
 
 
 
 
 

 

July 14, 2026 
 
Robert F. Kennedy, Jr.   
Secretary   
U.S. Department of Health and Human Services  
200 Independence Ave., S.W.  
Washington, D.C. 20201  
  
Re: Request for Information; Comprehensive Review of the Essential Health Benefits 
Framework and Typical Employer Plan Standard  
  
Dear Secretary Kennedy,  
  
The American College of Physicians (ACP) appreciates the opportunity to comment on the 
Request for Information; Comprehensive Review of the Essential Health Benefits Framework 
and Typical Employer Plan Standard proposed rule. The American College of Physicians is the 
largest medical specialty organization and the second-largest physician group in the United 
States. ACP members include 163,000 internal medicine physicians, related subspecialists, and 
medical students. Internal medicine physicians are specialists who apply scientific knowledge 
and clinical expertise to the diagnosis, treatment, and compassionate care of adults across the 
spectrum from health to complex illness.   
  
The 2026 plan year has been a challenging one for patients enrolled in Affordable Care 
Act (ACA) Health Insurance Marketplace plans. According to a June 2026 report, effectuated 
enrollment in the ACA Health Insurance Marketplace decreased by 13% between 2025 and 
2026 (1). Although a portion of enrollment decline may be the result of efforts to prevent 
unscrupulous activity by commission-seeking brokers and agents, a major factor 
is the expiration of the enhanced premium tax credits (2) which made coverage 
unaffordable for many enrollees. Those who remained enrolled in marketplace-based coverage 
migrated to health plans with higher cost-sharing and lower premiums (3). Affordability 
challenges may continue in plan year 2027. According to rate filings from 77 insurers in 16 
states and the District of Columbia, median proposed premiums will increase by 14% (4). 
Insurers attribute premium growth to the rising cost of health care services and prescription 
drugs, the expiration of enhanced premiums tax credits which affected risk pool morbidity as 
healthier enrollees exited the marketplace, and other factors.    
  
The number of underinsured – that is, insured people who have difficulty affording health care 
– continues to rise as patients continue to take on more of the financial responsibility for their 



 

health care. A 2024 survey found that 23% of U.S. working age adults with year-round 
coverage were underinsured, including 14% enrolled in individual market coverage (5). The 
underinsurance problem extends to the employer-based coverage market. Forty-five percent of 
employers report their employees had moderate or high levels of concern about cost sharing in 
2025 (6).  
  
ACP strongly supports the requirement that all qualified health plans (QHP) provide an Essential 
Health Benefit package equal to the scope of benefits provided under a typical employer plan. 
Our comments provide recommendations on how the EHB framework can be improved to 
ensure comprehensive coverage, promote evidence-based care that reflects clinical 
guidance, address social drivers of health, and protect patients from exposure to high cost-
sharing that discourages receipt of medically necessary care.  
 
In addition, ACP recommends that the EHB package emphasize high-value care, preferably 
based on regularly updated recommendations from an independent expert panel that 
includes the public, patient advocates, physicians, economists, health services researchers, 
and others with expertise. The existing benchmark-based approach has led to wide variation 
in EHB packages among states. A robust, comprehensive national benefit standard should be 
explored. We encourage the department to revisit the Institute of Medicine’s (IOM), now called 
the National Academy of Medicine, report on EHB development released in September 2011 
(7). The report encouraged the department to consider population health needs, be evidence-
based, emphasize the judicious use of resources, and improve value and performance. To 
achieve this, IOM recommended that benefits be based on an annually updated premium 
target and be continuously updated using a public process that considered cost, the evidence 
base, and value. A national benefits advisory council and the public would provide input.   
  
Question 1.1 (Typical Employer Plan)  
  
ACP believes states must select a benchmark plan with a benefit package that provides a 
robust, comprehensive set of benefits. Self-insured plans are exempt 
from state health insurance laws and EHB coverage requirements and vary widely 
in benefit generosity and scope. Some small employers have sought to avoid providing ACA-
compliant, comprehensive health coverage to their employees by offering self-funded 
coverage paired with stop-loss insurance (8). We urge caution in considering basing the “typical 
employer plan” definition on self-funded plans or other coverage that is not required to abide 
by the ACA’s strong benefit and consumer protections.   
  
Question 3.3 (Coverage and Affordability Tradeoffs)  
  
What data or empirical evidence should inform assessments of tradeoffs between an expanded 
scope of benefits and potential offsets elsewhere in plan design (for example, changes in cost-
sharing or coverage limitations) relative to a typical employer plan.  
  
Underinsurance creates a barrier to care that may impact health outcomes, including skipping 
prescribed medications or foregoing or delaying needed health care over cost concerns (9,10). 



 

Reducing cost-sharing for high-value services lowers enrollee exposure to high costs. To ensure 
access to essential care and moderate costs within actuarial value guardrails, ACP believes that 
the EHB should discourage low-value care and promote high-value care that reflects clinical 
guidelines. According to MedPAC, “[L]ow-value care has the potential to harm patients by 
exposing them to the risks of injury from inappropriate tests or procedures and may lead to a 
cascade of additional services that contain risks but provide little or no benefit” (11). Value-
based insurance design (VBID), where high-value services are covered a zero or low-cost 
sharing, should be incorporated in EHB design to ensure benefit tradeoffs are clinically 
based. For example, North Dakota limited cost-sharing for covered insulin and insulin-related 
supplies to address affordability concerns (12).    
  
Question 4.2 (Factors Informing Scope of Benefits Included as EHB)  
  
What factors should CMS consider when evaluating benefits included as EHB considering the 
evolution of health care delivery, clinical standards of care, and statutory requirements related 
to a typical employer plan?   
  
EHB packages (including utilization management policies) should be regularly evaluated 
and updated based on guidelines, guidance, and clinical recommendations. For 
example, ACP’s living clinical guideline “Pharmacologic Treatments With Lifestyle Modifications 
in Nonpregnant Adults With Overweight or Obesity in Outpatient Settings” should provide an 
evidence-based framework for coverage policies for patients receiving such care. California 
requires that coverage determinations for the primary diagnosis of a substance use disorder in 
adults must be compliant with the American Society of Addiction Medicine’s ASAM 
Criteria (13).  
  
We encourage the department to provide financial resources and technical support 
to assist states in updating EHB benchmarks to reflect evidence-based medical advances 
through a transparent process that is free from political interference or conflicts of interest.   
 
Question 4.5 (Preventive and Wellness Services, Behavioral Health Services, Chronic Disease 
Management, and Health Outcomes)  
 
How do current EHB policies support coverage of preventive and wellness services, behavioral 
health services, and chronic disease management and how should CMS or States evaluate the 
role of such services in improving health outcomes and influencing long-term affordability when 
determining the scope of benefits included as EHB?  
  
Prior to the ACA, many individual market plans did not cover behavioral health services, 
maternity care, or prescription drugs. Policy decisions that eroded ACA protections, including 
expansion of access to short-term limited duration plans that are not obligated to cover the 
EHB, contributed to coverage declines for patients with chronic disease (14). An EHB with 
robust prevention and wellness, primary care, prescription drug, and behavioral 
health coverage is crucial to tamping down on health costs and preventing and managing 
disease. ACP also supports strong clinician network adequacy requirements and clinician 



 

directory oversight to ensure patients have timely access to primary care and specialty 
physicians. 
  
Health plans operating in the ACA Marketplace must increase investment in preventive and 
primary care, including chronic disease management. Primary care is associated with lower 
health expenditures, increased patient satisfaction, reduced hospitalizations, and lower 
mortality (15). However, a 2020 report found that preventive and primary care accounted for 
just 7% of the EHB premium share for a single, 40-year-old enrollee (16). The Centers for 
Medicare and Medicaid Services must take a more active role in ensuring health plans are 
investing in primary care, preventive and wellness services. State-based Health Insurance 
Marketplaces are strengthening value-based care through active 
purchasing strategies. California’s Health Care Affordability Board established a benchmark 
directing health plans to invest 15% of health care spending to primary care by 2034 and 
several QHPs have made progress in adopting value-based payment models (17,18). Access 
to mental health and substance use disorder services can be broadened through the 
Collaborative Care Model and other treatment approaches that integrate behavioral health 
services into the primary care setting.   
  
The benefit package must ensure that QHPs provide services that reflect a high-value standard 
of care. For example, coverage for diabetes services must provide for self-management, 
education, and support; continuous glucose monitors and automated insulin delivery systems; 
as well as an opportunity to access innovative technology with a burgeoning evidence base 
(19). EHBs should also incorporate services designed to address social drivers of health, 
including evidence-based housing and nutrition supports, that contribute to chronic disease 
management.   
  
Medical management policies pose a major barrier to care for patients and add to the daunting 
administrative burden physicians face every day. Utilization management should be strictly 
regulated and regularly scrutinized. If utilization management practices like prior authorization 
are used, they must only encourage high-value, evidence-based, and patient-centered care by 
reducing use of low-value medical procedures, medications, and other treatments that have a 
consistent pattern of overutilization, have no clear medical indications for use, or pose 
significant medical or financial risk to the patient, and not to restrict appropriate, routine care.   
Step therapy or fail-first policies seek to contain costs by requiring patients to use generic or 
lower-priced brand-name medications on the formulary before the patient can progress to the 
prescribed, and usually more expensive, medication. If step therapy policies are used by QHPs, 
they should aim to minimize care disruption, harm, side effects, and risks to the patient and be 
designed with patients at the center, considering their unique needs and preferences (20).  
  
Thank you for considering our comments. Please contact Ryan Crowley, Manager, Health Policy, 
at rcrowley@acponline.org if you have questions or comments.   
  
Sincerely,   

mailto:rcrowley@acponline.org


 

 
Jan K. Carney, MD, MACP  
President  
American College of Physicians   
 
 

1 Nelson P, Malani A, Colleran J, et al. ACA Exchange Enrollment in 2026. Office of the Assistant Secretary for 
Planning and Evaluation. June 26, 2026. Accessed at https://aspe.hhs.gov/reports/aca-exchange-enrollment-
2026 
2 Cox C. ACA Marketplace Enrollment is Down By 3 Million After Big Jump in Premium Payments. June 29, 2026. 
Accessed at https://www.kff.org/quick-insights/aca-marketplace-enrollment-is-down-by-3-million-after-big-jump-
in-premium-payments/ 
3 KFF. The Average Marketplace Deductible Grew by About $1,000 Per Person in 2026, With More Enrollees 
Shifting to Higher Deductible Plans as Enhanced Tax Credits Expired. May 19, 2026. Accessed at 
https://www.kff.org/affordable-care-act/the-average-marketplace-deductible-grew-by-about-1000-per-person-in-
2026-with-more-enrollees-shifting-to-higher-deductible-plans-as-enhanced-tax-credits-expired/ 
4 McGough M, Ortailza J, Ferguson A, et al. How much and why ACA Marketplace premiums are going up in 2027. 
Peterson-KFF Health System Tracker. July 8, 2026. https://www.healthsystemtracker.org/brief/how-much-and-
why-aca-marketplace-premiums-are-going-up-in-
2027/#Distribution%20of%20proposed%202027%20rate%20changes%20among%2077%20ACA%20Marketplace%
20insurers 
5 Collins SR and Gupta A. The State of Health Insurance Coverage in the U.S.: Findings from the Commonwealth 
Fund 2024 Biennial Health Insurance Survey. Commonwealth Fund. 21 November 2024. Accessed 
at https://www.commonwealthfund.org/publications/surveys/2024/nov/state-health-insurance-coverage-us-
2024-biennial-survey 
6  Claxton G, Rae M, Damico A, et al. Health Benefits in 2025: Family Premiums Rise 6 Percent, Large Employers 
Increase Coverage of GLP-1s For Weight Loss. Health Aff (Millwood). 2025;44(11).  
7 Ulmer C, Ball J, McGlynn E, et al. (eds.) Essential Health Benefits: Balancing Coverage and Cost.  Washington, DC: 
The National Academies Press; 2012. Accessed at https://www.nationalacademies.org/read/13234 
8 Employee Benefit Research Institute. New Research Finds Increasing Number of Self-Insured Health Plans in Small 
and Medium-Sized Businesses but a Decreasing Number in Large Companies Since Passage of the Affordable Care 
Act of 2010. August 29, 2024. Accessed at https://www.ebri.org/docs/default-source/ebri-press-release/pr-1362-
selfinsurance-29aug24.pdf?sfvrsn=f1d9072f_1 
9 Collins SR and Gupta A. The State of Health Insurance Coverage in the U.S.: Findings from the Commonwealth 
Fund 2024 Biennial Health Insurance Survey. Commonwealth Fund. 21 November 2024. Accessed 
at https://www.commonwealthfund.org/publications/surveys/2024/nov/state-health-insurance-coverage-us-
2024-biennial-survey 
10 Sparks G, Lopes L, Montero A, et al. Americans’ Challenges with Health Care Costs. KFF. 30 April 2026. Accessed 
at https://www.kff.org/health-costs/americans-challenges-with-health-care-costs/ 
11 Medpac. Report to Congress: Medicare and the Health Care Delivery System. June 2018. Accessed at 
https://www.medpac.gov/wp-content/uploads/import_data/scrape_files/docs/default-
source/reports/jun18_ch10_medpacreport_sec.pdf 
12 Pogue S, Raimugia V, Giovannelli J, et al. Enhancing Essentila Health Benefits: How States Are Updating 
Benchmark Plans to Improve Coverage. Commonwealth Fund. November 24, 2024. Accessed at 
https://www.commonwealthfund.org/publications/issue-briefs/2024/nov/enhancing-essential-health-benefits-
states-updating-benchmark-plans  
13 Office of California Insurance Commissioner. Enactment of Senate Bill 855 – submission of health insurance 
policies for compliance review. 10 December 2020. Accessed at www.insurance.ca.gov/0250-insurers/0300-

https://aspe.hhs.gov/reports/aca-exchange-enrollment-2026
https://aspe.hhs.gov/reports/aca-exchange-enrollment-2026
http://www.insurance.ca.gov/0250-insurers/0300-insurers/0200-bulletins/bulletin-notices-commiss-opinion/upload/Notice-to-Health-Insurers-re-Requirements-of-Senate-Bill-855.pdf


 

insurers/0200-bulletins/bulletin-notices-commiss-opinion/upload/Notice-to-Health-Insurers-re-Requirements-of-
Senate-Bill-855.pdf 
14 Myerson R, Crawford S. Coverage for Adults With Chronic Disease Under the First 5 Years of the Affordable Care 
Act. Med Care. 2020 Oct;58(10):861-866. doi: 10.1097/MLR.0000000000001370. PMID: 32732785; PMCID: 
PMC7641181. 
15 Koller CF. Getting More Primary Care-Oriented: Measuring Primary Care Spending. Millbank Memorial Fund. July 
31 2017. Accessed at https://www.milbank.org/2017/07/getting-primary-care-oriented-measuring-primary-care-
spending/ 
16 Blumberg LJ and Banthin J. The Implications of Eliminating Essential Health Benefits: An Update. Urban Institute 
November 2020. Accessed at 
https://collections.nlm.nih.gov/master/borndig/9918266093606676/9918266093606676.pdf 
17 California Department of Health Care Access and Information. California Sets Benchmarks for Primary Care 
Investment to Promote High-Quality, Equitable Health Care. October 22, 2024. Accessed at 
https://hcai.ca.gov/california-sets-benchmarks-for-primary-care-investment-to-promote-high-quality-equitable-
health-care/ 
18 Covered California. Released Year 2024 (RY2024) Plan-Reported Data and Contract Compliance: Plan 
Performance Report. Accessed at https://hbex.coveredca.com/data-research/plan-performance-
reports/2024/Release%20Year%202024%20PPR%20-%20Plan-Reported%20and%20Contract%20Compliance.pdf 
19 Georgetown Center on Health Insurance Reforms. Diabetes Considerations for Essential Health Benefits (EHB) 
Request for Information (RFI). July 1, 2026. Accessed at 
https://georgetown.app.box.com/s/rxtj8o6uom3nnllepu46on3f4t9ci89y 
20 Joy S, Mire RD; Medical Practice and Quality Committee of the American College of Physicians. Mitigating the 
negative impact of step therapy policies and nonmedical switching of prescription drugs on patient safety. 
American College of Physicians. 2020. Accessed at www.acponline.org/sites/default/files/acp-policy-
library/policies/step_therapy_nonmedical_switching_prescription_drugs_policy_2020.pdf  
 

 
 

http://www.insurance.ca.gov/0250-insurers/0300-insurers/0200-bulletins/bulletin-notices-commiss-opinion/upload/Notice-to-Health-Insurers-re-Requirements-of-Senate-Bill-855.pdf
http://www.insurance.ca.gov/0250-insurers/0300-insurers/0200-bulletins/bulletin-notices-commiss-opinion/upload/Notice-to-Health-Insurers-re-Requirements-of-Senate-Bill-855.pdf
http://www.acponline.org/sites/default/files/acp-policy-library/policies/step_therapy_nonmedical_switching_prescription_drugs_policy_2020.pdf
http://www.acponline.org/sites/default/files/acp-policy-library/policies/step_therapy_nonmedical_switching_prescription_drugs_policy_2020.pdf

