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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
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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).
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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]Jow-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
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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,
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Jan K. Carney, MD, MACP
President
American College of Physicians
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