
 

 

 

 

October 2, 2026 

The Honorable Ron Wyden  
Ranking Member  
U.S. Senate Committee on Finance  
219 Dirksen Senate Office Building  
Washington, D.C. 20510 

Re: Request for Information: Health Coverage that Works for Everyone 

Dear Ranking Member Wyden and Senate Democrats, 

As the longtime national, nonpartisan health care consumer advocacy organization, Families USA 
appreciates the opportunity to provide input to Senate Democrats in response to the request for 
information (RFI) on health coverage that works for everyone. For 45 years, Families USA has worked to 
advance the goal of quality, equitable, affordable health care and coverage for all Americans. To that 
goal, we support a broad range of policy reforms to make our health care system more affordable and 
accessible; to guarantee important consumer rights and protections; to provide a better, simpler, 
respectful, and equitable experience for patients and families; to ensure that the system provides 
efficient and effective care at the right time and place; and to advance health and economic security and 
justice for all.  

Research reveals broad agreement that the health care system costs too much, is too complex, and the 
quality of care is mediocre.1 Families and consumers across the country still lack affordable access to the 
health care services they need, even if they are insured,2 and the U.S. population has some of the worst 
health outcomes among comparable countries, including high rates of maternal and infant death, low 
life expectancy, and a high prevalence of chronic disease.3 These data are evidence of how broken the 
U.S. health care system has become — a system where the unchecked market power of hospitals, health 
plans, and drug companies has led to such high prices that families and consumers are forced to choose 
between their health and basic needs like buying groceries or gas;4 a system designed with so much 
complexity and fragmentation it can be nearly impossible to navigate;5 a system with little accountability 
for how much care costs, for the patient experience or for health outcomes;6 a system that denies 
medically necessary care because of the business interests and opaque administrative processes 
designed by corporate health plans and hospital systems.7 

Put simply, our health care system was not designed to deliver health. Instead, it has been structured 
over decades to treat sickness in silos, to shift financial risk instead of effectively managing population 
health, to control utilization as a cost management strategy while allowing corporate health plans and 
health systems to flourish, and to manage payment with no real accountability for costs, health 
outcomes, equity, or patient affordability.8 Families need reforms that both relieve the daily harms of a 
broken health system and fix the root causes of unaffordable, low-quality care: closing coverage gaps and 
strengthening premium subsidies, while also redesigning how we pay for and deliver care. 

Now is the time for bold vision and action. Our nation’s families have reached a breaking point, 
becoming deeply frustrated with the entrenched business interests of the health care sector and the 
desire by many in power to maintain the status quo financial interests of drug companies, corporate 
hospitals and health plans at their expense. Public opinion surveys show that the American public now 
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gives the U.S. health care system a grade of “C” on costs, access, and quality.9 With now near universal 
agreement that the U.S. health care system is deeply entrenched in a health care affordability and 
quality crisis, health care affordability now ranks as the top issue for voters across the political spectrum 
with more than 94% of voters wanting lawmakers to lower their health care costs and fix the broken 
system.10 

This crisis has been compounded by the historic attacks on U.S. health coverage, particularly on 
Medicaid and the Affordable Care Act (ACA) marketplaces.11 We are now faced with a critical opportunity 
— and responsibility — not only to repeal cuts and rebuild what was lost, but also to reclaim and 
reimagine a better health system for everyone. That vision starts with restoring key public programs and 
extends to a broader framework of health and economic security: one that guarantees access and 
affordability across public and private coverage alike. 

More than 185 million Americans — 55% of the population — rely on employer-sponsored coverage or 
the ACA marketplaces for their health insurance,12 making private health insurance reform foundational 
to any vision and policy agenda to meet the health and health care needs of patients and consumers. 
Any reforms to the private market must fundamentally shift the paradigm for offering health insurance 
coverage to the American people by making new guarantees in what people can access and afford.  

Families USA envisions a future health system built on a set of core guarantees for every consumer, no 
matter how they get their coverage: 

1. The Affordability Guarantee: Families have their health care costs capped on a sliding 
income-based scale (premiums up to 8% of income across all payers including employer 
coverage), with real-time cost protection at the point of care, limits on co-insurance and 
deductibles, and a ban on predatory medical debt practices. People know in advance that 
they can get the care they need without undue financial burden.  

2. The Access Guarantee: Every person has access to a standardized benefit package and an 
attributed primary care provider responsible for coordinating their care. Health plans must 
meet federal network adequacy benchmarks, national prior authorization standards with 
independent peer review, and mandatory reporting on denials and utilization. 

3. The Consumer Protection and Experience Guarantee: Patients are protected against unfair 
bills and unsafe and predatory business practices, and they retain the ability to appeal bad 
decisions by plans or providers. Patients are empowered in their engagement with the 
health system and can reasonably expect timely customer service. Every patient owns their 
health data with real-time portable access. Nationwide interoperability standards eliminate 
fragmentation. Administrative processes, including prior authorization, eligibility, and 
enrollment are standardized in real time. AI and algorithmic tools in clinical and coverage 
decisions are disclosed, audited for equity, and subject to human clinical oversight. 

4. The Accountability Guarantee: The system only profits when families are healthy. Payment 
shifts to population-based models and global budgets tied to outcomes, equity, and total 
cost of care. Hospital prices are capped, drug negotiation expands to the commercial market, 
and performance on health outcomes and disparity reduction is measured, reported, and 
enforced.  

We appreciate the opportunity to comment on this RFI. The following comment letter emphasizes key 
policy recommendations focused on marketplace and insurance regulation that drive towards achieving 
the promise of these guarantees across the U.S. health care system.  
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Affordability: Make Commercial Coverage Affordable and Control the Costs that Drive it  

Patients should have the peace of mind that they can afford needed health care, regardless of their 
income. To achieve this, Congress must advance policy reforms that guarantee affordability to consumers 
when they purchase comprehensive insurance and when they access care, while also addressing the root 
drivers of unaffordable care such as hospital and drug prices. As such, we recommend policy solutions 
for both direct consumer relief and structural cost-side controls including:  

Consumer-Side Relief  

• Cap total household health care cost exposure, premiums plus out-of-pocket costs, on a sliding 
income-based scale so coverage does not consume an unmanageable share of family budgets. 

o Provide a guarantee that no one should pay more than 8% of their household income 
on premiums. In the individual market, permanently extend and expand premium tax 
credit (PTC) enhancements so that no one is priced out of marketplace coverage, and 
allow all those with unaffordable employer coverage to shift to subsidized ACA coverage, 
adjusting the “ACA firewall”. For example, the now expired PTC enhancements 
guaranteed marketplace enrollees would not pay more than 8.5% of their annual 
household income on premiums no matter their income.13 These protections allowed 
millions more people — primarily people with low or moderate incomes and people 
who would otherwise have very high premiums — to afford high-quality coverage 
between 2021 and 2025.14 With the PTC enhancements now expired and many 
consumers re-exposed to the full cost of coverage in the marketplace, ACA marketplace 
enrollment has dropped significantly, with 2.6 million fewer people enrolled in February 
2026 compared to February 2025.15 New Mexico was the only state that used their own 
resources to maintain the full PTC enhancements after federal funding expired, and the 
state not only avoided enrollment loss in 2026, but also experienced the highest 
enrollment growth (an 18% increase) in the nation in 2026.16 Other states have funded 
more limited state subsidy programs to assist consumers losing PTC enhancements, but 
these efforts strain state budgets and are unlikely to be sustainable in the long term.17 

o Limit or eliminate coinsurance as a cost-sharing structure. In contrast to copayments, 
which provide a fixed dollar amount the consumer is responsible for paying for specific 
categories of services, coinsurance obligates a consumer to cover a share of the of the 
covered amount — an amount that is often unknown and usually significant. A 
percentage of a very big number is often still a big number, one that exposes consumers 
to significant medical debt. In the absence of stronger price transparency and price 
regulation requirements, consumers faced with coinsurance obligations have no way to 
make accurate out-of-pocket cost comparisons when choosing a plan or to budget 
appropriately for known health care needs. Even in current standardized plans, federal 
rules still allow coinsurance for some service categories and metal tiers. 

o Limit or eliminate deductibles in ACA-compliant plans and strengthen annual out-of-
pocket caps so cost-sharing does not become a functional barrier to using coverage. 
High deductibles are a major barrier for consumers’ ability to access timely health care 
with an estimated 26% of adults in high-deductible health plans reporting cost burdens 
or delays in accessing needed care due to the cost.18 Reducing or eliminating deductibles 
would significantly increase access to needed health care for patients and consumers.19 
For many plans, deductibles are a way to shift costs from broad premiums onto those 
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who access health care, but there are ways to limit or eliminate the use of deductibles. 
For example, in 2023, California allocated $82.5 million to eliminate deductibles and 
reduce cost sharing for low-income enrollees up to 250% of the federal poverty level 
(FPL) in cost-sharing reduction silver ACA plans.20 In January 2024, over 850,000 Covered 
California enrollees qualified for the cost-sharing reduction resulting in over 400,000 
Californians receiving Enhanced Silver plan coverage for only $10 or less per month.21 

o Cap out-of-pocket drug costs for essential medications including insulin, inhalers, and 
treatments for chronic conditions, across all private market plans. The Inflation 
Reduction Act’s Part D redesign which capped Medicare beneficiaries’ annual out-of-
pocket drug costs is projected to generate an average of $759 a year per enrollee for 
more than 8 million enrollees.22 Twenty-nine states and D.C. have enacted laws to cap 
out-of-pocket drug costs for insulin, including North Dakota, Texas and Connecticut.23 
New York eliminated cost-sharing for insulin entirely for new, renewed, modified or 
amended health plans starting in January 2025.24 Enacting a more comprehensive cap on 
out-of-pocket drug costs for all private market plans would significantly lower drug costs 
for families.  

• Eliminate junk plans, short-term, limited benefit, and association health plans that offer an 
illusion of coverage without access to comprehensive benefits. These junk insurance plans skirt 
ACA consumer protections, exclude essential health benefits like preventive screenings, and 
expose consumers to higher financial liability, often resulting in people being forced to delay care 
or skip it altogether. Five states, including California, Illinois, Massachusetts, New Jersey, and 
New York, have laws that prohibit the sale of short-term, limited duration plans,25 but consumers 
in every state should be protected from these inadequate plans. While federal regulations have 
at times provided some consumer protections, both Trump administrations have taken 
regulatory action to reverse or weaken these protections.26 They should be enshrined in law to 
end the regulatory back-and-forth and provide consistent consumer protections. Additionally, 
although no state has limited the sale of fixed-indemnity or other excepted-benefits products, 
many have increased related consumer protections and restricted the ways these products can 
be marketed and sold. For example, California requires fixed indemnity plans to be marketed as 
“supplemental” and only sold to consumers with major medical insurance.27 Similarly, Arkansas 
requires fixed indemnity plans sold to Medicare beneficiaries to provide notice that the plan is 
not Medicare supplemental insurance and that Medicare pays for “most or all” of the services 
the indemnity plan would pay for.28  

Cost-Side Controls 

• Establish federal rate review authority and approval requirements to stop excessive premium 
increases. The ACA established Rate Review Programs, and currently 47 states plus Washington, 
D.C. conduct their own rate review for individual and small group markets.29 However, major 
gaps exist, including that many states lack the needed authority to deny rates; that the 15% 
review threshold allows most increases to go unscrutinized; and that the requirement does not 
apply to the self-insured employer market, to Medicare Advantage, or to Medicaid managed 
care.30 A national rate review process would create stronger accountability for rising health 
insurance premiums and directly lower health care costs for consumers.  

• Bring hospital prices under control by cracking down on the anti-competitive behavior that has 
given hospital corporations unchecked pricing power in communities across the country. Policy 
reforms include:  
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o Enacting site-neutral payments to reduce the financial incentive for big hospital systems 
to buy-up doctors’ offices and rebrand them as outpatient departments that push care 
delivery to higher-cost settings. The Medicare Payment Advisory Commission (MedPAC) 
recommends site-neutral payments for 66 distinct Ambulatory Payment Classifications 
that can be paid at the physician fee schedule rate while maintaining the safety and 
quality of care.31 

o Prohibiting anticompetitive contracting practices that enable major hospital systems to 
further suppress market competition. Contract provisions such as all-or-nothing clauses, 
anti-tiering and anti-steering clauses, gag clauses, and non-compete agreements ratchet 
up the cost of health care, often by restricting insurers’ ability to drive patients to lower-
cost, higher quality providers.32 For example, both Texas and Connecticut have banned 
anti-tiering clauses.33 While Congress has already taken some steps in this direction by 
banning anti-competitive gag clause provisions from hospital contracts,34 lawmakers 
should build on this effort to further ban all-or-nothing and anti-steering/anti-tiering 
clauses as is currently proposed in the bipartisan Healthy Competition for Better Care 
Act (S.4207/H.R. 6248).35  

o Enacting limits on hospital prices or the growth of hospital prices each year. Congress 
must directly intervene on the issue of high and variable hospital prices driven by 
hospital consolidation that has led to high and rising premiums and out-of-pocket 
costs.36 States like Indiana and Vermont have adopted legislation to establish direct limits 
on hospital prices across commercial prices through reference-based pricing models.37 
Oklahoma, Oregon, and South Carolina have also leveraged reference-based pricing 
methods to set payment rates or limits in their state employee health plans.38 
Meanwhile, several states, including Washington, Rhode Island and Delaware, have 
implemented hospital price growth limits using Medicare and the Consumer Price Index 
as the benchmark.  

o Establishing a national health care cost commission or affordability board. Currently 17 
states, including South Carolina, New Jersey, California, and Massachusetts, have 
enacted versions of health care cost commissions to analyze market trends and cost 
drivers. These commissions inform targeted solutions to lower health care costs and are 
particularly effective when given the authority to establish health care cost growth 
targets.39 Cost commissions can also be leveraged to create specific spending targets for 
each health care sector including hospitals, health plans and drug companies. 
Establishing a national cost commission would be a major step towards controlling 
health care spending and unveiling the complex financial web of the health care sector 
that drives up costs for everyone. In the interim, the federal government can support the 
development and enforcement of state-based cost-containment commissions and goals. 

• Expand prescription drug price negotiation beyond Medicare and into the commercial market 
so that consumers and patients who rely on commercial insurance can also benefit from 
negotiated prices and limits on price growth. Many states are taking steps to lower drug costs, 
including seven states that operate a Prescription Drug Affordability Board (PDAB) or similar 
entity: Colorado, Maine, Maryland, Minnesota, New Jersey, Oregon, and Washington.40 
Particularly noteworthy are the four states that have established the authority to create upper 
payment limits (UPLs) for drug prices: Colorado, Maryland, Minnesota, and Washington.41 
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Maryland and Colorado have now both implemented a UPL based on Medicare’s Maximum Fair 
Price.42  

• Crack down on patent abuses such as product hopping, patent thickets, and pay for delay 
agreements which abuse intellectual property law and entrench anticompetitive behaviors in 
the pharmaceutical supply chain.43 Legislation currently introduced in the 119th Congress could 
help to address this problem, including the ETHIC Act (S.2276/H.R. 3269),44 the Drug 
Competition Enhancement Act (S. 1040),45 and the Preserve Access to Affordable Generics and 
Biosimilars Act (S. 1096).46 

Access: Ensure Coverage Is Comprehensive and Prevents Underinsurance  

Patients should have equitable access to high-quality, affordable care regardless of the type of insurance 
they have. All insurers should be required to cover the same standardized benefits floor, and the use of 
prior authorization and other utilization management tools should never result in patients being denied 
medically necessary care. To achieve this, Congress should advance policy reforms that guarantee access 
to health care and remove any unnecessary barriers that make it difficult for consumers and patients to 
get the care they need. Policy solutions should include:  

Standardized Benefits 

• Establish a national standardized benefit floor across all public and private coverage, including 
ACA marketplace and employer-sponsored insurance plans, that includes comprehensive 
dental, vision, and behavioral health coverage in addition to medical care. Such a standard 
benefit and cost sharing package should be created through a public process with stakeholder 
input. Without a standard benefit floor, inequities in access to care will persist, even among 
insured patients, creating unnecessary complexity in the system and leaving many patients 
underinsured without the care and coverage they need. Previous federal action highlights the 
impact of standardization on access to care: following the 2023 requirement for insurers 
operating on HealthCare.gov to offer standardized plans, the percentage of silver plans covering 
primary care before the deductible increased across states — as much as 36% in Wisconsin.47  

More than one-third of employer-sponsored insurance and marketplace enrollees report 
difficulty understanding what they have to pay out-of-pocket under their plan and struggle to 
compare cost-sharing responsibilities across different insurance options.48 Standardized plans set 
fixed cost-sharing structures across plans, allowing consumers to make comparisons based 
primarily on premiums and provider network, reducing complexity for enrollees. For example, 
California has required standardized benefits and cost-sharing across all health plans within its 
state marketplace since 2013, allowing consumers to easily compare plans across Bronze, Silver, 
Gold, and Platinum tiers.49 These standardized benefits foster clearer price competition and 
allow consumers to make apples-to-apples comparisons, minimizing confusion about which plan 
might not cover a benefit or might require higher cost-sharing in key situations. Similarly, 
Washington began requiring insurers that offer plans on its state-based marketplace to offer 
standardized plans in 2021. Although non-standardized plans remain available, standardized 
plans are popular because they offer affordable premiums, predictable cost sharing and access 
to services before the deductible kicks in. In fact, by 2026, 90% of marketplace enrollees in 
Washington opted for a standardized plan.50  

• Further standardize other coverage processes including explanations of benefits, formularies, 
and prior authorization standards to reduce administrative complexity, create more 
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predictability and transparency, and close loopholes that allow for care denials, discussed in 
more detail later.  

• Protect, restore, and expand access to reproductive health services and gender-affirming care 
across all forms of coverage, and ensure that employers cannot deny people coverage for these 
and other evidence-based treatments on religious grounds. Congress should also establish a 
coverage program similar to the Biden administration’s 2023 proposal to expand access to 
contraception.51 

• Establish categories of high-value services beyond preventive care that are exempt from cost-
sharing, building on state innovations that have shown this approach works. For example, cost 
sharing and deductibles can be waived for targeted services for those with select chronic 
conditions.52 

Primary Care and Prevention 

• Require a minimum investment in primary care and prevention across all private payers — 15 
to 20% of total medical spending — to shift the paradigm of health care payment and delivery 
toward keeping people healthy rather than primarily treating them when they are sick. There are 
a variety of approaches and metrics that can be used to implement and track an increased 
investment in primary care and prevention. For example, the average primary care and 
prevention investment across other Organization for Economic Development and Cooperation 
(OECD) countries was 14% in 2025.53 By comparison, the U.S. spends approximately 4% of total 
health care spending on primary care. Increasing this minimum investment to be on par with 
other OECD countries is an important starting point.54 Within the U.S., several states are 
implementing different approaches to increase state spending on primary care or to set a 
minimum benchmark for that investment. In 2010, Rhode Island became the first state to 
establish a commercial market primary care target of 10%,55 and much larger and more rural 
states have since also established primary care targets for other payers. For example, California 
has set a goal of 15% for all payers by 2034, and Oklahoma has established a goal of 11% for 
Medicaid.56 Virginia is in the process of refining its definition of primary care and establishing a 
benchmark.57  

Behavioral Health and Mental Health Parity 

• Require behavioral health services to be available on equal terms with physical health 
including for benefits, cost-sharing, and network composition. Advance meaningful behavioral 
health network requirements that enforce parity in network composition, not just in coverage 
policy on paper. Several states have taken steps to advance such efforts. For example, Georgia 
has enacted a state Mental Health Parity Act, and enforcement of this state law has resulted in 
$25 million in fines across 22 insurers, underscoring the need for this heightened level of 
accountability.58 California has also enacted a comprehensive network adequacy standard for 
behavioral health which requires plans to submit annual compliance reports and gives the 
Department of Managed Health Care and the Insurance Commission authority to fine health 
plans not in compliance.59 The state recently announced penalties against 10 behavioral health 
plans for failure to comply with state law.60  

• Ensure patients and their representatives have clear information and accessible pathways to 
pursue mental health parity appeals. Some states have worked with providers, who are often 
more aware of consumer protections related to behavioral health care, to identify patients who 
are encountering barriers and educate them about their rights. For example, Colorado has a 
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dedicated portal for behavioral health providers to file complaints with the state’s Division of 
Insurance.61 

Prevent Unneeded Delays and Denials  

• Provide a right to appeal benefits denial decisions. Establish robust, independent external 
appeals with clear timelines and deemed approval if plans fail to respond within established 
deadlines. Independent reviews help to rein in the conflict of interest inherent to insurers 
overseeing their own denials and appeals processes, including through subsidiary or affiliate 
companies.62  

• Require prior authorization decisions to be made in a timely manner. Require responses to 
prior authorization requests for medical coverage and prescription drugs within 72 hours for 
expedited cases and 7 days for standard requests. Deem both medical and prescription drug 
requests as approved if plans fail to respond within these timeframes. Beyond these standards, 
use technology, including Artificial Intelligence (AI), to approve most prior authorizations in real 
time while ensuring human clinical review processes to override any wrongful prior 
authorization determinations.  Alaska, Indiana, and Maryland have all passed laws requiring 
insurers to make a prior authorization determination within 24 hours for urgent requests and 72 
hours for non-urgent requests,63 and at least 5 other states have passed laws setting timeframes 
since January 2025.64 Indiana’s law includes meaningful enforcement language, automatically 
approving requests that do not meet the deadline.65  

• Establish uniform, evidence-based utilization review criteria developed by independent, 
nonprofit, professional societies, rather than using insurer financial considerations or 
proprietary algorithms, and require peer-to-peer review conducted by a clinician in the same 
specialty and geographic area as the requesting provider. Prior authorization should be used to 
promote valuable care for patients, not to improve insurers’ bottom lines. Something that is 
medically necessary in one health plan should be medically necessary within another plan, and 
insurers should not seek competitive advantage by how aggressively or not they deny claims. 
More than one-third of physicians surveyed in 2025 reported that prior authorization criteria are 
rarely or never evidence-based.66 Seven states have passed laws requiring health care providers 
to be involved in the prior authorization review process in some way.67 Congress should also 
prohibit incentives for internal reviewers that reward denials over approvals. Standardizing prior 
authorization could be achieved through a public process or utility that all insurers must use, 
with standard review criteria, appeals processes, and the ability to review data and set 
precedents.68 

• Ensure that prior authorization processes are transparent. Require plans to specify up front 
exactly what clinical information they need from a provider before making a decision, with the 
goal of ending repeated piecemeal information requests designed to delay approval. In concert 
with requiring provider review of prior authorization, require the name of the reviewing clinician 
to appear on all prior authorization determinations. Additionally, expand reporting requirements 
for insurers’ use of prior authorization to apply consistently to all payers, and require reporting 
of data disaggregated by race, ethnicity, language, sexual orientation, and gender identity, as 
well as by service line.  

• Prohibit repeated prior authorization requirements and retroactive denials of approval. In 
particular, prior authorization requirements for patients with chronic conditions should be 
limited to no more than once a plan year, and mid-year formulary changes that would disrupt 
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care for patients should be banned. Require insurers to forward prior authorization approvals 
and step therapy history for patients who change coverage mid-year, and require insurers to 
honor PA approvals from a patient’s previous insurer. Nine states require minimum approval 
lengths and limit retroactive denials,69 and five states have passed requirements that insurers 
honor PA approvals from a consumer’s previous insurer, typically for 60 days.70 

• Consider gold carding, exempting providers with strong approval track records from prior 
authorization requirements for specified services, and preclude prior authorization for 
categories of care with near-universal historical approval rates, as well as emergency services, 
services ordered by a primary care provider, and commonly bundled services routinely 
approved together.71 Several states have exempted categories of services from prior 
authorization. For example, Nebraska prohibited prior authorization for emergency and 
preventive services, and Rhode Island is operating a pilot program to exempt routine primary 
care ordered by a primary care physician.72 In 2021, Texas became the first state to implement 
legislation establishing a gold carding exemption for health care providers with 90% or more of 
their prior authorization requests approved for a service within a six-month period.73 
Alternatively, or in addition, policymakers could require insurers to exempt services from prior 
authorization when the issuer has routinely approved past prior authorization requests for the 
service at high rates. A law set to take effect in California in 2028 adopts this approach, requiring 
issuers to cease prior authorization for services where such requests are approved 90% of the 
time or more.74 

• Mandate disclosure of the use of algorithms and AI tools in prior authorization and coverage 
decisions, prohibit AI tools that produce discriminatory outcomes, and require mandatory 
equity audits and human clinical oversight for all determinations. As the use of AI in prior 
authorization and clinical and coverage decision making continues to grow, it is critical to ensure 
these tools are not preventing access to medically necessary care and coverage or exacerbating 
health inequities, and that a human remains in the loop before final decisions are issued. More 
recommendations related to the use of AI in health care decision-making are included below.   

Consumer Protection and Experience: Ensure Patients Can Easily Navigate the Health System 

People need timely and streamlined access to health care services that meet a full range of health and 
health care needs in a way that preserves their dignity and centers their experience. Unnecessary 
complexity, corporate profiteering, and administrative red tape too often hinder this goal. This leads to 
inequitable access to coverage and care, and ultimately, inequitable health outcomes that exacerbate 
existing health disparities.75 Many groups, including people with chronic or severe health conditions, 
language barriers, health literacy barriers, and lower incomes, are put at an unfair disadvantage, often to 
the financial benefit of the corporate entities involved.  

Reform efforts should be aimed at streamlining and simplifying the health care system, bolstering 
consumer protections, modernizing patient and provider access to data and claims processing, ensuring 
provider network information is up to date and accessible, and preventing the discriminatory use of AI in 
health insurance and clinical decisions. Taken together, these reforms would significantly advance efforts 
to improve the exchange of patient health care data and to equip providers with the data they need to 
better coordinate patient care and manage patient health outcomes. Policies include: 

Navigators and Consumers Assistance Programs  

• Establish long-term and sustainable funding for enrollment and consumer assistance programs 
that provide unbiased, consumer-centered support, including the Navigator program in states 



 

10 
 

with Federally Facilitated Marketplaces and state Consumer Assistance Programs. These 
programs provide untold value both to consumers who face significant barriers to unassisted 
enrollment, and to people facing challenges with their commercial coverage.76 In a 2020 KFF 
survey, nearly one in five consumers (18%) who looked for or actively enrolled in coverage 
received some form of consumer assistance — most of whom said their assistance made a 
difference in their enrollment.77 Unfortunately, federal funding for these programs has been 
significantly eroded since the ACA’s enactment, including an 85% cut in funding during the first 
Trump administration and a 90% cut last year,78 and the current availability of assistance varies 
tremendously from state to state. In the same KFF survey, 12% of respondents tried to get help 
but were unable to, suggesting insufficient capacity or consumer awareness.79  

While Congress should enact simplifications to enrolling in coverage, there will always be a need 
for robust, free, individualized assistance, particularly to assist people who face barriers to 
enrollment including people with Limited English Proficiency, people with complex health needs, 
and people who are immigrants. These programs can also serve as a backstop to formal 
oversight and enforcement efforts, making sure that that people are benefiting from the 
consumer protections enshrined in law and regulation and identifying places where more 
oversight is needed. 

Streamlined Enrollment 

• Beyond reversing H.R. 1 and the Trump administration's marketplace rules that erect new 
barriers to enrollment, a new Congress should go further: removing bureaucratic hurdles, 
streamlining eligibility and enrollment for public programs and premium tax credits (PTCs), 
and moving toward easy, if not automatic, enrollment in coverage. In addition to outright 
eligibility cuts, H.R. 1 included multiple new administrative barriers that make it more 
challenging for eligible people to get and keep coverage, and must be reversed, including: the 
Medicaid work reporting requirement; the requirement that certain Medicaid enrollees recertify 
their eligibility at least every six months; the elimination of provisional PTC eligibility; the 
elimination of automatic reenrollment in PTCs; the requirement that all marketplaces verify 
individuals’ PTC eligibility in advance of the open enrollment period every year; and the 
requirement that individuals who have not reconciled past advance premium tax credits are 
barred from receiving credits in the future until they do so. The Trump administration also 
included multiple new administrative requirements in its marketplace regulations issued in 2025 
and 2026 which must be reversed (to the extent they are not overturned in court), including 
additional verification requirements for individuals whose information is not available in federal 
tax databases, individuals who attest to a very low income, and individuals seeking to enroll 
through certain Special Enrollment Periods; and requiring a shorter annual open enrollment 
period. 

o In the place of these punitive policies that seek to keep eligible individuals from getting 
and keeping affordable coverage, any future proposal should build on the ACA’s original 
vision for “no wrong door” eligibility and enrollment. Federal and state agencies 
should be required to leverage all existing data at their disposal to make timely eligibility 
decisions that are paperless and frictionless for consumers. All health eligibility systems 
should be calibrated to deliver consistent results to all consumers in a given state, 
ensuring individuals get the same determination and timely access to benefits no matter 
their point of entry. Transitions between programs when income, household size, or 
other eligibility factors change should be seamless and ensure that no one loses 
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coverage simply due to a change in circumstance. For example, Maryland has been 
operating Easy Enrollment, which allows tax filers to share their state income tax data 
with the marketplace and expedite and automate enrollment with the individual’s 
consent.80 The program helped 19,000 individuals connect to coverage in 2026.81 Many 
other states have adopted similar tax-based programs or other data-sharing 
arrangements across public agencies to expedite, and in some cases automate, 
enrollment.82 Federal policymakers should explore opportunities to ensure these 
simplifications are available to consumers in every state, for example through legislation 
like the Easy Enrollment in Health Care Act (S. 2057/H.R. 3947).83 

Universal Digital Health Records and National Provider Directory  

• Establish a federal framework for universal digital health records that ensures every American 
owns and controls their own complete health information with real-time, portable access 
across all providers and plans. Such a reform would help close the gap created by fragmented, 
non-interoperable systems and would help to increase the ability of providers to exchange 
patient data and strengthen care coordination while reducing diagnostic errors and duplicate 
testing.84  

• Establish strong patient privacy protections governing who can access, use, and share digital 
health records, with meaningful penalties for misuse and explicit patient consent requirements 
for non-clinical uses of health data. 

• Create a national provider directory and data exchange infrastructure so that network 
directories are accurate, real-time, and accessible, ending the ghost network problem at its 
administrative root. Utah has a novel requirement that insurers publish health care provider 
directories and maintain them with the most up-to-date information. When there is no in-
network option, insurers are required to establish a procedure to assist patients to access 
behavioral health services from an out-of-network mental health provider.85 

Mandatory Interoperability and Data Sharing Standards 

• Expand and strengthen nationwide interoperability standards for all providers, plans, and 
health information systems to ensure they can securely access, exchange, integrate and use 
health care data. Every clinician must be able to access a patient's complete health information 
at the point of care without delay or friction.  

• Require real-time data exchange across all health plans, providers, and health information 
systems for care transitions, referrals, prior authorization, and post-acute care placements so 
that no patient falls through the cracks at a handoff between providers or settings. 

• Prohibit information blocking in which health systems, plans, and technology vendors restrict 
access to patient data to protect competitive advantage and strengthen enforcement of existing 
information blocking rules with meaningful financial penalties. 

AI and Algorithm Governance 

• We need federal policies in place to both promote the promise and protect against the peril of 
AI in health care. AI can help address many of health care's challenges, from limited access and 
heavy administrative burdens to poor interoperability. But its rapid deployment with little 
oversight or regulation raises serious concerns.86 Without guardrails, AI tools can lead to 
inappropriate denials of care or financial assistance, drive upcoding that inflates costs, 
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contribute to medical errors, create new barriers to treatment, and deepen health inequities.87 
Policymakers must develop and deploy national standards for patient-centered use of AI in 
health care that allow for transparency into AI-driven decision-making, identify and correct 
algorithmic bias, protect individuals’ privacy, and require human accountability for AI-driven 
decisions. Key steps include:  

o Establishing a federal framework governing the use of AI and algorithms in clinical and 
coverage decisions, including mandatory disclosure of when and how AI tools are used 
in prior authorization, utilization management, and care recommendations. 

o Require mandatory equity audits of all AI tools used in clinical or coverage decisions to 
identify and remediate discriminatory patterns before they harm patients. 

o Require human clinical oversight for all determinations that involve algorithmic input 
and prohibit the use of AI tools that produce discriminatory outcomes based on race, 
ethnicity, language, gender identity, age, or disability. 

o Establish patient rights to explanation when an AI tool has contributed to a coverage 
denial or care recommendation, and ensure those decisions are fully appealable on the 
same terms as human-generated determinations. 

In addition, we encourage policymakers to pass a Patient’s Bill of Rights regarding Health AI 
and consider the following principles when regulating the use of AI:  

I. People should remain in control of health care. This means people must be the ultimate 
decision-makers, particularly when it comes to informed consent, access to care, and 

delivery of patient care.88 

II. AI in health care must prioritize and ensure the well-being and safety of people. This means 
government regulators need to put appropriate safeguards in place, including rigorous 

testing and evaluation.89 

III. AI in health care should advance and improve access to care, health outcomes, quality of 
care, sustainability of financing, and affordability. This means that every AI tool should serve 
at least one of these purposes and that sufficient feedback loops should be built into 
oversight and accountability processes to ensure continuous improvement.  

IV. Transparency in AI must be sufficient to empower people to remain in control of health care 

and prioritize well-being and safety.90 

V. Organizations and providers developing and deploying AI in health care must be responsible 

and accountable for the impact of AI on people.91 

VI. The application of AI must be inclusive and equitable.92 AI development and use policy in 

health care should prioritize interests of all patients, regardless of identity or geography. This 
can be achieved in part by ensuring AI development and use reduces or prevents bias and 
discrimination. This also means that benefits and risks of AI are equitably distributed, 

allowing patients to share in the substantial savings that could accrue from AI.93 

Virtually every state has passed laws regulating AI in recent years, and momentum around 
regulating AI in health care specifically has grown. Since 2024, California, Colorado, Indiana, 
Maryland, Texas, and Washington have all passed laws addressing insurers’ use of AI in utilization 
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review and prior authorization, with requirements around transparency, ensuring 
determinations are applied fairly and equitably, maintaining human accountability, and enforcing 
monitoring and oversight.94 These state laws may provide a helpful starting point for efforts to 
develop a national policy. 

Accountability: Hold the System Responsible for Cost and Outcomes  

The health care sector must be held accountable for health care costs and the health care quality, 
outcomes and experiences of the patients they serve. Payment should be tied to the total cost of care, 
patient outcomes, and equity. Providers and plans must share accountability for managing a patient’s full 
set of health needs and reducing disparities. To achieve this guarantee, Congress should:  

Price and Coverage Transparency 

• Strengthen and codify federal health care price transparency rules requiring hospitals and 
health plans to publicly disclose the underlying price of health care in dollars and cents (i.e. 
negotiated rates).95 Despite federal regulations that require hospitals and health plans to 
disclose health care prices, the majority of hospitals continue to skirt these federal requirements 
and the hospital price and health plan data remains inaccessible and unusable for most 
consumers.96 Disclosing health care prices is an important step to not only informing consumer 
choice but to better equipping employers with the data needed to negotiate lower costs for their 
members and to inform policy reforms to lower health care costs for everyone.97 In response to 
persistently low hospital compliance with federal price transparency rules, more than 20 states 
have moved to codify those requirements in state law and strengthen enforcement.98 Ultimately, 
Congress should enact comprehensive price transparency legislation such as the Patients 
Deserve Price Tags Act (S.2355/H.R. 5582)99 or the Lower Costs, More Transparency Act (H.R. 
5378 in the 118th Congress).100 

• Establish a national all-payer claims database (APCD) that aggregates price and utilization data 
across public and private payers to identify pricing abuses and track cost trends in real time. 
While 24 states now operate state-level APCDs, more progress is needed to increase 
transparency into meaningful health care cost and utilization data.101 APCDs serve as one of the 
only tools that aggregate claims data across commercial insurers, Medicaid and Medicare into a 
longitudinal dataset that can be used to inform policy reforms to strengthen health care 
payment and delivery.102 Establishing a national ACPD would be a transformational step to 
collect, study and analyze the health care data needed to better understand trends in health 
care costs and outcomes across the country.103  

• Require health plans to disclose claims denial rates including denials due to prior 
authorization, at the individual claims level and at the aggregate level, to better understand 
insurers use and misuse of prior authorization.  

Insurer Accountability, Medical Loss Ratio, Vertical Integration 

• Congress must enact policy reforms to rein in anticompetitive insurance practices and increase 
insurer accountability, including for Medicare Advantage plans. Health plans have built a 
business model that prioritizes profits at the expense of patients. Through systematic upcoding, 
deceptive marketing of supplemental benefits, wrongful care denials, and subverting Medical 
Loss Ratio (MLR) requirements, corporate health plans exploit flaws in the system to inflate their 
payments without corresponding improvements in the quality of care. To end these practices, 
reforms must: 
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o Strengthen the Medicare Advantage (MA) risk adjustment system against industry 

gaming to prevent MA insurers from upcoding and wrongfully billing diagnoses in order 
to inflate their Medicare payments without providing additional care or coverage. 
Coding reforms drafted in the bipartisan No Unreasonable Payments, Coding, Or 
Diagnoses for the Elderly (No UPCODE) Act (S. 1105) would rein in abuses such as sham 
health risk assessments and chart reviews.104 
 

o Improve the MA benchmark and bidding system to ensure MA insurers are only 
financially rewarded for bidding at or below their true costs, thereby promoting healthy 
competition between MA plans and traditional Medicare. Potential benchmark reforms 
could include calculating benchmarks using a blend of national and county-level 
spending in traditional Medicare, as well as initiating long-term reforms that test setting 
MA benchmarks using an administrative benchmark approach (taking a base payment 
rate and increasing it year over year using a fixed administrative factor or through 
competitive bidding).105 

 

o Hold MA insurers accountable for delivering high-quality care and coverage by 
strengthening the quality bonus program (QBP). Reforms include making quality bonus 
payments budget neutral, incorporating financial penalties where appropriate, and 
setting higher performance targets not based on average plan performance.106  

 

o Promote meaningful transparency in Medicare Advantage (MA) by requiring insurers 
to submit complete, high-quality encounter data to CMS. Lawmakers and the public 
need to know whether MA is delivering on its obligation to provide affordable, quality 
care. Better encounter data is also critical to understanding how plans use prior 
authorization and market supplemental benefits. This information is the foundation of 
effective oversight, and it would support targeted policies to remove unnecessary 
barriers to key services, reform prior authorization, and eliminate it for services with 
strong evidence of high value to patients. 

• Mitigate harms related to vertically integrated plans and ensure health care dollars are spent 
on the health and health care of our nation’s families. Congress should strengthen medical loss 
ratio (MLR) reporting by requiring vertically integrated plans to report a combined MLR, covering 
both the insurer and its affiliated provider groups, at the parent-company level for their 
Medicare business. Plans should also be required to report transfer prices, meaning what they 
pay their affiliated and employed providers, and be held to pricing benchmarks that keep those 
payments in line with what they pay unaffiliated providers.107 
 

• Prohibit common ownership across vertically integrated chains so that major health care 
corporations are unable to own or control multiple sectors of the supply chain (e.g. insurers, 
providers, pharmacy benefit managers, pharmacies, and medical device wholesalers), and 
ensure the Federal Trade Commission (FTC), Department of Justice (DOJ), and Department of 
Health and Human Services (HHS) have the resources and authority to ensure strong 
enforcement oversight as is established in the Break Up Big Medicine Act (S. 3822).108 
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Value-Based Care and Care Coordination 

• Accelerate the adoption of payment models that hold providers accountable for the total cost 
of care and population health outcomes. Commercial insurance remains significantly behind 
public payors in the shift away from fee-for-service payment with only 7.8% of commercial 
dollars flowing through population based, two-sided risk Alternative Payment Models (APMs) 
compared to 14.2% for traditional Medicare and 33.4% for Medicare Advantage as of 2025.109 
Despite the private sector setting a goal of achieving 50% of commercial payments and 100% of 
traditional Medicare through two-sided risk models by 2030, the vast majority of payments are 
still flowing through fee-for-service architecture with minimal links to quality and the sector now 
self-measuring progress towards their voluntary goals.110 Policy solutions include: 

o Requiring health plans to adopt accountable care arrangements and alternative 
payment models with two-sided risk and accountability for the total cost of care, care 
coordination and population health outcomes.  

o Requiring plans to demonstrate that their minimum primary care investment is 
producing measurable improvements in care coordination, chronic disease 
management, and population health, not just meeting a spending floor on paper.111 

ERISA and Employer Plan Oversight 

• Amend the Employee Retirement Income Security Act (ERISA) to set clearer federal standards 
with respect to self-funded employer plans, and grant states more authority to enact 
standards that exceed a federal floor by allowing them to directly regulate these plans and the 
entities that administer them. Self-funded employer plans are currently largely beyond the 
reach of state consumer protection laws including enforcement of mental health parity, external 
review standards, and transparency obligations. More than half of people enrolled in employer 
coverage are enrolled in a self-insured plan; revisiting and amending ERISA is a critical step in any 
efforts to meaningfully contain health care costs.112 

• Explore a federal ERISA waiver framework giving states authority to impose meaningful 
consumer protections on self-funded plans, building on the Section 1332 waiver model. Such a 
framework should also include safeguards against states seeking to undermine federal consumer 
protections, similar to Section 1332’s requirements that coverage under a waiver is comparable 
to coverage without the waiver in terms of affordability, comprehensiveness of benefits, and 
scope.113  

• Crack down on unregulated association health plans that exploit ERISA preemption to offer 
bare-bones coverage without consumer protections. 

Additional Policy Ideas for Consideration: Broader Coverage Reforms including Public Options  

Over its 45-year history, Families USA has worked toward universal coverage for everyone living in the 
United States through a range of approaches, including the State Children's Health Insurance Program 
(CHIP), the Affordable Care Act, and the Inflation Reduction Act. We support the goals of efforts to 
expand coverage, such as raising Medicaid income eligibility limits, extending Medicaid to all children, 
allowing Medicare buy-ins, establishing a new Public Option plan, lowering the Medicare eligibility age, 
and enacting Medicare for All, while recognizing that the details matter. 

As advocates for patients, we are ready to engage on key design features of these proposals, including 
financing, provider payment and participation, benefit design and standardization, network adequacy, 
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consumer protections such as cost-sharing design, market participation, and transition issues. Families 
USA looks forward to working with you on these and other issues as proposals develop. 

Below are additional details and considerations for broader public coverage development. 

Support for a public option can take several forms: supporting state efforts to establish one, allowing 
people to buy into existing public programs such as Medicare or Medicaid or otherwise expand eligibility, 
or creating an entirely new coverage option in the ACA marketplaces. A buy-in approach could be 
administratively simpler and could help lower health spending as Medicare and Medicaid payment rates 
are set through a federal administrative process that, while imperfect, tends to hold down costs. 
Commercial rates, by contrast, largely reflect the relative market power of plans and providers and tend 
to drive costs up.114 Some proposals aim to fill geographic gaps, especially in "bare counties" with no 
marketplace insurer, to serve populations that have been excluded, or to add a low-cost competitor to 
the marketplace. Several would also open the public option to workers whose employer coverage is 
unaffordable and let enrollees use premium tax credits to pay their premiums. 

Three states – Washington, Colorado, and Nevada – have innovated around a state public option by 
creating tightly regulated marketplace plans that are administered by a private insurer. This public-
private partnership was ideal for these states for a few reasons. First, it avoided the need to raise funds 
to balance the risk of a new insurance program and the claims expenses associated with it. Second, it 
built on the states’ existing marketplace structures, rather than spending significant time and money 
developing a new infrastructure and regulatory scheme for the plans. For the federal government, 
however, these hurdles would be smaller. Unlike state governments, the federal government does not 
need to balance its budget each fiscal year, and the payoff for creating a new federal program is far 
greater than for creating a single-state program.  

Yet, these state public options provide several lessons for a future federal public option. All three 
programs incorporate efforts to reduce hospital prices,115 advancing affordability directly through lower 
premiums for enrollees, but also for patients who are not enrolled in them by lowering overall system 
spending. These cost-containment mechanisms have taken slightly different approaches in each state: 

• Washington’s “Cascade Select” plans must limit their aggregate reimbursement for all covered, 
non-pharmacy services to no more than 160% of Medicare rates.116  

• “Colorado Option” plans have a statutory requirement to lower premiums by 15% from 2021 to 
2025 and increase no faster than inflation afterward, with the state’s insurance commissioner 
able to require provider participation.117  

• Nevada’s “Battle Born State Plans” are also required to reduce premiums by 15% from 2025 to 
2030.118 

These plans are improving overall health care affordability as well. Average gross premiums for Cascade 
Select plans were $200 less expensive in 2026 than for non-standardized plans.119 Colorado’s Division of 
Insurance announced in September that premiums for Colorado Option plans will be 6.7% lower than for 
non-Option plans, and estimates that if Colorado Option plans did not exist, premium increases for all 
marketplace plans would be about 3% higher than they are today.120  

In addition to improving affordability, public options have also been used to improve the value of health 
coverage for consumers. Both the Washington and Colorado programs include standardized benefits and 
cost-sharing, allowing consumers to perform “apples to apples” comparisons, evaluating plans on 
premiums and networks, rather than which services are covered or what their cost-sharing will be.  
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And now that these public options have operated for several years, the benefit and popularity of these 
additional coverage options is clear: Nearly 40% of marketplace enrollees in Washington and half of all 
marketplace enrollees in Colorado enrolled in a public option plan in 2026.121,122 

Conclusion 

Thank you for the opportunity to respond to this RFI, your ongoing efforts to build consensus around 
meaningful reforms to America’s private insurance system, and your commitment to health coverage 
that works for everyone. Families USA is in enthusiastic support of these efforts. We look forward to 
working with you, and to elevating the voices of health advocates from around the country, to advance 
the next generation of health reform in America. Please contact Sophia Tripoli, Managing Director of 
Health Policy at stripoli@familiesusa.org with any questions.  

Sincerely,  

 

 

Anthony Wright  

Executive Director 

 

 

 

 
1 “New National Poll Indicates High Health Care Costs and Hospital Prices Are Top Voter Concerns,” Families USA, 
August 19, 2026, https://www.familiesusa.org/resources/new-national-poll-indicates-high-health-care-costs-and-
hospital-prices-are-top-voter-concerns/.  
2 “Americans’ Challenges with Health Care Costs,” KFF, September 29, 2026, https://www.kff.org/health-
costs/americans-challenges-with-health-care-costs/.  
3 Munira Z. Gunja, Evan D. Gumas, Relebohile Masitha, and Laurie C. Zephyrin, “Insights into the U.S. Maternal 
Mortality Crisis: An International Comparison,” Commonwealth Fund, June 4, 2024, https://doi.org/10.26099/cthn-
st75; Shameek Rakshit, Lynne Cotter, and Matt McGough, “How does U.S. life expectancy compare to other 
countries?” Peterson-KFF Health System Tracker, March 31, 2026, https://www.healthsystemtracker.org/chart-
collection/u-s-life-expectancy-compare-countries/; Imani Telesford, Matthew McGough, Delaney Tevis, and Lynne 
Cotter, “How has the burden of chronic diseases in the U.S. and peer nations changed over time?” Peterson-KFF 
Health System Tracker, April 16, 2025, https://www.healthsystemtracker.org/chart-collection/how-has-the-burden-
of-chronic-diseases-in-the-u-s-and-peer-nations-changed-over-time/.  
4 Ellyn Maese, “One-Third of Americans Cut Back to Cover Healthcare Expenses,” Gallup, March 11, 2026, 
https://news.gallup.com/poll/702596/one-third-americans-cut-back-cover-healthcare-expenses.aspx.  
5 Glenn Hunzinger, Greg Rotz, Thom Bales, Keith Fengler, Phil Sclafani, Claire Love, and Alena Taylor, “PwC’s 2025 US 
Healthcare Consumer Insights Survey: The consumer-first era of health,” PwC, October 20, 2025, 
https://www.pwc.com/us/en/industries/health-industries/library/healthcare-consumer-insights-survey.html; 
Shannon Schumacher, Julian Montalvo III, Mardet Mulugeta, Liz Hamel, and Ashley Kirzinger, “Health Care Access 

 

mailto:stripoli@familiesusa.org
https://www.familiesusa.org/resources/new-national-poll-indicates-high-health-care-costs-and-hospital-prices-are-top-voter-concerns/
https://www.familiesusa.org/resources/new-national-poll-indicates-high-health-care-costs-and-hospital-prices-are-top-voter-concerns/
https://www.kff.org/health-costs/americans-challenges-with-health-care-costs/
https://www.kff.org/health-costs/americans-challenges-with-health-care-costs/
https://doi.org/10.26099/cthn-st75
https://doi.org/10.26099/cthn-st75
https://www.healthsystemtracker.org/chart-collection/u-s-life-expectancy-compare-countries/
https://www.healthsystemtracker.org/chart-collection/u-s-life-expectancy-compare-countries/
https://www.healthsystemtracker.org/chart-collection/how-has-the-burden-of-chronic-diseases-in-the-u-s-and-peer-nations-changed-over-time/
https://www.healthsystemtracker.org/chart-collection/how-has-the-burden-of-chronic-diseases-in-the-u-s-and-peer-nations-changed-over-time/
https://news.gallup.com/poll/702596/one-third-americans-cut-back-cover-healthcare-expenses.aspx
https://www.pwc.com/us/en/industries/health-industries/library/healthcare-consumer-insights-survey.html


 

18 
 

 
and Affordability for Adults with Multiple or Complex Health Conditions: A Snapshot of Patient Experiences,” 
September 15, 2026, KFF, https://www.kff.org/public-opinion/health-care-access-and-affordability-for-adults-with-
multiple-or-complex-health-conditions-a-snapshot-of-patient-experiences/.  
6 “2025 APM Measurement,” AHIP, February 2, 2026, https://www.ahip.org/resources/2025-apm-measurement.  
7 Kaye Pestaina, “Insurers’ Prior Authorization Data Offers Little Insight Into What Gets Approved or Denied,” KFF, 
April 2, 2026, https://www.kff.org/quick-insights/insurers-prior-authorization-data-offers-little-insight-into-what-
gets-approved-or-denied/.  
8 Yvelynne P. Kelly, Diane Goodwin, Lisa Wichmann and Mallika L. Mendu, “Breaking Down Health Care Silos,” 
Harvard Business Publishing, July 1, 2019, https://hbr.org/2019/07/breaking-down-health-care-silos.  
9 “National Healthcare Scorecard 2025,” West Health-Gallup Center on Healthcare, accessed October 1, 2026, 
https://westhealth.gallup.com/explore/scorecards/united-states; David Blumenthal, Corinne Lewis, and Melinda K. 
Abrams, “Making Health Care Accountable,” Commonwealth Fund, June 9, 2021, https://doi.org/10.26099/nx08-
aq93; Freda Kreier, “Health Care Company Payouts Favor Shareholders, New Research Shows,” Yale School of 
Medicine, February 10, 2025, https://medicine.yale.edu/news-article/health-care-company-payouts-favor-
shareholders-new-research-shows/.  
10 “High Health Care Costs, Unreasonable Hospital Prices Top Voter Concerns in New National Poll as Midterm 
Elections Inch Closer,” Families USA, August 19, 2026, https://www.familiesusa.org/press-releases/high-health-
care-costs-unreasonable-hospital-prices-top-voter-concerns-in-new-national-poll-as-midterm-elections-inch-
closer/.  
11 Alberto A. González, “Fighting Back: State Responses to Federal Attacks on Health Care in 2026 and the Advocacy 
Road Ahead,” Families USA, July 16, 2026, https://www.familiesusa.org/resources/fighting-back-state-responses-to-
federal-attacks-on-health-care-in-2026-and-the-advocacy-road-ahead/.  
12 “Health Insurance Coverage of the Total Population,” KFF, accessed October 1, 2026, https://www.kff.org/state-
health-policy-data/state-indicator/total-population/.  
13 “H.R. 1319 – American Rescue Plan Act of 2021,” 117th Congress, enacted March 11, 2021,  
https://www.congress.gov/bill/117th-congress/house-bill/1319; “H.R.5376 – An act to provide for reconciliation 
pursuant to title II of S. Con. Res. 14,” 117th Congress, enacted August 16, 2022, 
https://www.congress.gov/bill/117th-congress/house-bill/5376.  
14 “Fact Sheet: Enhanced Premium Tax Credits,” American Hospital Association, March 2026, 
https://www.aha.org/fact-sheets/2025-02-07-fact-sheet-enhanced-premium-tax-credits.  
15 “Health Insurance Exchanges Monthly Effectuated Enrollment,” Centers for Medicare and Medicaid Services, 
accessed October 1, 2026, https://data.cms.gov/summary-statistics-on-beneficiary-enrollment/health-insurance-
marketplace/health-insurance-exchanges-monthly-effectuated-enrollment.  
16 “2026 Marketplace Open Enrollment Period Public Use Files,” Centers for Medicare and Medicaid Services, 
accessed October 1, 2026, https://www.cms.gov/data-research/statistics-trends-reports/marketplace-
products/2026-marketplace-open-enrollment-period-public-use-files.  
17 Stacey Pogue, Justin Giovannelli, and Jalisa Clark, “Some States Blunted the Impact of Lost Federal Marketplace 
Subsidies, But Efforts Will Be Hard to Sustain,” Commonwealth Fund, April 21, 2026, 
https://doi.org/10.26099/3Y3C-CW50.  
18 Joseph Burns, “How high-deductible health plans can harm patients’ health,” Association of Health Care 
Journalists, May 13, 2026, https://healthjournalism.org/blog/2026/05/how-high-deductible-health-plans-can-
harm-patients-health/.  
19 Britt Sanderson, Sam Obbin, and Elise Lowry, “Marketplace Affordability: The Hazards of High Deductibles,” 
Healthcare Value Hub, November 2024, https://healthcarevaluehub.org/resource/2024/marketplace-affordability-
the-hazards-of-high-deductibles/.  
20 Rylee Wilson, “California eliminating deductibles for some ACA plans,” Becker’s Payer Issues, July 24, 2023, 
https://www.beckerspayer.com/payer/california-eliminating-deductibles-for-some-aca-plans/.  
21 “California Health Insurance Marketplace Affordability Fact Sheet,” Community Catalyst, May 2024, 
https://communitycatalyst.org/wp-content/uploads/2024/06/20240528_FactSheet_CA_Affordability.pdf.  

 

https://www.kff.org/public-opinion/health-care-access-and-affordability-for-adults-with-multiple-or-complex-health-conditions-a-snapshot-of-patient-experiences/
https://www.kff.org/public-opinion/health-care-access-and-affordability-for-adults-with-multiple-or-complex-health-conditions-a-snapshot-of-patient-experiences/
https://www.ahip.org/resources/2025-apm-measurement
https://www.kff.org/quick-insights/insurers-prior-authorization-data-offers-little-insight-into-what-gets-approved-or-denied/
https://www.kff.org/quick-insights/insurers-prior-authorization-data-offers-little-insight-into-what-gets-approved-or-denied/
https://hbr.org/2019/07/breaking-down-health-care-silos
https://westhealth.gallup.com/explore/scorecards/united-states
https://doi.org/10.26099/nx08-aq93
https://doi.org/10.26099/nx08-aq93
https://medicine.yale.edu/news-article/health-care-company-payouts-favor-shareholders-new-research-shows/
https://medicine.yale.edu/news-article/health-care-company-payouts-favor-shareholders-new-research-shows/
https://www.familiesusa.org/press-releases/high-health-care-costs-unreasonable-hospital-prices-top-voter-concerns-in-new-national-poll-as-midterm-elections-inch-closer/
https://www.familiesusa.org/press-releases/high-health-care-costs-unreasonable-hospital-prices-top-voter-concerns-in-new-national-poll-as-midterm-elections-inch-closer/
https://www.familiesusa.org/press-releases/high-health-care-costs-unreasonable-hospital-prices-top-voter-concerns-in-new-national-poll-as-midterm-elections-inch-closer/
https://www.familiesusa.org/resources/fighting-back-state-responses-to-federal-attacks-on-health-care-in-2026-and-the-advocacy-road-ahead/
https://www.familiesusa.org/resources/fighting-back-state-responses-to-federal-attacks-on-health-care-in-2026-and-the-advocacy-road-ahead/
https://www.kff.org/state-health-policy-data/state-indicator/total-population/
https://www.kff.org/state-health-policy-data/state-indicator/total-population/
https://www.congress.gov/bill/117th-congress/house-bill/1319
https://www.congress.gov/bill/117th-congress/house-bill/5376
https://www.aha.org/fact-sheets/2025-02-07-fact-sheet-enhanced-premium-tax-credits
https://data.cms.gov/summary-statistics-on-beneficiary-enrollment/health-insurance-marketplace/health-insurance-exchanges-monthly-effectuated-enrollment
https://data.cms.gov/summary-statistics-on-beneficiary-enrollment/health-insurance-marketplace/health-insurance-exchanges-monthly-effectuated-enrollment
https://www.cms.gov/data-research/statistics-trends-reports/marketplace-products/2026-marketplace-open-enrollment-period-public-use-files
https://www.cms.gov/data-research/statistics-trends-reports/marketplace-products/2026-marketplace-open-enrollment-period-public-use-files
https://doi.org/10.26099/3Y3C-CW50
https://healthjournalism.org/blog/2026/05/how-high-deductible-health-plans-can-harm-patients-health/
https://healthjournalism.org/blog/2026/05/how-high-deductible-health-plans-can-harm-patients-health/
https://healthcarevaluehub.org/resource/2024/marketplace-affordability-the-hazards-of-high-deductibles/
https://healthcarevaluehub.org/resource/2024/marketplace-affordability-the-hazards-of-high-deductibles/
https://www.beckerspayer.com/payer/california-eliminating-deductibles-for-some-aca-plans/
https://communitycatalyst.org/wp-content/uploads/2024/06/20240528_FactSheet_CA_Affordability.pdf


 

19 
 

 
22 Bisma A. Sayed, Kenneth Finegold, T. Anders Olsen, Kaavya Ashok, Sarah Schutz, Steven Sheingold, Nancy De Lew, 
and Benjamin D. Sommers, “Inflation Reduction Act Research Series: Medicare Part D Enrollee Out-of-Pocket 
Spending: Recent Trends and Projected Impacts of the Inflation Reduction Act, Office of the Assistant Secretary for 
Planning and Evaluation, July 6, 2023, https://aspe.hhs.gov/reports/medicare-part-d-enrollee-out-pocket-spending.  
23 “State Insulin Copay Caps,” American Diabetes Association, accessed October 1, 2026, https://diabetes.org/tools-
resources/affordable-insulin/state-insulin-copay-caps.  
24 “Insulin Cost-Sharing Limits pursuant to Part EE of Chapter 58 of the Laws of 2024,” New York Department of 
Financial Services, accessed October 1, 2026, 
https://www.dfs.ny.gov/apps_and_licensing/health_insurers/insulin_cost_sharing_qa_guidance.  
25 Michelle Long, Emma Lee, and Sammy Cervantes, “Examining Short-Term Limited-Duration Health Plans on the 
Eve of ACA Marketplace Open Enrollment,” KFF, October 15, 2025, https://www.kff.org/patient-consumer-
protections/examining-short-term-limited-duration-health-plans-on-the-eve-of-aca-marketplace-open-enrollment/.  
26 “Short-Term, Limited-Duration Insurance,” Internal Revenue Service, Employee Benefits Security Administration, 
and Department of Health and Human Services, August 3, 2018, 
https://www.federalregister.gov/documents/2018/08/03/2018-16568/short-term-limited-duration-insurance; 
“Statement of U.S. Departments of Labor, Health and Human Services, and the Treasury regarding short-term, 
limited-duration insurance,” Employee Benefits Security Administration, August 7, 2025, 
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-
advisers/short-term-limited-duration-insurance/stldi-statement-08-07-2025.  
27 “California Requires Minimum Value Plans,” HUB, August 26, 2018, 
https://www.hubinternational.com/products/employee-benefits/compliance-bulletins/2018/08/california-
requires-minimum-value-plans/.  
28 “23 CAR § 89-119. Required disclosure provisions,” Arkansas Insurance Department, accessed October 1, 2026, 
https://codeofarrules.arkansas.gov/Rules/Rule?levelType=section&titleID=23&chapterID=39&subChapterID=51&p
artID=1189&subPartID=6648&sectionID=43204.  
29 “State Effective Rate Review Programs,” Centers for Medicare and Medicaid Services, September 10, 2024, 
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/rate_review_fact_sheet.  
30 Ibid; Brent D Fulton, Ann Hollingshead, Pinar Karaca-Mandic, and Richard M Scheffler, “Republican States 
Bolstered Their Health Insurance Rate Review Programs Using Incentives From the Affordable Care Act,” Inquiry: 
The Journal of Health Care Organization, Provision, and Financing 52, September 21, 2015, 
https://doi.org/10.1177/0046958015604164.  
31 “June 2023 Report to the Congress: Medicare and the Health Care Delivery System, Chapter 8,” Medicare 
Payment Advisory Commission, June 15, 2023, https://www.medpac.gov/document/june-2023-report-to-the-
congress-medicare-and-the-health-care-delivery-system/.  
32 “Anti-Competitive Contract Restrictions,” Georgetown University Center on Health Insurance Reforms, accessed 
on October 1, 2026, https://chir.georgetown.edu/state-oversight-of-hospitals/anti-competitive-contract-
restrictions/.  
33 Ibid. 
34 “FAQs About Consolidated Appropriations Act, 2021 Implementation Part 69,” Employee Benefits Security 
Administration, January 14, 2025, https://www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-
center/faqs/aca-part-69.  
35 “Anti-Competitive Contract Restrictions,” Georgetown University Center on Health Insurance Reforms. 
36 “Experts Agree: High and Rising Medical Costs Causing Affordability Crisis for Consumers,” AHIP, September 17, 
2026, https://www.ahip.org/news/articles/experts-agree-high-and-rising-medical-costs-causing-affordability-crisis-
for-consumers; Emily Gee and Ethan Gurwitz, “Provider Consolidation Drives Up Health Care Costs: 
Policy Recommendations to Curb Abuses of Market Power and Protect Patients,” Center for American Progress, 
December 5, 2018, https://www.americanprogress.org/article/provider-consolidation-drives-health-care-costs/.  
37 Nathan Hostert, “How States Strengthened Their Health Care Markets in the 2025 Legislative Session,” Milbank 
Memorial Fund, August 27, 2025, https://www.milbank.org/publications/how-states-strengthened-their-health-
care-markets-in-the-2025-legislative-session/.  

 

https://aspe.hhs.gov/reports/medicare-part-d-enrollee-out-pocket-spending
https://diabetes.org/tools-resources/affordable-insulin/state-insulin-copay-caps
https://diabetes.org/tools-resources/affordable-insulin/state-insulin-copay-caps
https://www.dfs.ny.gov/apps_and_licensing/health_insurers/insulin_cost_sharing_qa_guidance
https://www.kff.org/patient-consumer-protections/examining-short-term-limited-duration-health-plans-on-the-eve-of-aca-marketplace-open-enrollment/
https://www.kff.org/patient-consumer-protections/examining-short-term-limited-duration-health-plans-on-the-eve-of-aca-marketplace-open-enrollment/
https://www.federalregister.gov/documents/2018/08/03/2018-16568/short-term-limited-duration-insurance
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers/short-term-limited-duration-insurance/stldi-statement-08-07-2025
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advisers/short-term-limited-duration-insurance/stldi-statement-08-07-2025
https://www.hubinternational.com/products/employee-benefits/compliance-bulletins/2018/08/california-requires-minimum-value-plans/
https://www.hubinternational.com/products/employee-benefits/compliance-bulletins/2018/08/california-requires-minimum-value-plans/
https://codeofarrules.arkansas.gov/Rules/Rule?levelType=section&titleID=23&chapterID=39&subChapterID=51&partID=1189&subPartID=6648&sectionID=43204
https://codeofarrules.arkansas.gov/Rules/Rule?levelType=section&titleID=23&chapterID=39&subChapterID=51&partID=1189&subPartID=6648&sectionID=43204
https://www.cms.gov/cciio/resources/fact-sheets-and-faqs/rate_review_fact_sheet
https://doi.org/10.1177/0046958015604164
https://www.medpac.gov/document/june-2023-report-to-the-congress-medicare-and-the-health-care-delivery-system/
https://www.medpac.gov/document/june-2023-report-to-the-congress-medicare-and-the-health-care-delivery-system/
https://chir.georgetown.edu/state-oversight-of-hospitals/anti-competitive-contract-restrictions/
https://chir.georgetown.edu/state-oversight-of-hospitals/anti-competitive-contract-restrictions/
https://www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-center/faqs/aca-part-69
https://www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-center/faqs/aca-part-69
https://www.ahip.org/news/articles/experts-agree-high-and-rising-medical-costs-causing-affordability-crisis-for-consumers
https://www.ahip.org/news/articles/experts-agree-high-and-rising-medical-costs-causing-affordability-crisis-for-consumers
https://www.americanprogress.org/article/provider-consolidation-drives-health-care-costs/
https://www.milbank.org/publications/how-states-strengthened-their-health-care-markets-in-the-2025-legislative-session/
https://www.milbank.org/publications/how-states-strengthened-their-health-care-markets-in-the-2025-legislative-session/


 

20 
 

 
38 Sabrina Corlette and Karen Davenport, “State Spotlight: The Use Of Provider-Based Reference Pricing In 
Oklahoma And South Carolina,” Health Affairs Forefront, January 28, 2025, 
https://doi.org/10.1377/forefront.20250124.517168.  
39 Brent D. Fulton, Daniel R. Arnold, Jordan M. Wolf, and Richard M. Scheffler, “State Health Care Cost Commissions: 
Their Priorities and How States’ Political Leanings, Commercial Hospital Prices, and Medicaid Spending Predict Their 
Establishment,” Milbank Quarterly 103 (2): 525, June 2025, https://www.milbank.org/quarterly/articles/state-
health-care-cost-commissions-their-priorities-and-how-states-political-leanings-commercial-hospital-prices-and-
medicaid-spending-predict-their-establishment/.  
40 Thomas Waldrop and Hazel Law, “Families Need Relief from Runaway Prescription Drug Costs: State Prescription 
Drug Affordability Boards Can Help,” Families USA, April 2026, https://www.familiesusa.org/resources/families-
need-relief-from-runaway-prescription-drug-costs-state-prescription-drug-affordability-boards-can-help/.  
41 Ibid. 
42 Iva Jugovic, Glynis Reede, and Lisa Joldersma, “State Pricing Controls at an Inflection Point: MFP and the Shifting 
PDAB Landscape,” Avalere Health, August 4, 2026, https://advisory.avalerehealth.com/insights/state-pricing-
controls-at-an-inflection-point-mfp-and-the-shifting-pdab-landscape.  
43 Michael A. Carrier, “Helping Consumers Afford Prescription Drugs: An Antitrust Agenda For The New Congress,” 
Health Affairs Forefront, February 1, 2021, https://doi.org/10.1377/forefront.20210126.820337.  
44 “S.2276, - ETHIC Act,” 119th Congress, accessed October 1, 2026, https://www.congress.gov/bill/119th-
congress/senate-bill/2276; “H.R.3269 - ETHIC Act,” 119th Congress, accessed October 1, 2026, 
https://www.congress.gov/bill/119th-congress/house-bill/3269.  
45 “S.1040 - Drug Competition Enhancement Act,” 119th Congress, accessed October 1, 2026, 
https://www.congress.gov/bill/119th-congress/senate-bill/1040.  
46 “S.1096 - Preserve Access to Affordable Generics and Biosimilars Act,” 119th Congress, accessed October 1, 2026, 
https://www.congress.gov/bill/119th-congress/senate-bill/1096.  
47 Jeanne M. Lambrew, Christen Linke Young, “Lessons from the ACA: Simplifying Choices to Optimize Health 
Coverage,” Commonwealth Fund, December 2, 2025, https://doi.org/10.26099/aph7-qs76. 
48 Rayna Wallace, Meghan Salaga, Michelle Long, and Kaye Pestaina, “Navigating the Maze: A Look at Patient Cost-
Sharing Complexities and Consumer Protections,” KFF, March 28, 2026, https://www.kff.org/private-
insurance/navigating-the-maze-a-look-at-patient-cost-sharing-complexities-and-consumer-protections/.  
49 “State Marketplace Profiles: California,” KFF, November 26, 2013, https://www.kff.org/affordable-care-act/state-
exchange-profiles-california/.  
50 “Cascade Care Plans,” Washington Healthplanfinder, accessed October 1, 2026, 
https://www.wahealthplanfinder.org/us/en/my-account/my-coverage/cascade-care-health-plans.html; “2026 
Spring Enrollment Report,” Washington Health Benefit Exchange, May 2026, 
https://www.wahbexchange.org/content/dam/materials/communications/enrollment/2026/2026_Spring_enrollm
ent_report_050426.pdf.  
51 “Coverage of Certain Preventive Services Under the Affordable Care Act,” Internal Revenue Service, Employee 
Benefits Security Administration, and Department of Health and Human Services, February 2, 2023, 
https://www.federalregister.gov/documents/2023/02/02/2023-01981/coverage-of-certain-preventive-services-
under-the-affordable-care-act.  
52 Douglas Barthold and Anirban Basu, “A Scalpel Instead Of A Sledgehammer: The Potential Of Value-Based 
Deductible Exemptions In High-Deductible Health Plans,” Health Affairs Forefront, June 18, 2020, 
https://doi.org/10.1377/forefront.20200615.238552; Nicholas K. Smith and A. Mark Fendrick, “Value-Based 
Insurance Design: Clinically Nuanced Consumer Cost Sharing to Increase the Use of High-Value Medications,” 
Journal of Health Politics, Policy and Law 47 (6): 797-813, December 1, 2022, https://doi.org/10.1215/03616878-
10041191.  
53 “Health at a Glance 2025: OECD Indicators,” Organization for Economic Cooperation and Development, 
November 13, 2025, https://doi.org/10.1787/8f9e3f98-en.  
54 Ibid  

 

https://doi.org/10.1377/forefront.20250124.517168
https://www.milbank.org/quarterly/articles/state-health-care-cost-commissions-their-priorities-and-how-states-political-leanings-commercial-hospital-prices-and-medicaid-spending-predict-their-establishment/
https://www.milbank.org/quarterly/articles/state-health-care-cost-commissions-their-priorities-and-how-states-political-leanings-commercial-hospital-prices-and-medicaid-spending-predict-their-establishment/
https://www.milbank.org/quarterly/articles/state-health-care-cost-commissions-their-priorities-and-how-states-political-leanings-commercial-hospital-prices-and-medicaid-spending-predict-their-establishment/
https://www.familiesusa.org/resources/families-need-relief-from-runaway-prescription-drug-costs-state-prescription-drug-affordability-boards-can-help/
https://www.familiesusa.org/resources/families-need-relief-from-runaway-prescription-drug-costs-state-prescription-drug-affordability-boards-can-help/
https://advisory.avalerehealth.com/insights/state-pricing-controls-at-an-inflection-point-mfp-and-the-shifting-pdab-landscape
https://advisory.avalerehealth.com/insights/state-pricing-controls-at-an-inflection-point-mfp-and-the-shifting-pdab-landscape
https://doi.org/10.1377/forefront.20210126.820337
https://www.congress.gov/bill/119th-congress/senate-bill/2276
https://www.congress.gov/bill/119th-congress/senate-bill/2276
https://www.congress.gov/bill/119th-congress/house-bill/3269
https://www.congress.gov/bill/119th-congress/senate-bill/1040
https://www.congress.gov/bill/119th-congress/senate-bill/1096
https://doi.org/10.26099/aph7-qs76
https://www.kff.org/private-insurance/navigating-the-maze-a-look-at-patient-cost-sharing-complexities-and-consumer-protections/
https://www.kff.org/private-insurance/navigating-the-maze-a-look-at-patient-cost-sharing-complexities-and-consumer-protections/
https://www.kff.org/affordable-care-act/state-exchange-profiles-california/
https://www.kff.org/affordable-care-act/state-exchange-profiles-california/
https://www.wahealthplanfinder.org/us/en/my-account/my-coverage/cascade-care-health-plans.html
https://www.wahbexchange.org/content/dam/materials/communications/enrollment/2026/2026_Spring_enrollment_report_050426.pdf
https://www.wahbexchange.org/content/dam/materials/communications/enrollment/2026/2026_Spring_enrollment_report_050426.pdf
https://www.federalregister.gov/documents/2023/02/02/2023-01981/coverage-of-certain-preventive-services-under-the-affordable-care-act
https://www.federalregister.gov/documents/2023/02/02/2023-01981/coverage-of-certain-preventive-services-under-the-affordable-care-act
https://doi.org/10.1377/forefront.20200615.238552
https://doi.org/10.1215/03616878-10041191
https://doi.org/10.1215/03616878-10041191
https://doi.org/10.1787/8f9e3f98-en


 

21 
 

 
55 Vida Foubister, “Five States Leading Efforts to Increase Primary Care Spending,” Milbank Memorial Fund, March 
12, 2025, https://www.milbank.org/publications/states-lead-efforts-to-increase-primary-care-spending/.  
56 Ibid. 
57 Ibid. 
58 “Commissioner King Issues Nearly $25 Million in Fines for Mental Health Parity Violations”, Office of 
Commissioner of Insurance and Safety Fire, January 12, 2026, https://oci.georgia.gov/press-releases/2026-01-
12/commissioner-king-issues-nearly-25-million-fines-mental-health-parity.  
59 “Behavioral Health Network Adequacy Oversight Branch,” California Department of Health Care Services, 
accessed October 1, 2026, https://www.dhcs.ca.gov/behavioral-health-network-adequacy-oversight-branch/; 
JoAnn Volk, “California’s Progress Toward Parity in Mental Health and Substance Use Disorder Services,” California 
Health Care Foundation, October 6, 2020, https://www.chcf.org/resource/californias-progress-toward-parity-
mental-health-substance-use-disorder-services/.  
60 “California Takes Action to Improve Timely Access to Behavioral Health Care,” California Department of Health 
Care Services, August 12, 2026, https://www.dhcs.ca.gov/news/california-takes-action-to-improve-timely-access-
to-behavioral-health-care/.  
61 “Commercial Insurance Resources for Behavioral Health Providers in Colorado,” Colorado Division of Insurance, 
accessed October 1, 2026, https://doi.colorado.gov/commercial-insurance-resources-for-behavioral-health-
providers-in-colorado.  
62 Hannah Garden-Monheit and Emma Freer, “Ban Prior Authorization: Ending Big Medicine’s Strategy to Boost 
Profits by Denying Medically Necessary Care,” American Economic Liberties Project,” August 6, 2026, 
https://www.economicliberties.us/our-work/ban-prior-auth/.  
63 “SB 133,” Alaska Legislature, enacted July 30, 2025, https://www.akleg.gov/basis/Bill/Detail/34?Root=SB+133; 
“SB 480,” Indiana General Assembly, enacted May 1, 2025, 
https://iga.in.gov/legislative/2025/bills/senate/480/details; “HB 848,” Maryland General Assembly, enacted May 
20, 2025, https://mgaleg.maryland.gov/mgawebsite/Legislation/Details/HB0848?ys=2025RS.  
64 Leila Sullivan, Zeynep Celik, and Amy Killelea, “Prior Authorization Reform Heats Up,” Georgetown University 
Center on Health Insurance Reforms, December 17, 2025, https://chir.georgetown.edu/prior-authorization-reform-
heats-up/.  
65 “SB 480,” Indiana General Assembly.  
66 “AMA prior authorization physician survey,” American Medical Association, May 13, 2026, https://www.ama-
assn.org/practice-management/prior-authorization/ama-prior-authorization-physician-survey.  
67 Arizona, Delaware, Indiana, Maryland, Montana, Nebraska, and North Dakota. Leila Sullivan, Zeynep Celik, and 
Amy Killelea, “Prior Authorization Reform Heats Up.” 
68 Christine H. Monahan, Kennah Watts, Karen Handorf, and Kevin W. Lucia, “The Fair Pay, Fair Play TPA: A Proposal 
To Disrupt The Market For Health Plan Administration,” August 7, 2026, 
https://doi.org/10.1377/forefront.20260729.505151.  
69 Alaska, Arkansas, Colorado, Delaware, Indiana, Montana, Nebraska, North Dakota, and Virginia. Sullivan et al, 
“Prior Authorization Reform Heats Up.” 
70 Arkansas, Indiana, Montana, Nebraska, and North Dakota. Sullivan et al, “Prior Authorization Reform Heats Up.” 
71 Sullivan et al, “Prior Authorization Reform Heats Up.” 
72 Ibid. 
73 “HB 3459,” Texas Legislature, enacted on June 18, 2021, 
https://capitol.texas.gov/BillLookup/History.aspx?LegSess=87R&Bill=HB3459.  
74 “SB 306,” California General Assembly, enacted on October 6, 2025, 
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202520260SB306.  
75 “Seamless, Accountable and Fair: A Civil Rights Agenda for Reconstructing Insurance Affordability Programs,” 
Unidos US, July 16, 2026, https://unidosus.org/publications/seamless-accountable-and-fair-civil-rights-agenda-
reconstructing-insurance-affordability-programs/.  
76 “Reaching the Remaining Uninsured: An Evidence Review on Outreach and Enrollment,” Office of the Assistant 
Secretary for Planning and Evaluation, October 1, 2021, https://aspe.hhs.gov/reports/reaching-remaining-

 

https://www.milbank.org/publications/states-lead-efforts-to-increase-primary-care-spending/
https://oci.georgia.gov/press-releases/2026-01-12/commissioner-king-issues-nearly-25-million-fines-mental-health-parity
https://oci.georgia.gov/press-releases/2026-01-12/commissioner-king-issues-nearly-25-million-fines-mental-health-parity
https://www.dhcs.ca.gov/behavioral-health-network-adequacy-oversight-branch/
https://www.chcf.org/resource/californias-progress-toward-parity-mental-health-substance-use-disorder-services/
https://www.chcf.org/resource/californias-progress-toward-parity-mental-health-substance-use-disorder-services/
https://www.dhcs.ca.gov/news/california-takes-action-to-improve-timely-access-to-behavioral-health-care/
https://www.dhcs.ca.gov/news/california-takes-action-to-improve-timely-access-to-behavioral-health-care/
https://doi.colorado.gov/commercial-insurance-resources-for-behavioral-health-providers-in-colorado
https://doi.colorado.gov/commercial-insurance-resources-for-behavioral-health-providers-in-colorado
https://www.economicliberties.us/our-work/ban-prior-auth/
https://www.akleg.gov/basis/Bill/Detail/34?Root=SB+133
https://iga.in.gov/legislative/2025/bills/senate/480/details
https://mgaleg.maryland.gov/mgawebsite/Legislation/Details/HB0848?ys=2025RS
https://chir.georgetown.edu/prior-authorization-reform-heats-up/
https://chir.georgetown.edu/prior-authorization-reform-heats-up/
https://www.ama-assn.org/practice-management/prior-authorization/ama-prior-authorization-physician-survey
https://www.ama-assn.org/practice-management/prior-authorization/ama-prior-authorization-physician-survey
https://doi.org/10.1377/forefront.20260729.505151
https://capitol.texas.gov/BillLookup/History.aspx?LegSess=87R&Bill=HB3459
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202520260SB306
https://unidosus.org/publications/seamless-accountable-and-fair-civil-rights-agenda-reconstructing-insurance-affordability-programs/
https://unidosus.org/publications/seamless-accountable-and-fair-civil-rights-agenda-reconstructing-insurance-affordability-programs/
https://aspe.hhs.gov/reports/reaching-remaining-uninsured-outreach-enrollment


 

22 
 

 
uninsured-outreach-enrollment; Cheryl Fish-Parcham and Elisabeth Ryden Benjamin, “Congress Should Appropriate 
Funds for Consumer Assistance Programs in Every State,” Families USA, July 21, 2021, 
https://www.familiesusa.org/resources/congress-should-appropriate-funds-for-consumer-assistance-programs-in-
every-state/.  
77 Karen Pollitz, Jennifer Tolbert, Liz Hamel, and Audrey Kearney, “Consumer Assistance in Health Insurance: 
Evidence of Impact and Unmet Need,” KFF, August 7, 2020, https://www.kff.org/affordable-care-act/consumer-
assistance-in-health-insurance-evidence-of-impact-and-unmet-need/.  
78 Karen Pollitz, Jennifer Tolbert, and Maria Diaz, “Data Note: Changes in 2017 Federal Navigator Funding,” KFF, 
October 11, 2017, https://www.kff.org/affordable-care-act/data-note-changes-in-2017-federal-navigator-funding/; 
Kaye Pestaina, “A 90% Cut to the ACA Navigator Program,” KFF, February 14, 2025, https://www.kff.org/quick-
insights/a-90-cut-to-the-aca-navigator-program/.  
79 Karen Pollitz, Jennifer Tolbert, Liz Hamel, and Audrey Kearney, “Consumer Assistance in Health Insurance: 
Evidence of Impact and Unmet Need.” 
80 Tashi McQueen, “The Afro: Maryland’s Easy Enrollment program opens for 2026 health coverage,” Maryland 
Health Care for All, January 8, 2026, https://healthcareforall.com/the-afro-marylands-easy-enrollment-program-
opens-for-2026-health-coverage/.  
81 Ibid. 
82 Jason Levitis and Claire O’Brien, “Expanding Health Coverage through Marketplace Facilitated Enrollment 
Programs,” Urban Institute, December 12, 2023, https://www.urban.org/research/publication/expanding-health-
coverage-through-marketplace-facilitated-enrollment-programs.  
83 “S.2057 - Easy Enrollment in Health Care Act,” 119th Congress, accessed on October 1, 2026, 
https://www.congress.gov/bill/119th-congress/senate-bill/2057.  
84 Stanislav Ostrovskiy, “Strategies for Overcoming Interoperability Challenges in Medium Healthcare 
Organizations,” Edenlab, April 20, 2026, https://edenlab.io/blog/interoperability-strategy-healthcare-organizations.  
85 “H.B. 71,” Utah State Legislature, enacted March 17, 2026, https://le.utah.gov/~2026/bills/static/HB0071.html.  
86 Christina Jewett, “U.S. Health Officials Move Quickly to Deploy Medical A.I. Despite Concerns,” New York Times, 
September 14, 2026, https://www.nytimes.com/2026/09/14/health/ai-doctors-medicare-fda.html.  
87 Michelle M. Mello, Artem A. Trotsyuk, Abdoul Jalil Djiberou Mahamdou, and Danton Char, “The AI Arms Race In 
Health Insurance Utilization Review: Promises Of Efficiency And Risks Of Supercharged Flaws,” Health Affairs 45 
(1):6-13, January 6, 2026, https://doi.org/10.1377/hlthaff.2025.00897; Chris Birkmeyer, David Wennberg, Keith 
Kamons, and Luke Chalker, “Hospital Coding Intensity Analysis: Major Bowel Procedures,” BlueCross BlueShield 
Association, September 2026, https://www.bcbs.com/media/pdf/BCBSA-AI-Coding-Intensity-Whitepaper.pdf. 
88 “Ethics and governance of artificial intelligence for health,” World Health Organization, June 28, 2021, 
https://www.who.int/publications/i/item/9789240029200.  
89 Ibid. 
90 Ibid. 
91 Ibid. 
92 Ibid. 
93 “An Artificial Intelligence Code of Conduct for Health and Medicine: Essential Guidance for Aligned Action 
2025,” National Academy of Medicine, 2025, https://doi.org/10.17226/29087.  
94 “U.S. AI Law Tracker – All States,” Orrick, Herrington & Sutcliffe, accessed October 1, 2026, https://ai-law-
center.orrick.com/us-ai-law-tracker-see-all-states/.  
95 “45 CFR Part 180,” accessed October 1, 2026, https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-
E/part-180.  
96 “The Interim Semi-Annual Hospital Price Transparency Report (September 2025),” Patient Rights Advocate, 
September 2025, https://www.patientrightsadvocate.org/interim-semi-annual-hospital-price-transparency-report; 
Gary Claxton, Lynne Cotter, and Shameek Rakshit, “Challenges with effective price transparency analyses,” 
Peterson-KFF Health System Tracker, February 25, 2025, https://www.healthsystemtracker.org/brief/challenges-
with-effective-price-transparency-analyses/.  

 

https://aspe.hhs.gov/reports/reaching-remaining-uninsured-outreach-enrollment
https://www.familiesusa.org/resources/congress-should-appropriate-funds-for-consumer-assistance-programs-in-every-state/
https://www.familiesusa.org/resources/congress-should-appropriate-funds-for-consumer-assistance-programs-in-every-state/
https://www.kff.org/affordable-care-act/consumer-assistance-in-health-insurance-evidence-of-impact-and-unmet-need/
https://www.kff.org/affordable-care-act/consumer-assistance-in-health-insurance-evidence-of-impact-and-unmet-need/
https://www.kff.org/affordable-care-act/data-note-changes-in-2017-federal-navigator-funding/
https://www.kff.org/quick-insights/a-90-cut-to-the-aca-navigator-program/
https://www.kff.org/quick-insights/a-90-cut-to-the-aca-navigator-program/
https://healthcareforall.com/the-afro-marylands-easy-enrollment-program-opens-for-2026-health-coverage/
https://healthcareforall.com/the-afro-marylands-easy-enrollment-program-opens-for-2026-health-coverage/
https://www.urban.org/research/publication/expanding-health-coverage-through-marketplace-facilitated-enrollment-programs
https://www.urban.org/research/publication/expanding-health-coverage-through-marketplace-facilitated-enrollment-programs
https://www.congress.gov/bill/119th-congress/senate-bill/2057
https://edenlab.io/blog/interoperability-strategy-healthcare-organizations
https://le.utah.gov/~2026/bills/static/HB0071.html
https://www.nytimes.com/2026/09/14/health/ai-doctors-medicare-fda.html
https://doi.org/10.1377/hlthaff.2025.00897
https://www.bcbs.com/media/pdf/BCBSA-AI-Coding-Intensity-Whitepaper.pdf
https://www.who.int/publications/i/item/9789240029200
https://doi.org/10.17226/29087
https://ai-law-center.orrick.com/us-ai-law-tracker-see-all-states/
https://ai-law-center.orrick.com/us-ai-law-tracker-see-all-states/
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-E/part-180
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-E/part-180
https://www.patientrightsadvocate.org/interim-semi-annual-hospital-price-transparency-report
https://www.healthsystemtracker.org/brief/challenges-with-effective-price-transparency-analyses/
https://www.healthsystemtracker.org/brief/challenges-with-effective-price-transparency-analyses/


 

23 
 

 
97 Christopher M. Whaley and Ge Bai, “Health Care Price Transparency Legislation: How Can Congress Help 
Employers And Workers?” Health Affairs Forefront, September 8, 2023, 
https://doi.org/10.1377/forefront.20230906.594215.  
98 “Health Costs, Coverage and Delivery State Legislation,” National Conference of State Legislatures, accessed 
October 1, 2026, 
https://app.powerbi.com/view?r=eyJrIjoiNDNlNTJjNzItNjQyNS00NjVmLTk4MjItZDYzZjBlNTQ0ZDA2IiwidCI6IjM4Mm
ZiOGIwLTRkYzMtNDEwNy04MGJkLTM1OTViMjQzMmZhZSIsImMiOjZ9; “The Interim Semi-Annual Hospital Price 
Transparency Report (September 2025),” Patient Rights Advocate. 
99 “S.2355 - Patients Deserve Price Tags Act,” 119th Congress, accessed on October 1, 2026, 
https://www.congress.gov/bill/119th-congress/senate-bill/2355.  
100 “H.R.5378 - Lower Costs, More Transparency Act,” 118th Congress, accessed on October 1, 2026, 
https://www.congress.gov/bill/118th-congress/house-bill/5378. “H.R.9393 - Lower Costs, More Transparency Act 
of 2026,” 119th Congress, accessed on October 1, 2026, https://www.congress.gov/bill/119th-congress/house-
bill/9393.  
101 Matthew Fiedler and Christen Linke Young, “Federal policy options to realize the potential of APCDs,” Brookings 
Institution, October 23, 2020, https://www.brookings.edu/articles/federal-policy-options-to-realize-the-potential-
of-apcds/.  
102 Ibid. 
103 Ibid. 
104 Options for Reducing the Deficit: 2025 to 2034 (Congressional Budget Office, December 2024), 
https://www.cbo.gov/system/files/2024-12/60557-budget-options.pdf. 
105 Erin C. Fuse Brown, Travis C. Williams, Roslyn C. Murray, David J Meyers, and Andrew M. Ryan, “Legislative and 
Regulatory Options for Improving Medicare Advantage,” Journal of Health Politics, Policy and Law 48 (6):919-950, 
December 1, 2023, https://doi.org/10.1215/03616878-10852628; Michael E. Chernew, J. Michael McWilliams, and 
Shivani A. Shah, “The Case for Administrative Benchmarks (and Some Challenges),” NEJM Catalyst Innovations in 
Care Delivery 4 (10), September 2023, https://catalyst.nejm.org/doi/full/10.1056/CAT.23.0194. 
106 Robert A. Berenson and Laura Skopec, “The Medicare Advantage Quality Bonus Program: New Ideas and New 
Conversations,” Urban Institute, March 1, 2024, https://www.urban.org/research/publication/medicare-advantage-
quality-bonus-program-new-ideas-and-new-conversations; Robert A. Berenson, Bowen Garrett, and Adele Shartzer, 
“Understanding Medicare Advantage Payment,” Urban Institute, September 27, 2022, 
https://www.urban.org/research/publication/understanding-medicare-advantage-payment.  
107 David J. Meyers, Center for Advancing Health Policy Through Research, Brown University School of Public Health, 
to Chiquita Brooks-LaSure, Centers for Medicare & Medicaid Services, “RE: Comments on the Request for 
Information (RFI) Seeking Input on Medicare Advantage Data (CMS-4207-NC),” March 24, 2024, 
https://cahpr.sph.brown.edu/sites/default/files/documents/Brown_CAHPR_CMS_MA_Data_RFI.pdf; Rooke-Ley, 
Medicare Advantage and Vertical Consolidation; Richard G. Frank and Conrad Milhaupt, “Related Businesses and 
Preservation of Medicare’s Medical Loss Ratio Rules,” Brookings, June 29, 2023, 
https://www.brookings.edu/articles/related-businesses-and-preservation-of-medicares-medical-loss-ratio-rules/.  
108 “S.3822 - Break Up Big Medicine Act,” 119th Congress, accessed October 2, 2026, 
https://www.congress.gov/bill/119th-congress/senate-bill/3822/.  
109 “2025 APM Measurement,” AHIP. 
110 Ibid. 
111 Kevin Grumbach, Deborah J. Cohen, Stephanie B. Gold, Rebecca S. Etz, Lauren S. Hughes, Robert L. Phillips, 
Andrew Bazemore, Elisabeth Wilson, and Russell S. Phillips, “A Framework for Evaluating Primary Care Investment,” 
Milbank Memorial Fund, March 30, 2026, https://www.milbank.org/2026/03/a-framework-for-evaluating-primary-
care-investment/.  
112 “Share of Private-Sector Enrollees Enrolled in Self-Insured Plans,” KFF, accessed October 1, 2026, 
https://www.kff.org/state-health-policy-data/state-indicator/share-of-private-sector-enrollees-enrolled-in-self-
insured-plans/.  

 

https://doi.org/10.1377/forefront.20230906.594215
https://app.powerbi.com/view?r=eyJrIjoiNDNlNTJjNzItNjQyNS00NjVmLTk4MjItZDYzZjBlNTQ0ZDA2IiwidCI6IjM4MmZiOGIwLTRkYzMtNDEwNy04MGJkLTM1OTViMjQzMmZhZSIsImMiOjZ9
https://app.powerbi.com/view?r=eyJrIjoiNDNlNTJjNzItNjQyNS00NjVmLTk4MjItZDYzZjBlNTQ0ZDA2IiwidCI6IjM4MmZiOGIwLTRkYzMtNDEwNy04MGJkLTM1OTViMjQzMmZhZSIsImMiOjZ9
https://www.congress.gov/bill/119th-congress/senate-bill/2355
https://www.congress.gov/bill/118th-congress/house-bill/5378
https://www.congress.gov/bill/119th-congress/house-bill/9393
https://www.congress.gov/bill/119th-congress/house-bill/9393
https://www.brookings.edu/articles/federal-policy-options-to-realize-the-potential-of-apcds/
https://www.brookings.edu/articles/federal-policy-options-to-realize-the-potential-of-apcds/
https://www.cbo.gov/system/files/2024-12/60557-budget-options.pdf
https://doi.org/10.1215/03616878-10852628
https://catalyst.nejm.org/doi/full/10.1056/CAT.23.0194
https://www.urban.org/research/publication/medicare-advantage-quality-bonus-program-new-ideas-and-new-conversations
https://www.urban.org/research/publication/medicare-advantage-quality-bonus-program-new-ideas-and-new-conversations
https://www.urban.org/research/publication/understanding-medicare-advantage-payment
https://cahpr.sph.brown.edu/sites/default/files/documents/Brown_CAHPR_CMS_MA_Data_RFI.pdf
https://www.brookings.edu/articles/related-businesses-and-preservation-of-medicares-medical-loss-ratio-rules/
https://www.congress.gov/bill/119th-congress/senate-bill/3822/
https://www.milbank.org/2026/03/a-framework-for-evaluating-primary-care-investment/
https://www.milbank.org/2026/03/a-framework-for-evaluating-primary-care-investment/
https://www.kff.org/state-health-policy-data/state-indicator/share-of-private-sector-enrollees-enrolled-in-self-insured-plans/
https://www.kff.org/state-health-policy-data/state-indicator/share-of-private-sector-enrollees-enrolled-in-self-insured-plans/


 

24 
 

 
113 “Section 1332: State Innovation Waivers,” Centers for Medicare and Medicaid Services, accessed October 1, 
2026, https://www.cms.gov/marketplace/states/section-1332-state-innovation-waivers.  
114 Cindy Mann and Adam Striar, “How Differences in Medicaid, Medicare, and Commercial Health Insurance 
Payment Rates Impact Access, Health Equity, and Cost,” Commonwealth Fund, August 17, 2022, 
https://doi.org/10.26099/c71g-3225.  
115 Jamila Taylor and Thomas Waldrop, “States Must Prioritize Health Equity as They Expand Coverage through 
Public Options,” The Century Foundation, September 8, 2022, https://tcf.org/content/report/states-must-prioritize-
health-equity-as-they-expand-coverage-through-public-options/.  
116 “SB 5526,” Washington State Legislature, enacted on May 13, 2019, 
https://app.leg.wa.gov/billsummary?Year=2019&BillNumber=5526.  
117 “HB21-1232,” Colorado General Assembly, enacted on June 16, 2021, https://leg.colorado.gov/bills/hb21-1232.  
118 “SB 420,” Nevada Legislature, enacted on June 9, 2021, 
https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8151/Overview.  
119 “2026 Spring Enrollment Report,” Washington Health Benefit Exchange. 
120 “Colorado Option is Reducing Hospital Prices and Saving Coloradans Money,” Colorado Division of Insurance, 
September 1, 2026, https://doi.colorado.gov/news-releases-consumer-advisories/colorado-option-is-reducing-
hospital-prices-and-saving-coloradans.  
121 “2026 Spring Enrollment Report,” Washington Health Benefit Exchange. 
122 “Plan Year 2026 Open Enrollment Report,” Connect for Health Colorado, April 24, 2026, 
https://connectforhealthco.com/our-2026-open-enrollment-report-is-live/.  

https://www.cms.gov/marketplace/states/section-1332-state-innovation-waivers
https://doi.org/10.26099/c71g-3225
https://tcf.org/content/report/states-must-prioritize-health-equity-as-they-expand-coverage-through-public-options/
https://tcf.org/content/report/states-must-prioritize-health-equity-as-they-expand-coverage-through-public-options/
https://app.leg.wa.gov/billsummary?Year=2019&BillNumber=5526
https://leg.colorado.gov/bills/hb21-1232
https://www.leg.state.nv.us/App/NELIS/REL/81st2021/Bill/8151/Overview
https://doi.colorado.gov/news-releases-consumer-advisories/colorado-option-is-reducing-hospital-prices-and-saving-coloradans
https://doi.colorado.gov/news-releases-consumer-advisories/colorado-option-is-reducing-hospital-prices-and-saving-coloradans
https://connectforhealthco.com/our-2026-open-enrollment-report-is-live/

