Centered Work

Tracking known instances of noncompliance was 
critical to REN’s work. It allowed REN to identify 
patterns and develop a sense of which insurers were 
the “worst offenders.” With this, the organization 
was able to focus its attention on these insurers and 
work directly with them to (a) secure birth control for 
the individual patient, and (b) put forward emergency 
guidance urging internal compliance with the law.

Publicizing the failures of the law was equally crucial 
and played a large role in helping to secure funds 
for the public awareness campaign. Commonwealth 
Magazine developed a comprehensive article 
illustrating the large problem of lack of compliance 
with the ACCESS law, which highlighted the role of 
insurance companies and administrative apathy in 
the failures to implement the law properly. The public 
attention put pressure on the legislature, the DOI, 
the GIC, and insurance companies to start taking 
implementation of this law seriously. Without the 
public pressure from the news article, it is uncertain 
whether there would have been the momentum to 
accomplish many of the actions discussed below (ie. 
securing funding for a public awareness campaign; 
DOI holding listening and information sessions; DOI 
creating a fact sheet; etc.).

9) The ACCESS Law

It is also important to note the ways in which 
the language of the law created difficulties in 
implementation. Six key ways in which compliance 
with ACCESS has been stymied by the plain 
language of the law include:

• The lack of reporting requirements;
• A lack of clear compliance mechanisms  

and penalties for non-compliance;
• Framing the emergency contraception standing 

order as something pharmacists may, but are 
not required to, obtain;

• The initial lack of funding for a public 
awareness campaign;

• Delegating authority to ensure compliance 
without specifically calling for the 
promulgation of regulations; and

• Inclusion of the three-month trial provision.

B. Resolution of Issues in Massachusetts

Multiple stakeholders have engaged in an ongoing, 
multipronged campaign to ensure compliance 
with the Massachusetts ACCESS law. Patient-
centered work undertaken by Reproductive 
Equity Now includes: tracking known instances 
of noncompliance; advocating with the executive 
branch to enforce the law; publicizing failures of 
the law; securing funding for a public awareness 
campaign; and the creation of fully insured vs. 
self-funded flow chart. In addition to patient-
centered work, REN also partnered with nonprofits 
to expand our advocacy efforts through creation 
of the ACCESS working group and partnered with 
progressive organizations in the health care realm 
to learn more about fully insured and self-funded 
plans. Other partnerships related to REN’s work 
on contraception equity include working to secure 
and develop Continuing Education (CE) credits for 
medical professionals taking a course on ACCESS. 
Finally, REN worked tirelessly in direct advocacy 
of government agencies and in direct negotiations 

A general lack of knowledge among customer service 
representatives and representatives processing 
claims; 

Incomplete formularies; 

Lack if awareness of law when developing 
formularies/formularies out of compliance; and

Poor communication between pharmacists and 
insurance claims departments.

6) Employers

Employers can play a key role in helping employees 
access their state mandated insurance benefits. 
Employers should be aware of the law and insist 
that employees are properly covered. Additionally, 
employers should be proactive in helping their 
employees know if they are fully insured or self-
funded.

7) Division of Insurance

The DOI is the agency primarily tasked with enforcing 
compliance with the ACCESS law. DOI’s lethargic 
response to the law can be attributed to:

A general lack of knowledge about how birth control 
works; and

Lack of people power for appropriate oversight; 

8) The Governor’s Office and Executive Branch

Massachusetts Governor Charlie Baker  was happy 
to sign ACCESS into law and take credit for a 
reproductive rights victory. The Governor’s office 
has been much more reluctant to take steps towards 
implementation of the law. If the Governor’s office 
wanted to fix the implementation problems in 
ACCESS, it could: it could direct its agencies to 
promulgate regulations to ensure compliance with 
the mandate of the ACCESS law. This directive has 
not come. Bay State residents deserve more than a 
photo-op from the Governor: they deserve someone 
who will help champion their rights.

Pharmacists refusing to run a 12-month prescription 
as written; 

Pharmacies not having a 12-month supply of oral 
contraceptives in stock; 

Pharmacy not having a supply of oral contraceptives 
that won’t expire within 12 months; 

After a 12-month claim is denied by insurance – 
sometimes erroneously – the pharmacists dispenses 
three months to the patient, but when the patient 
returns after three months no refills are left in 
system;

Pharmacists refuse to dispense other than exactly 
as written (ie. a prescription written as three pill 
packs with three refills may be dispensed all at 
once—some pharmacists are refusing to fill this 
way); and

Most pharmacists have not acquired a standing 
order for emergency contraception.

4) Pharmacy Benefit Managers

Pharmacy Benefit Managers serve as a liaison with 
Health Plans and Pharmacies; Pharmacy Benefit 
Managers are critical to ACCESS implementation 
because of their role in developing formularies.67 In 
the event that there is a problem at the pharmacy 
benefit level, it likely stems from:

A general lack of knowledge; or

A lack of awareness of the law when developing 
formularies.

5) Carriers and Health Plans

Carriers and Health Plans are critical to ACCESS 
implementation as they play a large role in 
developing formularies and deciding what claims 
will be approved or denied. Most of the instances 
of 12-month claims improperly denied by insurance 
or patients forced to undergo a three-month trial 
period for a prescription they have had for years can 
be attributed to:



46 47

ended up being exceptionally important on a number 
of fronts: Upstream provided a Q&A document for 
MassHealth; REN and the ACCESS working group 
developed a Q&A for the DOI; and after the DOI 
circulated their initial Q&A document, REN and the 
ACCESS working group provided in-depth suggested 
edits. These edits were important in maintaining a 
patient-centered approach to the FAQ, given that the 
other feedback was coming from the insurers. Some 
of the main clarifications REN and other advocates 
sought during this process were that a year’s 
supply/12-month supply did not mean 12 packs—
rather, it would mean 13 packs for a regular 28-day 
cycle, but 18 packs if the patient chose to rapid cycle. 
Additional edits pushed back against putting the 
burden or onus on the patient to any extent greater 
than necessary and ensuring that the document 
clarified that prior authorization was not required.

Negotiating three-month trial documentation 
turned out to be one of the most challenging and 

Attorney General Maura Healey testifies in support of the ACCESS law at joint legislative hearing in 2017.

points with the DOI. These listening sessions and 
information sessions eventually developed into an 
FAQ guidance document on the ACCESS Law. One 
of the key jobs of REN at these listening sessions 
was to ensure that accurate information was 
conveyed. This involved working with DOI before 
the listening sessions to ensure that their presenter 
understood the complexities and nuances of birth 
control and the complexities and nuances of the 
law. Do not take for granted that the government 
agency tasked with ensuring compliance with the 
law will be well versed in the law or the subject of 
birth control. It took a great deal of work prior to 
the listening sessions to get the DOI representative 
up to speed and fluent in the language of 
reproductive health care and birth control.

Helping the DOI draft an FAQ document was the 
next natural step after our role in the listening 
sessions. The development of a Q&A document 
explaining the ACCESS law in layperson’s terms 

helped achieve greater levels of buy-in. Once again, 
partnerships and REN’s relationship with members 
of the ACCESS working group were key to realizing 
this as a compliance mechanism. The continuing 
education course, Fulfilling the Promise of ACCESS: 
Ensuring Contraceptive Equity for Massachusetts 
Patients, is designed for providers and pharmacists 
and launches September 2022. The course will 
enable providers and pharmacists to identify the key 
components of Massachusetts’ 2017 Contraceptive 
ACCESS law; recognize the benefits of 12-month 
contraception access for patients; describe the 
three-month trial period for 12-month dispensing to 
patients; discuss the process of acquiring coverage 
for a “non preferred method” with patients; explain 
the process for prescribing or dispensing medically-
appropriate emergency contraception consistent 
with current state law; and troubleshoot potential 
“breakdown” points to ensure patient-centered care.

3. Government Advocacy and  
Direct Negotiation with Insurers

Working directly with MassHealth has also been a 
key component of our advocacy efforts. For example, 
in the fall of 2020, Upstream and REN met with 
MassHealth (Massachusetts’ Medicaid program) 
about lack of compliance with the ACCESS law. 
MassHealth explained that the pharmacy regulations 
which would have put in the 12-month provision 
had been held up in draft form and not finalized for 
an issue unrelated to contraception. Our advocates 
asked them to use emergency powers granted to 
them because of the COVID-19 pandemic to extend 
their current coverage to a 365-day supply. This 
seemed like a reasonable request as they had already 
extended from one month to three months for other 
medications. They acquiesced. Our advocates then 
affirmatively raised potential areas of confusion with 
them that REN was hearing from clinicians. REN 
advocates worked collaboratively with Upstream to 
create an FAQ for providers to answer some of these 
questions with the hopes that MassHealth would 
adopt them as their own eventually.

Urging the DOI to hold information and listening 
sessions on ACCESS was one of our earliest entry 

Securing funding for a public awareness campaign 
was made possible, in part, by the publicity 
generated by the Commonwealth Magazine article 
and, in part, through leveraging relationships at the 
State House. While it may have been easier to get 
ACCESS passed initially because there was no fiscal 
note, getting budget dollars allocated proved to be 
a critical piece of advocacy. 

The creation of a flow chart to help patients 
determine if they are fully insured or self-funded 
was another significant measure in helping eligible 
patients access contraception. Because the state 
mandate only applies to consumers on fully insured 
plans (and the GIC, even though its plans are self-
funded), it is important to help patients know if they 
are eligible. Insurance is messy and confusing—and 
whether someone is fully insured or self-funded is 
not clearly indicated on an insurance card, and not 
always even in insurance documents. REN created a 
flow chart to help clarify. (See Appendix B) The idea 
was to turn this flowchart into an interactive map 
to help patients determine their eligibility as part of 
the public awareness campaign.

2. Outside Advocacy with Nonprofit Partners

Formation of an ACCESS working group was a 
pivotal moment in progress towards ACCESS 
compliance. The working group consisted of 
local clinicians and pharmacists who have their 
finger on the pulse of reproductive health needs 
in Massachusetts, as well as lawyers and policy 
experts from REN and UpstreamUSA (“Upstream”). 
The working group was formed in order to more 
concretely identify problems and ascertain where 
and why things were not working. Having clinician 
and pharmacist subject-matter expertise has been 
invaluable in terms of understanding the nuanced 
manner in which law and policy play out in practice. 
These voices have also been critical as advocates 
work to push back against DOI and insurers’ 
indifference and finger-pointing.

Securing CE Credits for medical professionals 
taking a course on ACCESS created an incentive 
for professionals to learn about ACCESS and 
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residents reproductive freedoms from potential 
roll-backs of the ACA; the bill was negotiated with 
insurance companies prior to introduction into the 
legislature, all but ensuring it’s success. None of this 
should be overlooked or taken for granted–it was, 
and remains, an important achievement. However, 
as implementation of the law demonstrates, there 
was still room for improvement of the law as passed.

As mentioned previously, six key ways in which the 
plain language of ACCESS has stymied compliance 
include: (1) the lack of reporting requirements; (2) a 
lack of clear compliance mechanisms and penalties 
for non-compliance; (3) framing the emergency 
contraception standing order as something 
pharmacists may, but are not required to, obtain; 
(4) the initial lack of funding for a public awareness 
campaign; (5) delegating authority to ensure 
compliance without specifically calling for the 
promulgation of regulations; and (6) inclusion of the 
three-month trial provision.

1) Reporting Requirements

Without any reporting requirements, it is incredibly 
difficult to determine the number of consumers 
trying to access this benefit on each plan, as 
well as the number of consumers actually able 
to access the benefits versus the number of 
consumers denied. Individual reporting at the 
consumer level or relying on the work of small, 
grassroots, non-profit organizations are not viable 
options to achieve a holistic understanding of the 
challenges to implementing this law. It is essential 
that the government body or agency tasked with 
implementation of the law also have the capacity 
to require annual or biannual reporting on requests, 
approvals, denials, and refills from each health plan. 
This would allow for identification of noncompliant 
plans, implementation issues with the law, and 
also collect data which could help identify which 
populations might benefit from a public awareness 
campaign.

It is equally important that whatever reporting 
requirement is put in place is actually enforced and 
followed up on. The one portion of the ACCESS 

law that does have a reporting requirement is 
the emergency contraceptive provision–here the 
reporting requirement is not part of ACCESS, but 
rather the section of code this provision references: 
M.G.L. c. 94C, §19A(d). §19A(d) requires any 
“pharmacist dispensing emergency contraception 
under this section shall annually provide to the 
Department of Public Health the number of times 
such emergency contraception is dispensed.” 
However, since the law was enacted in 2017, very 
few pharmacists have reported obtaining standing 
orders to DPH and only one has reported annually. To 
date, DPH has not followed up on this. Any reporting 
requirement must also be monitored and followed 
up on by the appropriate agency–preferably one 
with the people power, capacity, and subject matter 
expertise to do so.

2) Compliance Mechanisms

The ACCESS law as written has virtually no 
compliance mechanism or penalties for non-
compliance. In Massachusetts, there are various 
entities that oversee compliance, but neither the law 
nor the agencies have put in place any sort of penalty 
for noncompliance. Furthermore, none of the entities 
or agencies have aggressively pursued enforcement. 
At best, they have begrudgingly encouraged 
compliance.

Without any agency to ensure compliance or enforce 
penalties for noncompliance, there is little incentive 
for insurance companies to comply. As explained 
previously, insurance companies work off of a 
quarterly profit and loss system: while it may benefit 
society in the long run to have a year’s prescription of 
birth control, it makes more immediate financial sense 
for insurers to only dispense three months at a time.

In hindsight, ACCESS could have benefited from 
clearer compliance mechanisms and potentially even 
a penalty for noncompliance.

3) Emergency Contraception Standing Order

The ACCESS law provides coverage for “FDA-
approved emergency contraception available over-
the-counter, whether with a prescription or dispensed 

law and its benefits, and clarify the path towards 
implementation for key stakeholders.

An Act to Improve Access to Emergency 
Contraception (H2264, S1372), which creates a 
statewide standing order for both prescription and 
over-the-counter emergency contraceptives to 
ensure insurance coverage is possible for all forms 
of emergency contraception, was introduced in the 
2021-2022 Legislative Session to help address the 
low number of pharmacists acquiring a standing 
order for emergency contraception. Since starting 
this Toolkit, a law substantially similar to An Act to 
Improve Access to Emergency Contraception was 
codified into law with An Act expanding protections 
for reproductive and gender-affirming care.68 This 
law, which was signed in July 2022, created a 
statewide standing order that allows the pharmacist 
to dispense either ella or Plan B if the patient has 
met the requirements set forth in the statewide 
standing order without a prescription from the 
patient’s doctor. The statewide standing order means 
that pharmacists no longer have to find a prescribing 
physician to sign a standing order. 

Working with the City of Boston to advocate for a 
city-wide standing order for emergency contraception 
became a priority in response to the low number of 
pharmacists acquiring a standing order for emergency 
contraception. Part of the hope was that this could be 
used to push the legislation forward at the state level 
by essentially creating a “pilot program” in Boston 
to demonstrate how beneficial a broader standing 
order mandate could be. The issuance of a state-wide 
standing order preempted further efforts for a city-
wide standing order.

C. How We Might Have Done Things Differently 
Knowing What We Know Now

There is much to be proud of in the work the 
coalition partners did to successfully negotiate and 
pass ACCESS: the law was an important step towards 
contraceptive equity, promising access to a year’s 
supply of contraception without a copay; the law 
provided a mechanism for easier access to emergency 
contraception; the law protected Massachusetts 

contentious conversations surrounding the DOI’s 
FAQ document—but it was also one of the most 
important conversations. The FAQ, as originally 
written, sent mixed messages with regard to what 
documentation is necessary to show an insurer 
that a patient has satisfied the three-month 
trial before receiving a 12-month prescription. 
It is important that the provider should be able 
to write the prescription in such a manner as 
to indicate that the member has demonstrated 
prerequisite contraceptive usage and is eligible 
for full 12-month coverage under the new health 
plan. REN, Upstream, and the rest of the ACCESS 
working group worked hard to ensure that any form 
of notation indicating three-month trial satisfaction 
would be acceptable so as not to create a situation 
where insurers were essentially requiring prior 
authorization.

Crafting a memo to DOI urging greater oversight 
and action towards compliance became an 
additional step as the DOI lagged on taking any 
(even promised) action. This memo outlined the 
regulatory authority of the DOI and advocated 
for certain proactive measures to ensure ACCESS 
compliance. Specifically, REN advocated for DOI to:  
(1) collect data from insurers on rates of 12-month 
prescription requests filled and 12-month 
prescription request denials—and the reason for 
the denial; (2) compile and publish a list of fully 
insured health plans; (3) issue a guidance document 
requesting fully insured plans self-identify and send 
(or resend) a member level notice of eligibility; and 
(4) promulgate regulations or guidance documents 
detailing how health plans know if the three-month 
provision has been satisfied and what is suitable 
documentation.

Consulting on a public awareness campaign, 
in coordination with the Department of Public 
Health, has given REN the ability to help shape 
the public messaging for the campaign and ensure 
legal accuracy. REN serves as subject matter 
expert consultant and is working closely with the 
organization tasked with managing the ACCESS 
campaign. Through this work, REN has been able 
to raise awareness, educate people about the 
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5) Delegation of Explicit Regulatory Authority

In Massachusetts, the law delegates compliance 
authority to GIC with the statement: “The 
commission shall ensure plan compliance with this 
chapter,” and delegates compliance authority over 
private insurers to the Division of Insurance through 
language such as “The commissioner of insurance 
shall ensure that plans issued under subsection (d) 
comply with this chapter.” 

Contrast this language with the language used in 
MGL. c. 94C, Section 19B, the statute authorizing a 
standing order for NARCAN:

(b) The department shall ensure that a statewide 
standing order is issued to authorize the dispensing 
of an opioid antagonist in the commonwealth by 
any licensed pharmacist….

…

(h) The department, the board of registration in 
medicine and the board of registration in pharmacy 
shall adopt regulations to implement this section.

Note that MGL. c. 94C, Section 19B specifies that 
the various agencies affected by the statute are 
tasked with adopting regulations to implement the 
statute. 

While GIC, DOI, etc. still have authority to 
promulgate regulations consistent with ACCESS 
compliance, there likely would have been faster and 
more decisive action on the part of these agencies if 
they had been specifically called to in the language 
of the statute.

6) Three-Month Trial Period Provision

The three-month trial provision of ACCESS is one 
of the largest barriers to full implementation. One 
of the questions that arises is how a health plan 
is to know that the three-month provision has 
been satisfied. The health plans insist they will 
make a good faith effort to accept all reasonable 
documentation. 

According to consumers who have come forward 
to REN, plans require consumers to go through 
a lengthy and time-consuming appeals process 
to prove compliance with the three-month trial 
provision. 70

This good faith effort should not be taken at face 
value by health plans given that: 

(1) it is the health plans that insisted on 
inserting this provision when the law was 
initially negotiated; and 

(2) the health plans still have not taken 
any steps to identify what is proper 
documentation or implement protocols that 
could streamline the process of satisfying the 
documentation requirements.

As such, record of a previous prescription or a 
note from the health care provider should be 
acceptable, and this should be able to be indicated 
on the prescription itself. The provider should be 
able to write the prescription in such a manner 
as to indicate that the patient has demonstrated 
prerequisite contraceptive usage and is eligible for 
full 12-month coverage.

consistent with the requirements of section 19A 
of chapter 94C.” Section 19A of chapter 94C 
provides that “a licensed pharmacist may dispense 
emergency contraception” pursuant to a standing 
order obtained by that licensed pharmacist. 
Because the law is framed as a “may” rather than 
a “shall” or a “must” very few pharmacists have 
obtained standing orders. Obtaining a standing 
order is not a simple task: the pharmacist must first 
get employer approval then find a prescriber who 
is willing to be the supervising physician on the 
standing order. Afterwards, the pharmacist must 
complete  paperwork with the Board of Pharmacy, 
register with DPH and update annually, and then 
attend additional continuing education credit. As 
a result, the 2021-2022 legislative session saw 
the passage  of An Act expanding protections for 
reproductive and gender-affirming care, which 
created  a statewide standing order. 

In retrospect, the ACCESS legislation would have 
been improved by creating a statewide standing 
order so that every pharmacy could dispense 
emergency contraception, rather than relying on 
individual pharmacists to procure a standing order 
on their own. Since starting this Toolkit, a law 
substantially similar to An Act to Improve Access 
to Emergency Contraception was codified into law 
with An Act expanding protections for reproductive 
and gender-affirming care.69 

A pharmacist may now dispense emergency 
contraception when a patient brings a prescription 
from their provider or seeks emergency 
contraception from the pharmacist. This means that 
the pharmacist may dispense either ella or Plan B 
if they have met the requirements set forth in the 
statewide standing order without a prescription 
from the patient’s doctor. Pharmacists dispensing 
pursuant to the statewide standing order are 
exempt from civil or criminal liability except in 
instances of gross negligence or willful misconduct. 

The statewide standing order means that 
pharmacists no longer have to find a prescribing 
physician to sign a standing order. The legislation 
also makes the online training program (that was 

previously required) optional. There is still an annual 
reporting requirement of de-identified information on 
the number of emergency contraceptives dispensed 
pursuant to the statewide standing order. 

Between the ACCESS law and the statewide standing 
order, the Legislature seeks to ensure that everyone 
can access the emergency contraception that is right 
for them without delay and help make insurance 
coverage possible for all forms of emergency 
contraception. 

4) Funding a Public Awareness Campaign

When the ACCESS law passed, there was no funding 
attached to it. Admittedly, it is easier to get a bill 
passed when there are no financial obligations 
associated with it. However, there is some indication 
that lack of awareness about the law contributed to 
the initial slow rollout. The lack of awareness wasn’t 
just among consumers–there were multiple reports of 
pharmacists refusing to run 12-month prescriptions 
or insisting the ACCESS law didn’t exist.

Securing funding for a thorough public awareness 
campaign designed to educate not only consumers, 
but providers, pharmacists, and insurers, is critical 
to successful implementation and should be secured 
during the initial drafting of the bill–if possible.
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PART V: Assessment of What Other States Can Learn From 
Massachusetts Moving Forward 

As illustrated, a number of important lessons can be learned from the troubles Massachusetts saw in 
implementation of the ACCESS law and efforts to obtain compliance:

• It is essential that the government body or agency tasked with implementation of the law also have the 
capacity to require annual or biannual reporting on requests, approvals, denials, and refills from each 
health plan;

 » It is equally important that whatever reporting requirement is put in place is actually enforced and 
followed up on; 

• Include clearer compliance mechanisms and potentially even a penalty for noncompliance;

• Create a statewide standing order so that every pharmacy could dispense emergency contraception, 
rather than relying on individual pharmacists to procure a standing order on their own;

• Secure funding for a thorough public awareness campaign designed to educate not only consumers, but 
providers, pharmacists, and insurers, during the initial drafting of the bill;

• Delineate in the statute which agencies are responsible for compliance and direct these agencies to 
promulgate regulations consistent with this goal;

• Try to exclude any three-month trial provision from the text of the bill; 

 » If this is not possible, push for a statute or regulations stating that the three-month trial period 
can be satisfied by a record of a previous prescription or a note from the health care provider, and 
this should be able to be indicated on the prescription itself. The provider should be able to write 
the prescription in such a manner as to indicate that the patient has demonstrated prerequisite 
contraceptive usage and is eligible for full 12-month coverage.

However, a number of important lessons can also be learned from the initial successes in negotiating and 
advocating for the bill, as well as our efforts to ensure compliance after the bill was passed. These include:

• Building a strong coalition to negotiate and advocate on behalf of contraceptive equity;
• Collect and utilize patient voices;
• Leverage connections and relationships across various domains and disciplines; and
• Form a working group of advocates, clinicians, pharmacists, and other stakeholders who can help inform 

the content of the statute, regulations, and any regulatory guidance documents. The working group will 
also be critical for helping to track denials and connecting patients to organizations that can help liaise 
with insurance companies. A working group is invaluable to achieving a holistic understanding of moving 
from the language of the statute to the reality of the policies in practice.
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List of Acronyms and Abbreviations
ACA - Affordable Care Act

ACCESS - An Act Relative to Advancing Contraceptive Coverage and Economic Security in our State

ACLU - American Civil Liberties Union

CDC - Center for Disease Control and Prevention

CE - Continuing Education

DOI - Division of Insurance

DPH - Department of Public Health

EC - Emergency Contraception

ERISA - Employee Retirement Income Security Act of 1974

FDA - Food and Drug Administration

GIC -Government Insurance Commission

HMO - Health Maintenance Organization

IUD - Intrauterine Device

LARC - Long Acting Reversible Contraception

MAHP - Massachusetts Association of Health Plans

NARAL - National Association for the Reform of Abortion Laws

NIRH - National Institute for Reproductive Health

REN - Reproductive Equity Now

RENF - Reproductive Equity Now Foundation

RJ -Reproductive Justice

VA - Veterans Affairs



56 57

Glossary 

ACCESS- An Act Relative to Advancing Contracep-
tive Coverage and Economic Security in our State; 
this law requires fully insured plans to cover at least 
one contraceptive drug, device or other product 
within each FDA-approved contraceptive method 
category with no deductible, copayment, or co-
insurance after a patient has completed an initial 
three-month script. There are additional provisions 
establishing no cost sharing for over-the-counter 
emergency contraception purchased with a pre-
scription or pursuant to a standing order.

Contraception Equity- A policy framework under 
which contraceptive care is easily accessible and 
covered at no cost in all health programs so that ev-
ery individual can make their own decisions about 
pregnancy and pregnancy prevention.

Contraception Parity- A policy framework that 
treats contraceptives the same as other prescription 
medications.

Cost sharing- Various mechanisms by which con-
sumers pay out of pocket for health insurance; 
deductibles and copayments are examples of cost 
sharing.

ella- FDA approved ulipristal-based (“UPA-based”) 
emergency contraception that changes the uter-
ine lining, making it difficult for an egg to embed 
and preventing implantation. ella was previously 
only available through a prescription, but can now 
be acquired through a statewide standing order in 
Massachusetts. ella is still prescription only in many 
other states.

Emergency Contraception- A medication that can 
be taken in the hours and days after sex to prevent 
a pregnancy from taking place. The two most com-
mon forms of emergency contraception are Plan B 
(brand name which is available over the counter) 
and ella (brand name which is currently prescription 
only, unless it is acquired through a standing order).

Employee Retirement Income Security Act of 1974 
(ERISA)- The federal law that sets the standards un-
der which self-funded plans are governed.

FDA-approved contraceptive method categories- 
18 different categories of contraceptives covered by 
HHS guidelines. See appendix # for a list of method 
categories.

Formularies- A list of prescription drugs covered by 
a prescription drug plan or another insurance plan 
offering prescription drug benefits.

Fully insured health plan- Form of insurance where 
the employer pays a premium to an insurance compa-
ny who then covers the health claims of the employ-
ees. These plans are subject to state mandates.

Intrauterine Device (IUD)- A contraceptive device 
fitted inside the uterus that physically prevents the 
implantation of fertilized ova.

Long-acting Reversible Contraception (LARC)- Meth-
ods of birth control that provide effective contracep-
tion for an extended period without requiring user 
action, such as: injections, intrauterine devices, and 
subdermal contraceptive implants.

Non-LARC Contraception- Short-term birth control 
methods that can be stopped at any point, such as 
pills, patches, and rings.

Oral Contraception- A pill used to prevent pregnancy. 
It contains hormones that block the release of eggs 
from the ovaries. Most oral contraceptives include 
estrogen and progestin.

Plan B- FDA-approved levonorgestrel-based (“LNG-
based”) emergency contraceptives designed to pre-
vent the ovaries from releasing eggs and ensuring 
sperm do not reach any existing eggs. Plan B is avail-
able over the counter.

Prior Authorization- Utilization management pro-
cess used by some health insurance companies to 
determine if they will cover a prescribed procedure, 
service, or medication.

Reproductive Justice- The human right to maintain 
personal bodily autonomy, have children, not have 
children, and parent the children one has in safe and 
sustainable communities. (definition provided by 
SisterSong)

Self-Funded Health Plan- Form of insurance where 
the employer pays the claims of the employee di-
rectly. These plans are governed by ERISA and are 
not subject to state mandates.

Step Therapy- Sometimes called step protocol or a 
fail first requirement, is a managed care approach to 
prescription. It is a type of prior authorization re-
quirement that is intended to control the costs and 
risks posed by prescription drugs.
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Appendices 

A. Birth Control and Contraception Fact Sheet

B. Fully Insured v. Self-Funded Consumer Flowchart & Help Document

C. FDA-Approved Method Categories List

D. Division of Insurance Q&A

E. Deep Dive into Pharmacy Benefit Managers

F. State-by-State Chart of Elements

G. Language of 12-Month Contraceptive Access Laws by State

APPENDIX A: Birth Control and Contraception Fact Sheet 

Recent data suggests that approximately 65% of American women aged 15-49 currently use 
contraception. 71

• Almost all (99%) of sexually active women have used birth control at some point in their 
lives. 72

Contraceptives are both widely used and widely desired.
• Among sexually active women not seeking pregnancy, 81% of sexually active women with 

no insurance coverage seeking to avoid pregnancy used contraceptives. 73

Access to insurance coverage of contraceptives increases usage rate.
• 87% of sexually active women covered by Medicaid who were seeking to avoid pregnancy 

use contraceptives.
• 90% of those covered by private health insurance use contraception.74

Currently, patients are not typically expected to see their physician more than once a year to 
receive and/or renew a prescription for a contraceptive method. Typically, prescriptions are 
written for 12-month  supplies, although insurance companies will often only cover the cost for 
one to three months at a time. 

Approximately 1.2 million unintended pregnancies in the United States annually are attributed to 
inconsistent or incorrect use of contraception.75 

• A one year supply of contraceptives decreased the likelihood of an unintended pregnancy 
by 30%.76 

• After California passed legislation requiring health plans and insurers to cover a 12-month 
supply contraceptives in 2016: 

• 38% of current contraceptive pill, patch, and ring users shifted to receiving a 12-month 
supply dispensed at one time77

• There was “a reduction of 15,000 unintended pregnancies; 2000 fewer miscarriages; 
and 7000 fewer abortions in California decreasing total net health care expenditures by 
0.03%.”78 

In the VA (Veterans Affairs) system, a study indicated that a twelve-month dispensing option 
could avert 583 unintended pregnancies annually. 

• In addition to the anticipated reduction in unintended pregnancy, study authors believed 
this dispensing option could result in “annual cost savings of $87.12 per woman compared 
with the cost of three-month dispensing,” for a total savings of $2,117,800 annually.”80

Bottom Line: 

Contraceptives enable people to plan if and when they want to start a family, have healthier 
pregnancies, time births, and achieve their desired family size, ultimately improving family 
stability and the well-being of children. 
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APPENDIX B: Fully Insured 
v. Self-funded Consumer 
Flowchart & Help Document

Trying to determine if your health insurance is  
Self-Funded or fully insured?

The ACCESS law guarantees that, if your health 
insurance plan is subject to Massachusetts law, you 
can obtain co-pay free contraception, including 
a 12-month supply of birth control dispensed at 
once, and some types of emergency contraception 
dispensed over the counter without a co-pay.

 

There are two types of health insurance plans: 
self-funded or fully insured. Under a self-funded 
plan, the employer pays the claims of the employee. 
Under a fully insured plan, the employer pays a 
premium to an insurance company who then covers 
the health claims of the employees. Only fully 
insured plans are subject to the ACCESS Law. 

This chart is designed to help you determine the 
likelihood of being on a self-funded or fully insured 
health insurance plan and, therefore, whether or 
not your plan must comply with the ACCESS law. 
Admittedly, this is no small task. Even self-funded 
plans often work with a benefits administrator and 
have cards from recognizable insurance companies, 
and simply looking at your insurance card may not 
provide an answer to your question. The following 
chart can help you determine whether you are on 
a self-funded or fully insured plan, although the 
most effective way to confirm your insurance plan 
status is: (1) talking to your employee benefits 
administrator or human resources; (2) calling the 
number on your health plan card and asking the plan 
directly. 

If you need to contact your employee benefits 
administrator, human resources, or your insurance 
company for help determining if you are fully insured 
or self-funded:

• Be prepared with your insurance card and/or 
information;

• Ask: “Is my health plan fully insured and subject 
to state insurance mandates, or is it self-
funded and exempt from state-level insurance 
mandates?”

 » OR Ask “Is my health plan fully insured and 
subject to state insurance mandates, or is it 
self-funded?”

 » OR Ask: “I am trying to determine if I am 
eligible for state-level insurance mandates. 
Is my plan fully insured or self-funded?”

Trying to determine if your health insurance 
is self-funded or fully insured?

Note: According to a CHIA report, a small group is one with 1-50 employees; a mid-side group has 51-
100 employees; a large group has 101-499 employees; and a jumbo group has 500 or more employees. 

https://www.chiamass.gov/assets/2021-annual-report/2021-Annual-Report.pdf
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APPENDIX C:  
FDA-Approved Method Categories
The following FDA-approved method categories are 
designated by HHS and must be covered pursuant to the 
ACA. These are also the main method categories covered by 
ACCESS:

1. Surgical sterilization

2. Implantable rod

3. IUD – copper

4. IUD – progestin

5. Injection

6. Oral contraceptives – combined

7. Oral contraceptives – progestin only

8. Oral contraceptives – extended/continuous use

9. Patch

10. Vaginal ring

11. Diaphragm with spermicide

12. Sponge with spermicide

13. Cervical Cap with spermicide

14. Female condom

15. Spermicide alone

16. Emergency contraception-progestin

17. Emergency contraception- ulipristal acetate

APPENDIX D: Division of 
Insurance Q&A

Massachusetts ACCESS Law - Common Questions 
and Answers (Q&A) 

Massachusetts law (Chapter 120 of the Acts of 
2017) – also referred to as the ACCESS Law –sets 
forth specific requirements for contraceptive 
coverage by insurance companies in Massachusetts. 
Under the law, insurance carriers providing health 
insurance coverage to fully insured individuals must 
cover at least one (1) of the federally approved 
contraceptive drugs, devices, and other products 
as listed in the federal Birth Control Guide without 
cost sharing; must allow for a 12-month supply 
of an approved prescription contraceptive drug; 
and must cover patient education and counseling 
on contraception. The law also requires coverage 
for FDA-approved over-the-counter emergency 
contraception when acquired with a prescription or 
pursuant to a standing order. 

The Division of Insurance provides the following 
Q&A to help insurance companies, providers, 
pharmacists, and consumers understand the 
contraceptive access rights provided under the 
ACCESS law. This and other Massachusetts 
insurance laws apply to fully insured health 
plans issued under Massachusetts law by 
insurance companies, Blue Cross and Blue Shield 
of Massachusetts, and Health Maintenance 
Organizations (collectively referred to as “Insurance 
Carriers”). 

DIFFERENT TYPES OF HEALTH PLANS 

Does the ACCESS law apply to all health insurance 
plans? 

The ACCESS law applies to all fully insured health 
benefit plans issued to individuals and employers 
in Massachusetts, including health plans insured 
through the Massachusetts Health Connector (e.g., 
all ConnectorCare Health Plans). Massachusetts-
issued insured health plans must provide access 

to mandated health benefits, including access to up 
to a 12-month prescription contraceptive following 
an initial trial period dispensing, of not more than 
3 months, of that same prescription contraceptive 
(“trial period”). 

The ACCESS law also applies to some government 
programs (e.g., Medicaid (MassHealth) and plans 
offered by the Group Insurance Commission), but 
these are not subject to Division of Insurance 
jurisdiction. 

Many large employers self-fund employee health 
benefits, meaning that they pay the benefits from 
their own resources rather than buying an insured 
health plan from an Insurance Carrier. These self-
funded health plans are exempt from state mandated 
benefit requirements, including the ACCESS law. 

How can someone know if their health plan is subject to 
the ACCESS Law?

Individuals should contact their employer’s human 
resources representative or their health insurance 
plan to understand whether they are in an insured 
health benefit plan issued in Massachusetts that is 
subject to the protections of the ACCESS Law. Ask 
“Is my health plan fully insured and subject to state 
insurance mandates, or is it self-funded?” 

AVAILABLE CONTRACEPTIVES 

What contraceptives are available to me/my patient 
under this law? 

The law requires Insurance Carriers to cover every 
category of federally approved contraceptive drugs, 
devices, or other products - except male condoms 
- that are listed in the federal Birth Control Guide: 
https://www.fda.gov/consumers/free-publications-
women/birth-control. An Insurance Carrier may 
create a formulary of covered prescriptions or 
supplies, but it must cover every category, including 
IUDs, implantable rods, shots, oral contraceptives, 
patches, diaphragms, vaginal rings, sponges, and 
cervical caps. 

Insurance Carriers may provide coverage for more 

https://www.fda.gov/consumers/free-publications-women/birth-control
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than one drug, device, or other product but are 
not required to include all such therapeutically 
equivalent versions so long as at least one is 
included and covered without cost-sharing.

COST-SHARING 

Are there any out-of-pocket costs for contraceptive 
coverage? 

It depends. Under the law, the Insurance Carrier 
must provide coverage, without any cost-sharing to 
the individual, for at least one (1) specified federally 
approved contraceptive drug, device, or other 
product in a federally defined category as listed in 
the federal Birth Control Guide - https://www.fda.
gov/consumers/free-publications-women/birth-
control. Insurance Carriers may provide coverage 
for more than one drug, device, or other product in 
a federally defined category but are not required to 
include all such therapeutically equivalent versions 
so long as at least one is included and covered 
without cost-sharing. Consumers can contact 
their Insurance Carrier to learn which drug, device, 
or other product is covered by their health plan 
without cost sharing.

Could there be instances where cost-sharing would 
apply for contraceptive coverage? 

Carriers may not charge cost-sharing on the one 
specified drug, device, or other contraceptive 
product in a federally defined category. In general, 
all other drugs, devices, or contraceptive products 
in a federally defined category may be subject to 
plan cost-sharing. 

In certain circumstances, a doctor may prescribe 
other than the specified drug, device or 
contraceptive product because the doctor finds it 
medically necessary for the patient. In this case, this 
drug, device, or contraceptive product would not be 
subject to cost-sharing if the health plan finds that 
it is medically necessary. 

If the health plan does not find the drug, device, 

or contraceptive method to be medically necessary, 
then the member may have cost-sharing. 

It is important to note that consumers may also be 
able to seek a medical necessity determination for a 
contraceptive not covered by their health plan, which 
would be without cost-sharing (Refer to “Alternate 
Contraceptives,” below, for more information). 

ALTERNATE CONTRACEPTIVES 

What is the process if I/ my patient cannot use the 
contraceptive type covered by the health plan for 
medical reasons? 

If an individual’s doctor recommends a particular 
FDA-approved contraceptive based on a medical 
determination with respect to that individual, then 
- regardless of whether the contraceptive has a 
therapeutic equivalent - the Insurance Carrier should 
offer coverage with no cost sharing, subject to the 
plan’s utilization management procedures. The 
Insurance Carrier must provide the individual with 
the ability to appeal any denial from the Insurance 
Carrier. 

What can be done if an Insurance Carrier denies the 
request for a specific contraceptive drug or device? 

If an Insurance Carrier denies coverage for a specific 
contraceptive because it does not consider it to be 
medically necessary, the individual has the right to 
request an expedited external appeal coordinated 
through the Office of Patient Protection at https://
www.mass.gov/request-an-external-review-of-
ahealth-insurance-decision. 

EMERGENCY CONTRACEPTIVES, FEMALE AND 
MALE STERILIZATION 

Does this law require coverage for emergency 
contraceptives? 

Massachusetts law requires Insurance Carriers to 
cover FDA-approved emergency contraception 
whether with a prescription or dispensed by 
a licensed pharmacist, consistent with the 
requirements of M.G.L. c. 94C, § 19A. Individuals do 
not need a prescription from a health care provider 
to obtain emergency Levonorgestrel-based (“LNG-
based”) emergency contraceptives, such as Plan B, 
at a pharmacy, as these are approved for over-the-
counter sale. 

Pharmacists can acquire a standing order, consistent 
with the requirements of M.G.L. c. 94C, § 19A, 
to dispense emergency contraception, and they 
are encouraged to do so. If a consumer asks a 
pharmacist and finds that the pharmacist does not 
have a standing order for emergency contraception, 
the consumer may need a prescription in order to 
receive insurance coverage at the point of sale. If 
insurance coverage is unavailable at the time of 
sale, then after the purchase the consumer can seek 
reimbursement from the Insurance Carrier for over-
the-counter emergency contraception coverage. 

The ACCESS law’s 12-month provisions for 
coverage do not apply to emergency contraceptives; 
however, emergency contraceptives may still be 
available without a copay, as discussed above. 

Does this law require coverage for voluntary female 
sterilization procedures? 

Yes, without cost-sharing.

Does this law require coverage for voluntary male 
sterilization procedures? 

Although not specifically covered by this law, many 
health plans provide coverage for male sterilization 
procedures. An individual should contact their 
health plan for more information about coverage 
under their plan. 

ACCESS TO PRESCRIPTION CONTRACEPTIVES 
FOR A 12-MONTH PERIOD 

Are there any limitations to which contraceptives can be 
dispensed up to a 12-month supply? 

The 12-month supply provision of the ACCESS law 
applies to prescription, self-administered birth control 
methods such as oral contraceptives (birth control 
pills), patches, injectables, and rings. An individual 
can only be dispensed a 12-month supply after the 
individual has been prescribed and has used the 
contraceptive during their trial period. 

The 12-month supply provision of the ACCESS law 
does not apply to IUDs and implants because they 
are inserted and typically last for extended periods, 
usually more than a year.

If a provider currently writes a contraceptive Rx 
prescription for 90 days with 3 refills, can the patient 
ask the pharmacist for a 12-month supply or a lesser 
amount? 

Yes. After receiving the trial period, individuals may 
request that a pharmacy dispense the 12-month 
supply all at once or in intervals, such as monthly, 
or every three months. Prior authorization from the 
Insurance Carrier is not needed. However, because 
pharmacy regulations do not permit a prescription 
to be written for a term of more than one year, the 
patient will need separate prescriptions for the trial 
period and the 12-month supply. The following chart 
clarifies prescription amounts commensurate with 
a 12-month supply. Because different types of oral 
contraceptives come in different amounts of pills per 
pack, the Insurance Carrier should ensure plans cover 
a 12-month supply.

https://www.fda.gov/consumers/free-publications-women/birth-control
https://www.fda.gov/consumers/free-publications-women/birth-control
https://www.fda.gov/consumers/free-publications-women/birth-control
https://www.mass.gov/request-an-external-review-of-ahealth-insurance-decision
https://www.mass.gov/request-an-external-review-of-ahealth-insurance-decision
https://www.mass.gov/request-an-external-review-of-ahealth-insurance-decision
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Certain prescriptions are for a 28-day package. How 
many packages should be available for fill under the 
mandate, since there are 365/6 days in a 12-month 
year?

After the trial period, if taken as prescribed, an 
additional 13 packages should be available when 
contraceptives are dispensed in a 28-day package 
for a 12-month supply.

Certain health care providers prescribe that individuals 
take oral contraceptives daily without any placebos on 
days 22-28. How many packages of a 21-day supply 
should be available for fill under the mandate since 
there are 365/6 days in a 12-month year? 

After the trial period of an oral contraceptive, if 
taken daily as prescribed, individuals are able to fill 
18 packages, up to a quantity of a 12-month supply, 
when contraceptives are dispensed either in a 21-day 
package or in a 28-day package where the individual 
does not take the placebo pills. 

After the trial period, how can the health care provider 
write the prescription to help facilitate the individual 
receiving a 12-month refill? 

Because pharmacy regulations do not permit 
a prescription to be written for a term of more 
than one year, a provider must issue separate 
prescriptions for the trial period and the 12-month 
supply. These prescriptions can be written at the 
same time and filled sequentially. 

Provided there are adequate refills left on a script, 
a patient may request that a pharmacist dispense a 
12- month refill even if the prescription only calls 
for 1 or 3 months to be dispensed at a time.

Can I/my patient get both the trial period and  
then a 12-month refill of the same prescription  
in the same plan year? 

Yes. 

If an individual was initially dispensed a 12-month 
supply but switched birth control methods partway 
through, can the pharmacist dispense another 
12-month supply of a different birth control method? 

When switching to a new birth control method, the 
individual will not immediately be able to receive 
a 12-month supply on the first fill of the new birth 
control method. The individual must have an initial 
prescription of the trial period before the remainder 
of the 12-month supply can be filled. If switching 
back to any previously used birth control method 
that was already filled for the trial period, the 
individual can refill another 12-month supply of that 
birth control method. 

What happens if I/my patient changes health plans? 
How does the 12-month refill work? 

If an individual switches health plans, the individual 
is still eligible for the 12 months under the new 
health plan. The individual, their provider, or their 
pharmacy can submit documentation, including 
information from a prescription, to the new 

Insurance Carrier that establishes the use of the 
contraceptive for the trial period. This requirement 
is not prior authorization, just documentation that 
the individual received the same contraception from 
the previous plan. An individual is only required 
to complete another trial period if they switch 
prescriptions to one not previously used, not when 
they switch health plans. 

What should individuals do if they attempt to  
acquire a 12-month supply and are told that  
they cannot receive one? 

An individual should be sure that they belong to a 
health plan covered by the law (refer to the question 
“Does the ACCESS law apply to all health benefit 
plans?”). 

If an individual is told by their pharmacist that the 
individual’s health plan rejected the claim for a 12- 
months prescription, then the individual should 
contact their health plan at the phone number on 
their member ID card to confirm eligibility. 

If an individual believes they are in an eligible health 
plan and have been denied coverage for a 12-month 
supply that they have been using for the trial period, 
they should contact their health plan at the phone 
number on their membership card, or the Division of 
Insurance at kevin.beagan@mass.gov. 

If the individual knows that they are in a health 
plan subject to the law and makes their pharmacist 
aware of this, and the pharmacist continues to tell 
the individual that they cannot dispense a 12-month 
supply - even though the individual completed 
a trial period of the same contraceptive - the 
individual should contact the pharmacy manager and 
then pharmacy’s customer service department, if 
applicable. 

If not able to reach a successful resolution, then 
they should reach out to the Board of Registration in 
Pharmacy at (800) 414-0168 or pharmacy.admin@
massmail.state.ma.us.

Contraceptive type Quantity

Oral contraceptives (i.e., the pill) 364 pills

 Combined pill (e.g. Aranelle)* 28 pills per pack x 13 packs

 Extended cycle (e.g. Seasonique) 91 pills per pack x 4 packs 

Rapid cycle (e.g. Microgestin) 21 pills per pack x 18 packs

Transdermal contraceptives (i.e., the patch) 39 patches (3 patches per pack x 13 packs

Intra-vaginal contraceptives (i.e., the ring) 13 monthly rings or 1 yearly 

Injectables (e.g., DMPA-IM and subQ) 4 shots

Quantity Required for a 12-Month Supply

*Some individuals may choose to rapid cycle their combined oral contraceptive pills, skipping the 
7 placebo pills. In this case, the provider will explicitly state this in the prescription and 18 packs 
should be covered by the health plan.

kevin.beagan@mass.gov
pharmacy.admin@massmail.state.ma.us.
pharmacy.admin@massmail.state.ma.us.
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APPENDIX E:  
Deep Dive into Pharmacy Benefit Managers
Health insurers, Medicare Part D drug plans, large employers, and other payers typically 
don’t negotiate with drug manufacturers and pharmacies or manage prescription drug 
benefits. Instead, companies known as Pharmacy Benefit Managers (PBMs) are contracted 
out to do this work. The behind the scenes role PBMs play in shaping patients’ access to 
medications and developing formularies should not be underestimated. According to the 
Pharmaceutical Care Management Association (PCMA):

Development and maintenance of formularies is an ongoing activity, as they must be 
constantly updated to keep pace with new therapies, recent evidence from clinical 
research, changes in medical practice, and FDA guidance. Most PBMs update their 
formularies quarterly.

Formularies are largely driven by PBMs, but may be modified by employers.

Because PBMs are typically national organizations, they have the responsibility of being 
aware of legal changes across the various states that they operate. Most PBMs will have 
a Director of Government Affairs or lobbyists that watch for legislative changes and 
updates; others may subscribe to a service that provides daily legislative tracking. This 
work will be done as part of requisite legal compliance. Every PBM will have a legal and 
compliance department tasked with keeping track of laws governing PMBs, prescriptions 
and prescribing practices, and  pharmacy billing/dispensing software.

In addition to learning of legal changes affecting prescribing through daily legislative 
tracking subscription services, PBMs may find information posted on the Board of 
Registration in Pharmacy’s website, through newsletters, or through other mailing lists. 
Another potential source of this information is the Board of Pharmacy monthly or quarterly 
meetings where the minutes might consist of legal “clarifications” discussed and decided. 
However, it is not safe to assume that individual health plans will communicate changes in 
law to their PBMs: this almost never happens.

Owing to all of the above, there is an opportunity for PBMs to aid in or hinder ACCESS 
compliance. PBMs must ensure that their formularies for health plans covered under the 
ACCESS mandate cover at least one contraceptive drug, device or other product within 
each FDA-approved contraceptive method category with no deductible, copayment or 
coinsurance. 

Additionally, PBMs that also serve as mail-order pharmacies must ensure that their 
consumers can access up to a 12-month supply of a patient’s prescribed contraception at 
once, after an initial 3-month supply is prescribed. Additionally, PBMs will need to ensure 
that ACCESS compliance is built into their coding.

APPENDIX F: State-By-State Chart of Elements

State Dispense
Cost Sharing 

Permitted (Y/N)
Date Enacted/Effective Relevant Statutes

California 12-month 
supply

N Jan. 1, 2016 Cal. Health & Safety Code § 1367.25; 
Cal. Ins. Code § 10123.196; Cal. Welf. 

& Inst. Code § 24007.5

Colorado 12-month 
supply

Y Oct. 1, 2019 Colo. Rev. Stat. Ann. § 10-16-104.2; 
Colo. Rev. Stat. Ann. § 25-6-102; 

Connecticut 12-month 
supply

N Jan. 1, 2019 Conn. Gen. Stat. Ann. § 38a-503e

Delaware 12-month 
supply

N July 11, 2018 Del. Code Ann. tit. 18, § 3342A; Del. 
Code Ann. tit. 18, § 3559; Del. Code 

Ann. tit. 31, § 526; Del. Code Ann. tit. 
29, § 5203A

District of 
Columbia

12-month 
supply

N Mar. 28, 2018 D.C. Code Ann. § 31-3834.03; D.C. 
Code Ann. § 31-3834.01; D.C. Code 

Ann. § 31-3834.04 

Hawaii 12-month 
supply

Y July 1, 2019 Haw. Rev. Stat. Ann. § 431:10A-
116.6; Haw. Rev. Stat. Ann. § 

432:1-604.5; Haw. Rev. Stat. Ann. 
§ 461-11.6; Haw. Rev. Stat. Ann. § 

431:10A-116.7 

Illinois 12-month 
supply

N June 12, 2019 215 Ill. Comp. Stat. Ann. 5/356z.4; 

Maine 12-month 
supply

N Nov. 1, 2017 Me. Rev. Stat. tit. 24-A, § 2847-G; 
Me. Rev. Stat. tit. 24-A, § 4247; Me. 

Rev. Stat. tit. 24-A, § 2756

Maryland 12-month 
supply

N Jan. 1, 2020 Md. Code Ann., Ins. § 15-1A-10; Md. 
Code Ann., Ins. § 15-826; Md. Code 

Ann., Ins. § 15-826.1; Md. Code Ann., 
Health-Gen. § 15-148

Massachusetts 12-month 
supply

N Nov. 20, 2017 Mass. Gen. Laws ch. 32A, § 28;  Mass. 
Gen. Laws ch. 118E, § 10J; Mass. 
Gen. Laws ch. 175, § 47W; Mass. 
Gen. Laws ch. 176A, § 8W; Mass. 
Gen. Laws ch. 176B, § 4W; Mass. 

Gen. Laws ch. 176G, § 4O

Nevada 12-month 
supply

N Jan. 1, 2018 Nev. Rev. Stat. Ann. § 422.27172; 
Nev. Rev. Stat. Ann. § 695A.1865; 
Nev. Rev. Stat. Ann. § 695B.1919; 
Nev. Rev. Stat. Ann. § 689A.0418; 
Nev. Rev. Stat. Ann. § 689B.0378; 
Nev. Rev. Stat. Ann. § 689C.1676; 
Nev. Rev. Stat. Ann. § 695C.1696; 
Nev. Rev. Stat. Ann. § 695G.1715; 
Nev. Rev. Stat. Ann. § 639.28075
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State Dispense
Cost Sharing 

Permitted (Y/N)
Date Enacted/Effective Relevant Statutes

New 
Hampshire

12-month
supply

N Jan. 1, 2019 N.H. Rev. Stat. Ann. § 415:6-w; N.H. 
Rev. Stat. Ann. § 415:18-i; N.H. Rev. 
Stat. Ann. § 420-B:8-gg; N.H. Rev. 

Stat. Ann. § 420-A:17-c

New Jersey 6-months supply N Apr. 15, 2020 N.J. Stat. Ann. § 17:48-6ee; N.J. 
Stat. Ann. § 17:48A-7bb; N.J. Stat. 
Ann. § 17B:26-2.1y; N.J. Stat. Ann. 
§ 17B:27A-19.15; N.J. Stat. Ann.
§ 17B:27A-7.12; N.J. Stat. Ann. §

52:14-17.29j; N.J. Stat. Ann. § 26:2J-
4.30; N.J. Stat. Ann. § 17B:27-46.1ee; 

N.J. Stat. Ann. § 17:48E-35.29; N.J. 
Stat. Ann. § 17:48F-13.2 

New Mexico 6; 12-months 
for Medicaid

N June 14, 2019 N.M. Stat. Ann. § 59A-22-42; N.M.
Stat. Ann. § 59A-47-45.5; N.M. Stat.
Ann. § 59A-46-44; N.M. Stat. Ann. §
13-7-22; N.M. Stat. Ann. § 59A-23-
7.14; N.M. Stat. Ann. § 27-2-12.29

New York 12-month
supply

N January 1, 2020 N.Y. Ins. Law § 322; N.Y. Ins. Law § 
4303

Oregon 12-month
supply

N Jan. 1, 2016 Or. Rev. Stat. Ann. § 689.689; Or. Rev. 
Stat. Ann. § 743A.066; Or. Rev. Stat. 
Ann. § 743A.067; Or. Rev. Stat. Ann. 

§ 435.250

Rhode Island 365-day supply Y Apr. 1, 2019 27 R.I. Gen. Laws Ann. § 27-19-76; 
27 R.I. Gen. Laws Ann. § 27-41-89; 
27 R.I. Gen. Laws Ann. § 27-20-72; 
27 R.I. Gen. Laws Ann. § 27-18-84; 
40 R.I. Gen. Laws Ann. § 40-8.4-20; 
27 R.I. Gen. Laws Ann. § 27-19-48; 
27 R.I. Gen. Laws Ann. § 27-41-59; 
27 R.I. Gen. Laws Ann. § 27-20-43; 
27 R.I. Gen. Laws Ann. § 27-18-57; 

Vermont 12-month
supply

N Oct. 1, 2016 Vt. Stat. Ann. tit. 8, § 4099c; Vt. Stat. 
Ann. tit. 33, § 1901j

Virginia 12-month
supply

Y July 1, 2017 Va. Code Ann. § 38.2-3407.5:1; Va. 
Code Ann. § 38.2-3407.5:2 

Washington 12-month
supply

N July 23, 2017 Wash. Rev. Code Ann. § 48.43.195; 
Wash. Rev. Code Ann. § 48.43.072; 
Wash. Rev. Code Ann. § 48.43.035; 
Wash. Rev. Code Ann. § 48.43.065 

West Virginia 12-month
supply

Y June 5, 2020 W. Va. Code Ann. § 33-58-1; W. Va.
Code Ann. § 33-16E-4; W. Va. Code

Ann. § 33-16E-7

APPENDIX F: State-By-State Chart of Elements (cont.) APPENDIX G: Language of 12-month 
Contraceptive Access Laws by State

https://static1.squarespace.com/static/613bb776596e227f34f40cc0/t/6331b26311a25d260733e840/1664201316488/Select+state%E2%80%99s+specific+policy+language+for+Contraceptive+Access+Laws+%281%29.pdf
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