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October 2, 2026

The Honorable Ron Wyden
Ranking Member

Senate Finance Committee
U.S. Senate

Washington, DC 20510

Dear Ranking Member Wyden:

On behalf of the AAMC (Association of American Medical Colleges)' I write to share our response to
your request for information entitled “Health Coverage That Works for Everyone.” We appreciated the
conversation that we had with committee staff this past spring, and we are pleased that you and your staff
are continuing to explore this crucial issue. We welcome the opportunity to continue to provide
constructive feedback as you develop legislative proposals.

As a reminder, AAMC-member health systems and teaching hospitals serve as critical safety nets for their
communities, providing a disproportionate share of complex, specialized, and uncompensated care while
training the next generation of physicians and other health professionals. Our members maintain the vast
majority of the nation’s critical standby capacity, including trauma centers, burn units, and neonatal and
pediatric intensive care units, and provide highly specialized services such as oncology care, transplant
surgery, and treatment for rare and complex conditions that are frequently unavailable in other settings.
AAMC-member health systems and teaching hospitals have median uncompensated care costs of $39
million, more than 17 times that of non-teaching hospitals.?

These commitments are increasingly difficult to sustain. Our members continue to grapple with historic
workforce shortages, unprecedented capacity challenges, supply chain disruptions, rampant inflation, and
rising labor costs, alongside inadequate reimbursement from payers. AAMC-member health systems and
teaching hospitals experience Medicare margins that average -18.2 percent. At the same time, the
expiration of the enhanced premium tax credits at the end of 2025, coverage and eligibility restrictions
enacted in the One Big Beautiful Bill Act (P.L. 119-21), and recent federal rulemaking are together

! Established in 1876, the AAMC is a nonprofit association dedicated to improving the health of people everywhere
through medical education, clinical care, biomedical research, and community collaborations. Its members are all
163 U.S. medical schools accredited by the Liaison Committee on Medical Education; 12 Canadian medical schools
accredited by the Committee on Accreditation of Canadian Medical Schools; more than 400 academic health
systems and teaching hospitals; and more than 70 academic societies. The AAMC also collaborates with the
Department of Veterans Affairs (VA) and VA medical centers through their academic affiliations with AAMC-
member institutions. Through these institutions and organizations, the AAMC leads and serves America’s medical
schools, academic health systems and teaching hospitals, and the millions of individuals across academic medicine,
including more than 220,000 full-time faculty members, 100,000 medical students, 167,000 resident physicians, and
60,000 graduate students and postdoctoral researchers in the biomedical sciences. Through the Alliance of
Academic Health Centers International, AAMC membership reaches more than 60 international academic health
centers throughout five regional offices across the globe.

2 Notes: Data reflect short-term, general, nonfederal hospitals. Data for AAMC-member teaching hospitals reflect
integrated and independent AAMC members. Charity care is defined as care provided without the expectation of
payment. Excludes hospital’s bad debt and is measured in terms of costs, not charges. Source: AAMC analysis of a
special tabulation using FY2024 American Hospital Association Annual Survey Database. AAMC membership
data, December 2025.
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projected to produce substantial increases in the number of uninsured and underinsured patients, which
will further compound the uncompensated care burden already facing our members. As these coverage
losses materialize, additional restrictions on the 340B Drug Pricing Program and reductions in Medicaid
supplemental payments will place an even greater strain on safety-net providers. Taken together, these
converging pressures threaten to create a perfect storm for academic health systems and teaching
hospitals, at a time when the nation’s need for the unique, high-quality care they provide has never been
greater.

While academic health systems and teaching hospitals work to preserve these missions, other parts of the
health care ecosystem are not similarly constrained. The largest commercial health insurers continue to
post tens of billions of dollars in annual profits while our members report persistent patterns of delayed
and denied payments, retroactive denials, narrow networks, and inadequate reimbursement. The
administrative burden that prior authorization and related utilization management practices impose on
academic health systems, teaching hospitals, and faculty practices is substantial, in many cases requiring
our members to employ entire administrative teams dedicated solely to managing prior authorization
workflows and payment disputes, diverting resources that could otherwise support their core patient care,
education and training, research, and community collaboration missions.

We share your sincere interest and commitment to advancing reforms that make coverage easier to obtain
and easier to use, that ensure premium dollars are directed toward patient care rather than corporate profit,
and that eliminate administrative barriers interposed between patients and clinically necessary care. We
are particularly supportive of restoring the enhanced premium tax credits and reversing enrollment
barriers that make it harder for eligible people to get and keep coverage; strengthening network adequacy
so patients retain access to specialized care; reforming prior authorization and establishing enforceable
prompt payment standards; and reforming the Medical Loss Ratio to close the loopholes that allow
insurers to grow profits.

Below, we respond to the questions posed in your request for information:

SECTION 1: Reversing Republican Cuts and Reimagining a Better Path

1. Ensuring that people can easily enroll in and afford coverage that meets their needs

The AAMC is deeply concerned by recent federal policy actions that threaten to undermine access to
quality and affordable health insurance coverage. The One Big Beautiful Bill Act (P.L. 119-21), which
included unprecedented and historic cuts to the Medicaid program, combined with new restrictions on the
Affordable Care Act (ACA) Marketplace Exchange, is projected to increase the number of uninsured
individuals by 10 million in 2034. Furthermore, the expiration of the enhanced premium tax credits at the
end of 2025 is expected to result in a loss of coverage for 4.8 million people in 2026. The AAMC is
alarmed by the potential cascading impacts of these coverage losses on our health care system, and in
particular, academic health systems and teaching hospitals. Our member institutions serve a critical role in
the health care safety net, caring for all patients, regardless of their coverage status or ability to pay. This
commitment to care is reflected in the data — AAMC-member health systems and teaching hospitals report
median uncompensated care costs of $39 million, more than 17 times greater than non-teaching
hospitals.® As documented above, our member institutions already face serious financial challenges,

3 Notes: Data reflect short-term, general, nonfederal hospitals. Data for AAMC-member teaching hospitals reflect
integrated and independent AAMC members. Charity care is defined as care provided without the expectation of
payment. Excludes hospital’s bad debt and is measured in terms of costs, not charges. Source: AAMC analysis of a
special tabulation using FY2024 American Hospital Association Annual Survey Database. AAMC membership
data, December 2025.
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which will be further exacerbated by projected coverage losses and a concomitant increase in
uncompensated care costs nationwide. For these reasons, we support efforts to expand and maintain
access to affordable coverage, without compromising on the quality of said coverage.

The 2025 expiration of the enhanced premium tax credits provided by the American Rescue Plan Act (P.L.
117-2) has significantly disrupted the ACA Marketplace Exchange, causing large premium increases and
coverage losses. A recent survey of returning ACA Marketplace enrollees found that four in ten report that
their monthly premiums are “a lot higher” following the expiration of the subsidies, and one in six say
that they are not confident that they will be able to afford their premiums.* Rising premiums have forced
some enrollees to make tough decisions, such as switching into a less comprehensive plan or dropping
coverage altogether. This is particularly true for younger, healthier enrollees, who continue to be driven
out of the Marketplace, resulting in a risk pool that is sicker and more expensive to insure, on average.
These cost pressures are expected to continue to rise, with insurers proposing a median increase of 14%
for 2027.° To stabilize the ACA Marketplace and prevent further coverage losses, the AAMC urges
Congress to restore the enhanced premium tax credits.

In some cases, we have seen the Trump administration attempt to address these affordability challenges
by promoting alternative options that are less protective of consumers and loosening regulatory
requirements for plans offered on the ACA Marketplace Exchange, in the name of promoting consumer
choice and plan innovation and competition. Notably, the 2027 Notice of Benefit and Payment Parameters
final rule includes several such policies:

e Promoting Non-Network Plans: The final rule would allow for the use of so-called “non-
network” plans as qualified health plans, beginning in the 2028 plan year. Unlike traditional
health insurance, non-network plans do not contract with providers for specific negotiated rates
on a specific set of services. Rather, a non-network plan will set a fixed benefit amount for each
covered service, placing the onus on the consumer to identify a provider who will accept this rate.
If the benefit amount is insufficient to cover the cost of providing care, providers are not required
to accept this amount as payment in full, leaving consumers susceptible to surprise out-of-pocket
costs or balance bills. It is unreasonable to expect the average consumer to understand and
navigate the complexities presented by non-network plans, and furthermore, these plans do
nothing to make health care more affordable. Therefore, these plans should not be offered as an
acceptable substitute for traditional health insurance coverage.

e Expanding Eligibility for Non-Comprehensive, Catastrophic Plans: The final rule would
expand eligibility for catastrophic plans, which offer low monthly premiums in exchange for very
high annual deductibles, to those over the age of thirty and extend hardship exemptions to
individuals who are ineligible for premium tax credits and cost-sharing reductions. In addition,
the rule would significantly increase the maximum allowable out-of-pocket costs for these plans,
increasing the financial burden placed on consumers. While catastrophic plans may appear an
affordable option on paper, in reality, they often leave consumers exposed to high health care
costs and dissuade patients from seeking medically necessary care, resulting in delayed care and
worse health outcomes. Furthermore, as premiums continue to rise, younger and healthier
individuals may select into these plans, creating instability in the risk pools for other, more

4 https://www.kff.org/public-opinion/kff-follow-up-survey-of-marketplace-enrollees-following-end-of-enhanced-
credits-half-of-marketplace-enrollees-now-say-costs-are-a-lot-higher-most-expect-to-cut-back-on-basic-household-
expenses/

5 https://www kff.org/affordable-care-act/in-preliminary-rate-filings-aca-marketplace-insurers-largely-propose-
double-digit-premium-increase-for-2027-following-a-steep-climb-this-year/
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comprehensive plan types, exposing sicker patients to higher costs. For these reasons,
catastrophic plans are not an acceptable substitute for comprehensive health insurance coverage
and therefore should continue to be offered only in limited circumstances.

e Relaxing Network Adequacy Standards: The final rule would remove quantitative time and
distance standards from network adequacy requirements for State-Based Exchanges and State-
based Exchanges on the Federal platform, instead deferring to states to demonstrate sufficient
access to providers for consumers enrolled in these plans. Removing these standards for these
plans may result in inconsistencies between plans that limit provider choice and reduce access to
care for consumers. The AAMC is particularly concerned that these relaxed requirements will
result in narrower networks that systematically exclude teaching hospitals and physicians
affiliated with academic health systems for being too “high cost,” despite the unique societal
benefits and specialized care that academic health systems provide.

As Senate Democrats consider policies to expand access to affordable health insurance, we urge you to
prioritize solutions that do not sacrifice the quality of coverage available to consumers. By promoting
inferior insurance products, such as non-network and catastrophic health plans, the Trump administration
may be exposing consumers to significant and unexpected health care costs. Although these plans often
appear more affordable because of their lower premiums, they frequently carry high deductibles, limited
provider access, and complex coverage terms that can leave enrollees underinsured when they need care
most. These risks are particularly acute for low-income individuals and those with limited health literacy,
who may face greater challenges in identifying coverage that meets their health care needs and financial
circumstances. Congress should rescind these harmful policies as part of a future package to address
health insurance affordability and access.

In addition to the 2027 Notice of Benefit and Payment Parameters final rule, the Trump administration
has indicated its continued interest in promoting short-term, limited-duration (STLD) insurance options.
As you know, STLD plans are intended to provide a short-term option for individuals who experience a
temporary lapse in coverage. These types of plans differ from traditional insurance because they are
exempt from many safeguards included in the ACA — they do not need to cover a core set of essential
health benefits, can reject applicants based on their health status or charge them a higher monthly
premium, can exclude coverage for pre-existing conditions, and are not subject to maximum cost-sharing
limits. These standards are designed to ensure that consumers enjoy a uniform level of protection and
coverage across health plans, and that insurers do not cut benefits or exclude vulnerable enrollees just to
reduce costs. Consumers may not be aware of these limitations when purchasing a STLD plan, leaving
them susceptible to surprise out-of-pocket expenses and medical debt. Because of STLD plans’ significant
limitations and lack of sufficient consumer protections, they are not an adequate substitute for ACA-
compliant plans and therefore, should only be offered to consumers in extremely limited circumstances.

In August 2025, the Departments of Labor, Health and Human Services, and the Treasury issued a
statement indicating their intention to undertake additional rulemaking related to the regulatory definition
of “short-term, limited-duration insurance.” Under the first Trump administration, these definitions were
expanded to permit STLD plans to offer coverage for up to one year and allow consumers to renew that
coverage for a total of up to 36 months. The AAMC opposed this policy, citing concerns that expanding
access to STLD plan offerings would subject consumers to a sub-par insurance product that leaves them
vulnerable to unexpected bills, while also destabilizing the non-group market and imposing higher
premium costs on sicker enrollees. The AAMC opposes efforts to expand STLD offerings and urges
Congress to protect consumers from these inferior and misleading plans, including by requiring
companies to educate enrollees about how their products differ from ACA-compliant health
insurance plans.


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
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While the Trump administration continues to promote sub-par and misleading insurance products, they
have also made it more difficult for consumers to access fair and impartial information about their
insurance options. In 2025, the Department of Health and Human Services announced a stark 90% cut to
the Navigator grant program, which is designed to provide consumers with information about their
coverage options under the ACA, Medicare, and Medicaid.® These cuts came at an inopportune time, as
the expiration of the enhanced premium tax credits, combined with the OBBBA’s new restrictions on
ACA eligibility and enrollment, threaten to confuse consumers and seriously disrupt the ACA
Marketplace Exchange. To address these challenges, the AAMC recommends that Congress restore
and enhance funding for the Navigator program, which would help consumers better understand
their coverage options, especially in rural and underserved communities. Furthermore, we
recommend that policymakers revisit and revise several policies included in the OBBBA, including the
prohibition on auto-renewals, new restrictions on financial assistance for consumers who enroll in
coverage via the low-income special enrollment period, and the denial of subsidized Marketplace
coverage for individuals who lose Medicaid coverage due to non-compliance with work requirements.
Addressing these harmful policies would help to make it easier for individuals to enroll in and maintain
coverage through the ACA Marketplace, ensuring continuity of coverage and care.

Related to Medicare Advantage (MA), in recent years the AAMC has voiced a number of concerns to
policymakers around the need to protect beneficiaries from misleading marketing practices and a need to
ensure substantial coverage.” Medicare Advantage plans present new opportunities for beneficiaries to
access supplemental benefits not offered in FFS and to manage healthcare costs. However, these
supplemental benefits may be used to misguide patients towards plans that are not best suited to meet
their health care needs. The use of supplemental benefits as a marketing tool may inadvertently steer
beneficiaries away from plans best suited for their needs that offer broad, inclusive provider networks or
less prohibitive utilization management tools. The AAMC supports enhanced transparency in
supplemental benefits. Improving the understanding of associated premiums and conditions or limitations
may combat misleading marketing practices that rely on advertising supplemental benefits offered by MA
plans.

A 2023 report from the Senate Finance Committee explored themes of beneficiary complaints in response
to open enrollment advertisements and marketing. Examples of beneficiary complaints included
promising an increase in a beneficiary’s Social Security checks, targeting marketing to beneficiaries with
cognitive impairments, and instances of provider network confusion where beneficiaries were encouraged
to switch plans without understanding the change could mean their current providers would then be out-
of-network.® As the number of MA plans offered increases and more Medicare eligible beneficiaries
choose to enroll in MA, it is imperative that beneficiaries receive accurate information on the plans
available. The AAMC is concerned that if these practices are left unchecked and unregulated that
beneficiaries may be misled and steered towards plans without their trusted providers due to narrow
provider networks and increased barriers to care due to utilization management tools. This mismatch can
negatively impact beneficiary access to care and worsen health outcomes.

Further, the AAMC believes that agents and brokers should steer beneficiaries towards plans that best suit
their individual health needs. Any incentives that encourage agents and brokers to deviate from this
should be eliminated, such as the use of increased administrative fees for certain plans. It is imperative

¢ https://www.kff.org/quick-insights/a-90-cut-to-the-aca-navigator-program/

7 AAMC Comments on Contract Year 2026 Medicare Advantage and Part D Policy and Technical Changes
Proposed Rule (Jan. 27, 2025), https://www.aamc.org/media/81276/download.

8 Majority Staff of the U.S. Senate Committee on Finance, Deceptive Marketing Practices Flourish in Medicare
Advantage (November 2023)
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that beneficiaries are matched with plans that best address their individual health needs to ensure that they
receive coverage and access to the care that they need. We strongly advise policymakers to continue to
monitor for and take action against misleading tactics, including marketing and advertising, that prevent
or interfere with a beneficiary’s ability to enroll in the best plan suited for them.

We request feedback on ways the operations and authorities of SBMs could potentially be expanded to
strengthen insurance markets and streamline enrollment processes across private markets and public
programs, and invite proposed reforms that would better support the ongoing work of SBMs and
encourage broader adoption across states.

The AAMC urges policymakers to reimplement network adequacy standards for State-Based Exchanges
(SBEs) and State-based Exchanges on the Federal platform (SBE-FPs). The AAMC agrees states should
have flexibility, but this should not include eliminating the requirement to establish and impose
quantitative time and distance network adequacy standards that are at least as strong as the Federally
Facilitated Exchanges (FFE) standard, so long as states can show they have an “effective provider access
review program.” Further, these plans should not be permitted to use non-network plans. Such changes to
network adequacy standards would add complexity for states that would be responsible for evaluating
network adequacy for these unconventional types of plans. Additionally, dividing oversight of plans
between states and removing specific quantitative network adequacy standards, including time and
distance standards, may result in inconsistencies between plans that lead to reduced access for certain
populations and limit provider choice. This can be particularly detrimental for patient groups that need
specialized care or already suffer from disproportionate levels of disease, early death, and increased
mortality rates. The AAMC is concerned that allowing states to determine the standards for Qualified
Health Plan (QHP) network adequacy may lead to exclusion of certain provider types, particularly those
offering specialized care such as academic health systems and faculty physicians. Many of the AAMC
health systems and teaching hospitals are safety net providers that care for vulnerable, underserved
populations and individuals who often cannot seek treatment elsewhere. These hospitals also maintain the
vast majority of the country’s critical standby units, including trauma centers, burn units, and neonatal
and pediatric ICUs, that provide cutting-edge treatments to medically complex patients.” Academic health
systems and teaching hospitals are committed to the missions of providing critical services to their
populations, advancing medical and scientific research, fostering community collaborations, and
educating the next generation of physicians. However, these missions carry heavy expenses that are often
under-reimbursed by payers, with hospitals ultimately absorbing these costs by themselves. This is further
exacerbated by plans excluding academic health systems and teaching hospitals from their networks. This
exclusion would be based on these providers being deemed “high cost,” without accounting for the value
added by the other missions and societal benefits academic health systems provide.

Compounding this problem is the distance patients must travel in order to seek care when in a narrow
network, particularly for specialist care. Consumers base their choice of health insurance not only on the
providers included in the plan’s network but also on the location of those providers. The inability to easily
access providers severely limits consumer choice of where they go to seek needed care. Further,
continuity of care is of particular importance in rural areas that struggle with physician shortages and is
often compromised due to the lack of accessible providers, which may be exacerbated by a narrow
network. These concerns highlight the need to not only have a sufficient number of providers represented
in a network, but also a need to ensure manageable time and distance standards to access those in-

% Notes: Data reflect short-term, general, non-federal hospitals. Data for AAMC-member teaching hospitals reflect
integrated and independent AAMC members. Source: AAMC analysis of FY2024 American Hospital Association
Annual Survey Database, and the National Cancer Institute’s Office of Cancer Centers, 2024. AAMC membership
data, December 2025
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network. Specific, quantifiable time and distance standards to determine adequate access for beneficiaries
eliminate some of the concern that providers may be inappropriately excluded from plans and help to
ensure reasonable access for patients.

Senate Democrats invite feedback on approaches to strengthen existing federal and state essential
health benefits requirements and flexibilities in order to improve the quality of coverage for consumers
across private markets.

The AAMC supports existing Essential Health Benefits standards and opposes STLD health plans that
sidestep these requirements. Under the ACA, Essential Health Benefit (EHB) packages must be equal to
the scope of benefits provided under a typical employer plan, are protected by cost-sharing limits, and
count towards a plan’s actuarial value. Additionally, the scope of an EHB package must include at least
ten general categories as outlined in statute and the items and services that fall into those categories. This
standard of benefits ensures that consumers have a uniform level of coverage among health plans and
prohibits insurers from cutting benefits just to reduce costs.

As premiums and cost sharing increase, consumers may find it hard to balance affordability and coverage.
They may turn to STLD plans or “skinny plans” that are not subject to the EHB requirements. These
plans offer less comprehensive insurance products; segment the insurance market, leading to
destabilization and premium increases for sicker individuals; leave patients with inferior health insurance
coverage, potentially limiting access to care; and leave providers who treat these patients either underpaid
or not paid at all.

Senate Democrats request feedback on these reforms and other approaches that would expand
protections and assistance for people who cannot afford to use their health insurance.

AAMC strongly supports reforms that evaluate affordability based on a consumer’s total cost of care —
inclusive of deductibles and cost-sharing, not premiums alone. As AAMC noted in its comments on the
Centers for Medicare and Medicaid Services (CMS) 2027 Notice of Benefit and Payment Parameters,
expanding eligibility for high-deductible catastrophic plans and raising maximum out-of-pocket limits (to
$15,600 individual / $31,200 family) exposes patients to costs they cannot afford and drives delayed care,
medical debt, and uncompensated care for hospitals.! AAMC supports affordability determinations that
account for total cost exposure, not just premiums.

Insurance coverage alone does not guarantee access. Increases in premiums and cost sharing, plans
with limited benefits, utilization management tools, and narrow networks can all limit consumers’ ability
to afford and access medically necessary care, sometimes forcing them to forgo needed care. As these
costs rise, consumers are likely to bear much of the increase through both higher premiums and more cost
sharing. Health plans use cost sharing — deductibles, copayments, coinsurance — as a way to drive
patients’ utilization of care. Consumers with higher cost sharing may delay or forgo needed care,
including initiation and continuance of prescription drugs, due to costs.'! In some cases, delays in care
result in some patients requiring acute care to treat exacerbations of chronic medical conditions. The
AAMC believes that insurance reforms should provide access to affordable insurance products that meet
the health care needs of consumers.

e Recent analysis underscores this affordability gap: a substantial share of households do not hold
enough liquid assets to cover the maximum out-of-pocket limits permitted in typical private

10 AAMC Comments on CMS' Patient Protection and Affordable Care Act, HHS Notice of Benefit and Payment
Parameters for 2027; and Basic Health Program Proposed Rule (March 2026),
https://www.aamc.org/media/89226/download.

' https://pubmed.ncbi.nlm.nih.gov/35389285/
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health plans, meaning that nominal coverage does not translate into the ability to actually pay for
12
care.

o Related to Medicare Advantage plans, agents and brokers should provide clear information about
available MA plans prior to enrollment by providing information on all aspects of a plan,
including costs and eligibility for other programs. It is imperative that beneficiaries select a plan
that is best suited to meet their own individual health needs. This requires access to all the
relevant information regarding a plan prior to making an enrollment decision. This information
could also increase access to additional resources to assist with costs such as Low-Income
Subsidy (LIS) or Medicare Savings Programs, creating greater affordability for enrollees.
Specific to Medigap plans, it is essential that eligible beneficiaries understand the impact
enrolling in a MA plan may have on future eligibility. In 2022, 90 percent of MA enrollees did
not have guaranteed issue protections to purchase Medigap beyond the initial MA trial period."?
The guaranteed issue protections allow beneficiaries to purchase Medigap coverage within the
first six months after signing up for Medicare Part B, within the MA ‘trial rights’ period (initial 12
months of enrollment), or if their MA plan terminates coverage in their area. Outside of the
guaranteed issue, protections timeframe beneficiaries may be denied enrollment in a Medigap
plan or face higher premiums. A limited number of states offer continuous enrollment or other
exceptions to the enrollment timeframe. The goal of limiting enrollment eligibility for Medigap
plans is to ensure that risk pools for these plans include a mix of both healthier and sicker
enrollees subsequently lowering plan premiums. However, this also has the unintended
consequence of locking out Medicare beneficiaries who may need to switch from a MA plan to
Traditional Fee-for-Service (FFS) at a later date. Concern for this issue has increased as
beneficiaries may consider switching to Traditional FFS due to narrow provider networks,
increased use of utilization management tools such as prior authorization, and changes to
supplemental benefits in MA plans. Lastly, Medigap plans may deny coverage for beneficiaries
with pre-existing conditions, which heightens concerns around health equity and beneficiary
access to care. Providing information on eligibility prior to enrollment in a plan can prevent
enrollees from selecting a plan that may incur higher costs or hinder access later.

Senate Democrats invite analysis, data and evidence-based feedback on the types of outcomes and
measures that should inform consideration of these types of expanded coverage requirements.
Considerations could include improved health outcomes, reductions in long-term health care costs and
spending, improved care delivery, improved value, and increased consumer satisfaction. We ask that
comments include analysis of premiums, workforce considerations, and other short- and long-term
CosSts.

The AAMC supports eliminating or substantially reducing cost-sharing for high-value services, including
primary care, behavioral health, chronic disease management, and evidence-based preventive care. Our
member health systems and teaching hospitals disproportionately serve low-income and medically
complex patients, and they see the downstream consequences when cost-sharing causes patients to delay
necessary but non-emergent care: conditions advance, treatment becomes more complex and more costly,
and a greater share of that care is ultimately delivered through the emergency department or absorbed as
uncompensated care. The published literature is consistent on this point, that higher cost-sharing reduces

12 Gregory Young et al., "How many people have enough money to afford private insurance cost sharing?,"
Peterson-KFF Health System Tracker, March 10, 2022, https://www.healthsystemtracker.org/brief/many-
households-do-not-have-enough-money-to-pay-cost-sharing-in-typical-private-health-plans/.

13 KFF, Medigap May Be Elusive for Medicare Beneficiaries with Pre-Existing Conditions (October2024)
https://www.kff.org/medicare/issue-brief/medigap-may-be-elusive-for-medicare-beneficiaries-with-pre-
existingconditions/
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both initiation of and adherence to prescribed medications, and the greater the cost-sharing, the worse the
adherence, while studies evaluating reduced or eliminated cost-sharing have found that total costs did not
rise. In evaluating expanded coverage requirements, we encourage the Committee to weigh long-term
health outcomes and total cost of care rather than plan-year premium effects alone.

I1. Reining in the unsustainable spikes in deductibles and out-of-pocket costs Trump and
Republicans have piled onto American families

Senate Democrats invite detailed proposals and reforms that strengthen benefit design and cost-
sharing requirements within existing coverage options.

AAMC supports reforms to cost-sharing design that reduce barriers to essential, non-shoppable care.

Along with specific feedback on modernized approaches to evaluating and improving affordability for
consumers in an environment where out-of-pocket costs continue to skyrocket, we invite analysis and
feedback on reforms that account for the unique differences in coverage, financing and purchasing
across the individual, small group and large group markets while also ensuring consistency and
continuity in coverage and protections for consumers who move between markets during a plan year.

The AAMC supports the goal of ensuring continued, longer-term coverage and seeking ways to improve
access to care, including preventive care. Investment in preventive care lowers health care costs overall.'
However, current eligibility verification requirements have removed the ability for beneficiaries to
automatically re-enroll year over year, removing a tool to ensure consistent coverage. Policymakers
should reevaluate eligibility and enrollment policies and align them to ensure beneficiaries are not being
misled toward coverage not best suited to address their health needs due to burdensome enrollment
regulations.

Additionally, as it relates to the use of utilization management tools, including prior authorization, the
AAMC continues to support continuity of care requirements to help ensure plans provide access to all
medically necessary covered benefits during a course of treatment. This is especially relevant if provider
networks change or a patient must change health plans. The AAMC continues to support requirements for
plans not to be permitted to disrupt or require reauthorization for an active course of treatment for new
plan enrollees for a period of at least 90 days, even if the patient is receiving care from an out-of-network
provider. We have also asked policymakers to extend, on a case-by-case basis, the coverage for some
patients receiving care from out-of-network providers after the 90-day period expires and should not
impose additional prior authorization requirements.

Senate Democrats request feedback on the application of deductibles to non-shoppable services, and
welcome proposals that prioritize consumer access and affordability while appropriately taking into
account patient safety, care quality, and evidence-based utilization management.

The AAMC supports limiting or eliminating the application of deductibles to non-shoppable services,
including emergency care, inpatient hospitalizations, and other services patients cannot reasonably shop
for or delay. As detailed in our Statement for the Record on Health Insurance Affordability, high-
deductible and catastrophic coverage shifts costs and risk onto patients and providers alike; patients
facing large deductibles for non-elective care often delay treatment until conditions worsen and require

4 AAMC Comments on Contract Year 2027 Medicare Advantage and Part D Policy and Technical Changes
Proposed Rule (Jan. 2026), https://www.aamc.org/media/89226/download.
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more expensive intervention, or simply cannot pay, which increases uncompensated care burdens on
academic health systems and teaching hospitals.

In an environment of significant affordability challenges, we are interested in detailed feedback and
analysis of the relationship between reduced cost-sharing and behavioral changes, particularly among
lower-income consumers who historically utilize comparatively less health care due to cost and other
constraints.

The AAMC opposes the imposition of cost-sharing on low-income patients, as these types of
requirements are shown to dissuade people from seeking medically necessary care, which in the long term
drives up costs in the system. '

Additionally, during the 2025 reconciliation debate, the AAMC opposed requiring minimum cost-sharing
on individuals who qualify for Medicaid via the Affordable Care Act expansion, citing concerns that such
a policy would financially burden low-income patients and prevent them from seeking preventive care.'
Evidence from previous Section 1115 waiver demonstrations reveals that cost-sharing increases the
financial burden placed on Medicaid enrollees, resulting in forgone care and worse health outcomes.!” We
urge policymakers to rescind this policy to reduce the financial burden placed on low-income
Medicaid enrollees and remove barriers to their accessing medically necessary care.

Senate Democrats request comments on the use of coinsurance as a utilization management tool,
including feedback on reforms and whether the use of this form of cost-sharing in plan designs should
be limited, or prohibited altogether.

AAMC supports limiting the use of coinsurance for services that are not genuinely shoppable, including
emergency and inpatient hospital care. Coinsurance on non-shoppable services does not meaningfully
influence patient decision-making, but does increase unpredictable, unaffordable bills and medical debt,
and increases the likelihood that our members absorb the cost as uncompensated or charity care. KFF has
recently found that in 2024, 17 percent of adults reported delaying healthcare due to costs. These
numbers are even greater for patients with worse health status, at 28 percent delaying healthcare due to
cost.'® Delays in care may lead to worse health outcomes, increased need for costlier care, and other
adverse events.

Senate Democrats invite comments and feedback on approaches to reforming out-of-pocket maximums
so they are reachable and reasonable for consumers, and protective across private insurance markets.

AAMC opposes further increases to maximum out-of-pocket limits. As stated in our comments on the
CMS 2027 NBPP, we are concerned that raising maximum out-of-pocket to $15,600 (individual) and
$31,200 (family) leaves patients underinsured and exposed to catastrophic costs even when nominally

15 Nicole Fusco et al., "Cost-sharing and adherence, clinical outcomes, health care utilization, and costs: A
systematic literature review," Journal of Managed Care & Specialty Pharmacy (April 2022),
https://pmc.ncbi.nlm.nih.gov/articles/PMC10394195/.

16 AAMC Statement for the Record before the House Energy and Commerce Committee on Legislative Proposals
Addressing Medicaid (Subtitle D, Part 1) (May 13, 2025), https://www.aamc.org/media/83451/download.

17 KFF, “Understanding the Impact of Medicaid Premiums & Cost Sharing: Updated Evidence from the Literature
and Section 1115 Waivers,” accessed September 27, 2026, https://www.kff.org/medicaid/understanding-the-impact-
of-medicaid-premiums-cost-sharing-updated-evidence-from-the-literature-and-section-1115-waivers/.

18 https://www.healthsystemtracker.org/chart-collection/cost-affect-access-
care/#Percent%200f%20adults%20who%20reported%20barriers%20t0%20accessing%20healthcare,%202024
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covered, and drives medical debt and delayed or foregone care. AAMC supports establishing a reduced,
reasonable annual maximum out-of-pocket limit in statute, indexed to a sustainable growth rate.

Senate Democrats request comments on these proposals and others that would ensure that all
consumers receive true protection from unreachable out-of-pocket costs.

The AAMC supports ensuring that out-of-pocket maximums function as a genuine backstop rather than a
theoretical ceiling. We urge the Committee to consider increasing actuarial value requirements across
metal tiers, and to ensure that consumers eligible for cost-sharing reductions receive the full benefit of
that assistance regardless of which plan they select. A maximum out-of-pocket limit that exceeds what a
typical household can absorb offers little practical protection; research indicates that many households
lack sufficient liquid assets to meet the cost-sharing obligations permitted in typical private plans. Patients
who cannot meet these obligations delay or forgo care and accumulate medical debt, and our member
institutions absorb the resulting unpaid balances as uncompensated or charity care.

II1. Expanding pathways to coverage for low-income people and exploring the benefits of giving all
Americans access to Medicare-type choices for healthcare

Senate Democrats seek detailed analysis, data, and feedback on specific proposals that will inform and
advance these policy discussions.

AAMC has not taken a position on a specific universal coverage model (public option,
Medicare/Medicaid buy-in, or single payer), though we strongly support ensuring access to
comprehensive and affordable coverage. Across all approaches, AAMC’s threshold concern is that any
expansion preserve patient access to academic health systems, teaching hospitals, and faculty practices,
and ensure adequate payment rates that reflect the added costs these institutions bear for medical
education, research, and standby capacity (trauma centers, burn units, NICUs) that is often under-
reimbursed by both public and private payers.

Senate Democrats invite detailed feedback and analysis of the benefits and challenges of the current
system of employer coverage and opportunities for reform that address existing coverage gaps and
affordability challenges in the employer market.

The AAMC does not take a position on the overall structure of the employer-sponsored insurance market.
We do support flexibility for individuals and families to select the coverage that best fits their
circumstances, provided that any such coverage is truly comprehensive and offers meaningful financial
protection against unforeseen medical costs. Flexibility that steers working families toward plans with
narrow networks, limited benefits, or unaffordable cost-sharing is not a substitute for comprehensive
coverage. We also reiterate our long-standing support for addressing the so-called “family glitch,” which
allowed family members offered unaffordable employer coverage to qualify for Marketplace subsidies.

Senate Democrats invite specific feedback on these approaches, including:

o Codifying policies that reverse Trump administration rulemaking and establish new protections
in statute that would provide comprehensive coverage and true financial protection for
enrollees and families across all metal tiers;

o Expanding or creating coverage options to address coverage gaps that persist in states that
have not expanded Medicaid; and

e Reversing recent ACA cuts and making permanent improvements to the eligibility, enrollment,
and financing of Marketplace coverage by restoring enhanced tax credits, simplifying
eligibility and enrollment determinations, and improving affordability determinations.
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The AAMC supports reversing Trump administration rulemaking that reduces network adequacy
standards and Essential Community Provider (ECP) participation requirements. As detailed in our
comments on the 2027 NBPP, AAMC opposes CMS’s proposal to reduce the ECP contracting
threshold from 35 percent back to 20 percent and to eliminate quantitative time-and-distance
network adequacy standards, changes that would especially harm access to academic health
systems, which serve as ECPs offering specialized services (oncology, transplant, trauma,
NICU/PICU) unavailable elsewhere.

The AAMC supports closing the Medicaid coverage gap by increasing financial incentives for
states to expand Medicaid, as well as rolling back harmful provisions in the 2025 budget
reconciliation law that prevent states from financing such expansions of coverage."’

The AAMC opposes actions by the Trump administration promoting “junk” insurance plans that do not
provide true financial protections for enrollees, including actions to expand access to non-network plans,
high-deductible plans, and catastrophic plans.

The AAMC recommends policies to improve access to quality Marketplace coverage by restoring
the enhanced premium tax credits, as well as addressing provisions in H.R. 1 that make it more
difficult to enroll in coverage (i.e., restore automatic renewals, allow consumers who enroll in
coverage via the year-round SEP to qualify for tax credits/CSRs, allow individuals who lose their
coverage due to Medicaid work requirements to qualify for subsidized Marketplace coverage).

In recent years, Americans have benefited from the opportunity to purchase affordable health
insurance coverage through the marketplace. The AAMC supports a longer annual individual
market exchange open enrollment period (OEP) for enrolling or changing coverage in a QHP.*
The AAMC further urges policymakers to ensure beneficiaries are notified of any changes in
updated plan cost information or financial assistance for the upcoming plan year prior to closing
the OEP. This ensures that enrollees can select plans most affordable for them and their health
needs. Such variation year to year in policies and qualifications used to determine an enrollee’s
eligibility in an insurance affordability program highlights the need for a longer OEP to provide
enrollees with complete cost information prior to selecting a plan. Additionally, we are concerned
that recent policy changes that add hurdles for enrollees to establish whether they qualify for such
programs may limit the ability to meet the shortened deadlines for open enrollment.

Congress should preserve DACA recipients’ access to critical ACA coverage and insurance
affordability programs. A 2025 final rule changed CMS’ interpretation of “lawfully present” for
the purposes of determining eligibility to enroll in a QHP or insurance affordability programs.
Such programs include the premium tax credit, advanced premium tax credit, cost-sharing
reductions, and enrollment in a basic health plan (BHP) for states offering BHPs. These changes
resulted in noncitizens in the United States under the Deferred Action for Childhood Arrivals
(DACA) policy no longer being considered “lawfully present” for the purposes of determining
eligibility in a QHP or insurance affordability program. This policy change jeopardizes coverage
and access to care for the nearly 600,000 individuals who are DACA recipients.

DACA recipients often experience high rates of uninsurance, which can be linked to limited
eligibility for coverage. Lack of coverage may cause individuals to forgo healthcare treatments
and services. KFF has reported that six in ten uninsured adults report they went without needed
care due to cost. When left without access to regular health care, individuals put off seeking
treatment until there is a medical emergency or crisis. Consequently, the complexity and costs of

1 AAMC Response to Request for Information on Establishing a Public Option for Health Coverage (July 29,
2021), https://www.aamc.org/media/55716/download.

20 AAMC Comments on CMS' Patient Protection and Affordable Care Act; Marketplace Integrity and Affordability
Proposed Rule (April 2025), https://www.aamc.org/media/82651/download.
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treatment increase for that individual and society as a whole. Lack of coverage for this population
may also drive a reliance on emergency departments and community health centers for routine
health care, rather than receiving more effective and efficient care in other settings.

We invite feedback on efforts to strengthen existing ACA protections that are paired with new market
reforms that protect consumers from access and affordability challenges that emerged prior to the
expiration of enhanced premium tax credits.

The AAMC supports restoring enhanced premium tax credits and reversing OBBBA enrollment barriers.
The expiration of enhanced premium tax credits has already driven a more than doubling of average out-
of-pocket premium payments (from $888 to $1,904) and a drop of over one million Marketplace plan
selections between the 2025 and 2026 open enrollment periods, with more enrollees shifting into higher-
deductible Bronze plans (40 percent in 2026, up from 30 percent in 2025). AAMC urges Congress to
restore the enhanced premium tax credits and reverse OBBBA’s elimination of automatic re-enrollment,
its restriction of non-qualifying-event special enrollment periods, and its narrowing of ACA Marketplace
eligibility for lawfully present immigrants.

Senate Democrats invite specific comments and feedback on these approaches, as well as other
proposals that would strengthen and expand existing markets to improve competition in the individual
market to address coverage gaps and affordability challenges.

Rather than address each of these proposals individually, we direct the Committee to our detailed
comments in Section 3 of this response concerning private equity, vertical integration, and medical loss
ratio (MLR) reform. Competition in the individual market cannot be meaningfully improved without also
addressing the concentration of the commercial insurance market and the incentives that allow vertically
integrated insurers to grow revenue without improving coverage. We would welcome the opportunity to
discuss these issues with your staff in greater detail.

Establishing a Federal Option

The AAMC recognizes the significance of the policy discussion around a federal option, and we welcome
the opportunity to engage with you and your staff as this work develops. As a general matter, our primary
concern with any coverage expansion is that it must preserve patient access to academic health systems,
teaching hospitals, and faculty practices, and that payment rates adequately reflect the added costs these
institutions bear in support of their mission-oriented work.

IV. Getting rid of junk insurance plans and ending the constant cycle of higher premiums,
skyrocketing deductibles, shrinking networks and worse coverage

Senate Democrats request feedback on approaches to ensuring that consumers are protected from
substandard plans that provide little to no coverage or financial protection, and invite comments on
whether insurance companies that market or sell junk insurance should receive taxpayer support.

AAMC shares concerns about substandard, non-comprehensive coverage. Our comments on the CMS
2027 NBPP opposed an expansion of catastrophic plan eligibility (to individuals over 30) and the
introduction of non-network plans, which lack negotiated rates and leave patients vulnerable to balance
billing and providers without a mechanism to ensure adequate payment.

SECTION 2: Making Health Care Simpler for Families

I. Simplifying and standardizing plan options and benefits so people can efficiently select coverage
and services that will meet their needs
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We request feedback on these proposals and additional reforms to ensure that consumers are not being
misled by inaccurate provider directories.

AAMC supports accurate provider directory requirements and enforcement, particularly since inaccurate
('ghost') networks contribute to surprise costs for patients and administrative burden for hospitals
correcting erroneous listings. The AAMC continues to support the development of a centralized solution
to improve health plan directories that improve patient experience and reduce administrative burden for
providers.?! Complete and sufficient data related to beneficiary access to care is needed to provide greater
oversight of plans, support beneficiaries’ informed decision-making, and improve beneficiaries’ ability to
access care. These provider directories are often the first source patients utilize to identify health care
providers and check whether a clinician is within their health plan’s network and accepting new patients.
Specific to MA, beneficiaries are more likely to utilize their plan’s directories (compared to other sources)
to find a new doctor in comparison to Medicare FFS beneficiaries, with one third of MA beneficiaries
using their directory to find a new doctor in the past twelve months.?> Having up-to-date provider
directories can assist not only beneficiaries in identifying and accessing providers, but can also assist in
facilitating care coordination, health information exchange, and advance public health data reporting and
research.?

However, policymakers should be mindful to consider positive incentives to encourage updates and
reporting on provider directories rather than negative incentives that will only frustrate stakeholders and
detract from the agency’s intent to improve access to meaningful information.

The AAMC agrees with the general premise that a national, centralized National Directory of Healthcare
Providers & Services (NDH) has great potential to improve the accuracy and actionability of information
contained in health plan directories while also significantly reducing burden on providers to maintain
information.?* The challenge, however, is ensuring that all providers and all payers meaningfully use the
NDH. Use of the NDH will largely depend on how easy it is to update, validate, and verify information
for providers and the ability to populate directories for health plans. Ultimately, the success of the NDH
will depend on whether it is able to replace the current system in which each health plan dictates separate
and distinct requirements for directory information.

I1. Ensuring that patients do not face hurdles or delays in accessing the care they need

Senate Democrats seek feedback on these and other proposals to strengthen networks and ensure
broad access to high-quality providers.

AAMC strongly supports codifying stronger minimum network adequacy standards, including
quantitative time-and-distance standards and restoring the 35 percent Essential Community Provider
contracting threshold that CMS proposed reducing to 20 percent in the 2027 NBPP. Insurers, including
Medicare Advantage Organizations (MAOQOs), are replacing robust provider networks with narrower
networks, claiming that it lowers enrollees’ expenses such as premiums and cost sharing. However,
narrow networks limit patients’ access to a select number of providers and hospitals, often decreasing

2l AAMC Comments on CMS RFI on National Directory of Healthcare Providers and Services (2022)

22 Gretchen Jacobson et al., What Do Medicare Beneficiaries Value About Their Coverage? Findings from the
Commonwealth Fund 2024 Value of Medicare Survey (Commonwealth Fund, Feb. 2024)
https://www.commonwealthfund.org/publications/surveys/2024/feb/what-do-medicare-beneficiaries-value-
abouttheir-coverage

B 87FR 61018

24 AAMC Response to CMS Request for Information on a National Directory of Healthcare Providers & Services
(Dec. 6, 2022), https://www.aamc.org/media/64121/download.
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access to hospitals and providers that furnish specialized care. Limiting patients’ access to certain
providers can be particularly detrimental for patient groups that already suffer from disproportionate
levels of disease and death.

Academic health systems, teaching hospitals, their associated physicians, and other providers are an
important part of ensuring access to high-quality, cutting-edge treatments. As detailed in our comments to
CMS, academic health systems and teaching hospitals are frequently excluded from narrow networks
despite providing specialized services such as oncology, transplant, trauma, and NICU/PICU, which are
unavailable elsewhere, and despite serving a disproportionate share of low-income and medically
complex patients. AAMC also supports requiring MCOs and other plan types to offer coverage in markets
with limited competition to protect access to essential community providers.

Additionally, the AAMC urges policymakers to consider implementing data collection efforts related to
provider networks and network adequacy at the plan level, rather than the organization level, to ensure
adequate beneficiary access and oversight of plans. This is especially relevant for Medicare Advantage.
The number of plans offered by MAOs continues to expand as MAOs generally offer multiple plans
within the same service areas. However, not all providers may be in-network plan to plan, even if a plan is
under the same MAO. Tracking at the organization level can mask these differences in plans. The
additional granularity in network adequacy data would allow for greater transparency so that beneficiaries
may more effectively compare plans and so that policymakers and stakeholders may better monitor plans’
compliance with regulatory requirements. This increased transparency is essential for beneficiaries in
need of specialty care as MA plans are less likely than FFS plans to include an adequate number of
providers for certain services such as cancer centers and geriatricians, endocrinologists, and
psychiatrists.> Additionally, certain MA plans use narrow networks that often exclude teaching health
systems and hospitals and their associated providers who furnish primary, specialty and subspecialty care,
and behavioral health services.

Delineating between specialties and types of services within provider directories is especially meaningful
for beneficiaries in need of specialized care. To ensure access and the availability of subspecialty care and
behavioral health care, it is imperative that network adequacy standards be met and that beneficiaries have
the proper information to be able to access and identify these providers that are in their network. Teaching
health systems and hospitals and their associated physicians and other providers are an important part of
ensuring access to high-quality, cutting-edge treatments. Ensuring providers are included in-network and
that provider directories are up-to-date allows beneficiaries to identify these institutions and physicians
within their network that are accessible to them in order to receive specialized and subspecialized care
and behavioral health services that often are only furnished at teaching hospitals and health systems.
Ensuring this allows beneficiaries to access a greater number and type of providers, in order to meet their
health care needs and improve health outcomes.

To ensure access and the availability of primary, specialty, and subspecialty care and behavioral health
care, and to teaching health systems and hospitals, it is imperative that network adequacy standards be
met at the plan level as well as the contract level, so beneficiaries have the most accurate information to
access and identify necessary providers in their network.

Further, the AAMC urges Congress to continue to support efforts to expand access to mental and
behavioral health services by building on network adequacy standards. Ensuring that insurers have robust
mental and behavioral health provider networks will safeguard patients’ access to a greater number and

2> MedPAC, (March 2024). Report to Congress: Medicare Payment Policy
https://www.medpac.gov/wpcontent/uploads/2024/03/Mar24 MedPAC Report To Congress SEC.pdf
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type of providers to meet their health care needs. Patients suffering from medical conditions who lack
access to needed medical care, including mental health care, often present to emergency departments with
advanced disease that requires acute, more expensive medical care. Individuals suffering from mental and
behavioral health issues are no different. Further, mental health and physical health are closely connected;
individuals with chronic medical conditions tend to also struggle with mental health issues.?® Patients
experiencing complex health issues often find limited support for providing mental health care,
exacerbating mental health access issues and increasing disparities. The Departments’ efforts to ensure
that health insurance products include robust mental and behavioral health benefits that do not present
burdensome barriers to access care are an important step toward addressing the mental health crisis.
However, provider inclusion in a network does not guarantee access. Low reimbursement rates limit
access to in-network providers, including behavioral health specialists. Reimbursement rates should
reflect the time and resources needed to provide care to ensure access. The 2022 AAMC Consumer
Survey of Health Care Access revealed that 35 percent of respondents who reported they needed mental
or behavioral health care in the previous 12 months were not always able to access that care. Congress
should explore requiring CMS to monitor MA beneficiaries’ access to all providers, including behavioral
health providers. Further, behavioral health specialists included in the network must be accepting new
patients. If behavioral health specialists are listed on a network but are not accepting new patients, this
will do little to expand access moving forward.

Senate Democrats request comments and analysis on the following approaches and concepts, including
feedback on how they could be applied across private markets and how they would meaningfully
change consumer experience:

o Gold carding. Over a dozen states have implemented "gold carding' systems to create prior
authorization exemptions for providers who meet certain performance standards.

e Limitations or bans. Limitations or bans on prior authorization could apply in specific
circumstances such as for chronic conditions, time-sensitive treatments, certain preventive
screenings, or specific classes of drugs or treatments.

e Neutral third-party evaluators. Some advocacy organizations, provider groups and researchers
advocate for banning the use of prior authorization altogether and replacing the existing
system with independent clinical review criteria or neutral third-party evaluators.

e Reviewer requirements. Additional reforms could include requiring true peer-to-peer
evaluation of prior authorization decisions that involve engagement with a board certified
clinician with direct experience and expertise related to the type of care being subjected to
administrative review.

e Shared risk. A shared risk model could include the application of prior authorization policies
similar to those used in Traditional Medicare, where only a small number of services are
subject to prior authorization requirements, in exchange for adjustments to provider rates
offset by reduced administrative burden.

e Shifting the burden to insurers. Under this proposed framework, in-network care would be
presumptively deemed medically appropriate unless a health plan’s clinical review team can
demonstrate a patient safety issue or lack of medical necessity.

e Standardizing prior authorization. Standardizing prior authorization could involve the creation
and enforcement of uniform prior authorization forms, codes, processes, and practices across
insurers.

26 https://mhanational.org/conditions/co-occurring-mental-health-and-chronic-illness/
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o Time restrictions. Explicit time requirements for prior authorization determinations could
apply in specific circumstances or for specific types of care.

o Voluntary Commitments. In 2025, large for-profit health insurers pledged six reforms to
improve their prior authorization processes.

The AAMC strongly supports comprehensive prior authorization reform. As detailed in our Statements
for the Record to the Ways and Means and Energy and Commerce Committees, the AAMC supports the
bipartisan Improving Seniors’ Timely Access to Care Act (H.R. 3514/S. 1816) as a floor, and favors going
further: gold-carding for high-performing/in-network providers, explicit bans or limitations on prior
authorization for time-sensitive and chronic-condition care, board-certified peer-to-peer review by
clinicians in the same specialty, standardized electronic prior authorization, and enforceable time limits
with presumptive approval for untimely determinations.?” The AAMC notes that in 2023, more than 50
million prior authorization requests were submitted to Medicare Advantage plans alone, and while only
11.7 percent were appealed, 81.7 percent of appeals resulted in a full or partial overturn, which is
evidence that many original denials are unjustified. The AAMC also supports shifting the burden of proof
to insurers (presumptive medical necessity for in-network care, subject to retrospective audit) as a
promising model that would reduce the administrative teams our members must dedicate solely to prior
authorization workflows and disputes.?®

Related to gold carding, the AAMC has supported ways to decrease the burden of prior authorization
requests on providers, and if evidence indicates that gold-carding programs reduce burden, we would
support expansion.”’ However, it is unclear which contracted providers typically receive the gold-carding
designation. If gold-carding is primarily used for routine and widely accepted treatments and procedures,
then it likely excludes specialized and sub-specialized care that often is tailored specifically to the patient
and can be more costly. In other words, tertiary and quaternary institutions and their associated providers
who provide specialized care will continue to be unreasonably subjected to prior authorization
requirements. Therefore, we ask Congress to investigate further what type of procedures and treatments
are typically included in the gold-carding program and publish this information on its website.

The AAMC is concerned that its members who provide specialized and subspecialized care will be
unreasonably subjected to prior authorization requirements. Tertiary and quaternary institutions and their
associated providers who provide specialized care tailored to patients who will benefit from such care,
and which can be more costly, may be unjustly targeted for increased prior authorization requests. If it is
determined that specialty and sub-specialty care continue to be subjected to a preponderance of prior
authorization requests, then plans should be required to expand the gold-carding to include other types of
care, including specialized care.

27 AAMC Statements for the Record before the House Ways and Means Committee (Hearing with Health Insurance
CEOs), https://www.aamc.org/media/88516/download, and the House Energy and Commerce Subcommittee on
Health (Lowering Health Care Costs for All Americans: An Examination of Health Insurance Affordability),
https://www.aamc.org/media/88511/download, both Jan. 22, 2026.

28 AAMC Comments on CMS' Advancing Interoperability and Improving Prior Authorization Processes Proposed
Rule (Mar. 10, 2023), https://www.aamc.org/media/65416/download.

2 AAMC Comments on Contract Year 2024 Policy and Technical Changes to the Medicare Advantage Program and
Medicare Prescription Drug Benefit Program Proposed Rule (Feb. 13, 2023),
https://www.aamc.org/media/64986/download.
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As it relates to reviewer requirements, the AAMC supports requiring true peer-to-peer evaluation of prior
authorization decisions that involve engagement with a board-certified clinician with direct experience
and expertise related to the type of care being subjected to administrative review.*

Lastly, with respect to prior authorization decision timelines, the AAMC has previously advocated for
shorter timelines of prior authorization decisions for medical services as well as prescription drugs.
Specifically, we have sought to have plans adopt a timeliness requirement for prior authorization
decisions within 24 hours of receipt of a request for urgent items or services and 48 hours for nonurgent
care decisions for drug and non-drug items and services. Further, the AAMC supports maintaining a
simplified approach to prior authorization, including aligning requirements and expectations across plans,
which allows providers to spend less time on administrative tasks and instead spend more time with
patients on clinical care. Prior authorization delays and denials impede needed care, force patients to
forgo care, or disrupt adherence to prescription drug regimens.?! Recent research continues to highlight
the impact that the use of prior authorization for prescription drugs has on limiting treatment access.>*?
Providing additional timeline requirements across all providers that the agency regulates allows for
improved timely access to medications for patients.

Senate Democrats invite insurance companies to provide additional information about these reductions
in prior authorization. We are particularly interested in understanding who is being affected by these
changes, whether they have resulted in measurable changes to consumer experience or satisfaction,
and whether the changes have addressed specific concerns raised by patients and providers, including
concerns related to the use of automated review or artificial intelligence.

AAMC notes that while large insurers pledged voluntary prior authorization reforms in 2025 and reported
an 11 percent reduction in prior authorization use, a recent survey found that most physicians do not
believe these changes have made a meaningful difference for patients. AAMC supports Congress enacting
legislation requiring insurers to publicly report standardized, auditable data on prior authorization volume,
denial rates, timeliness, service categories, and outcomes so that voluntary commitments can be
independently verified rather than self-reported.*® Related to prior authorization more broadly, the AAMC
has previously advocated for reporting, with respect to which such requests are denied, on the timeliness
of determinations and reasons for denials, claims and payment requests denied after a service has been
provided, beneficiary out-of-pocket spending, and disenrollment patterns stemming from these denials.
These data points will allow policymakers and regulators to adequately oversee the program and create
potential reforms as needed.

Further, as the use of algorithms and artificial intelligence (Al) continues to grow, the limited data about
their inputs, performance, and usage becomes increasingly opaque. Recent media reports have highlighted
the negative effects of unmonitored use of algorithms and Al in MA plans, specifically noting the harmful
effects of these practices on patients.** As reported, Al-powered decision-making tools have been

30 Ibid.

3'Wang Y, Levy JF, Mattingly TJ, Anderson G. Prior Authorization and Associated Delays and Denials of Branded
Medication Dispensation. JAMA Health Forum. 2026;7(4):¢260760. doi:10.1001/jamahealthforum.2026.0760

32 Ibid.

33 AAMC Response to CMS Request for Information on Medicare Advantage Data (May 17, 2024),
https://www.aamc.org/media/76071/download.

34 STAT News, “How UnitedHealth’s acquisition of a popular Medicare Advantage algorithm sparked internal
dissent over denied care” (July 11, 2023) by Casey Ross and Bob Herman, available at:
https://www.statnews.com/2023/07/11/medicareadvantage-algorithm-navihealth-unitedhealth-insurance-coverage/ ;
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observed prompting providers to make more restrictive decisions regarding prior authorization and
continuation of care than Medicare coverage guidelines. Due to this increased use, we ask policymakers
to require public reporting of the use of algorithms and Al by insurers for the purpose of prior
authorization as well as any additional uses. Further, it would be beneficial to understand the
categorization of these algorithms to gain insight into how these algorithms are being applied. For
example, reporting if an organization is utilizing an algorithm or Al to assist in informing decisions
related to the level of care or length of stay would give policymakers and providers a greater insight into
how plans are using these programs to help navigate patient care. Lastly, understanding what types of data
inputs are being analyzed by these algorithms allows for greater oversight of the use of algorithms and Al
to further ensure equity in their use. The data inputs used in an algorithm or Al program work to train the
program and play a vital role in either creating or eliminating potential bias depending on the source and
validity of the data used. Creating transparency around training these relatively new technologies builds
trust and allows for greater oversight in order to ensure equity and fairness in the use of these programs.

We are interested in feedback on whether these consensus reforms should be codified, and whether
insurance companies are well-positioned to develop reasonable, unbiased utilization management
policies that do not create undue barriers to patient care.

AAMC supports codifying the 2025 voluntary prior authorization commitments into enforceable
requirements, including Level 1 denial rates in Medicare Advantage Star Ratings, as AAMC
recommended to the Ways and Means Committee, so beneficiaries and policymakers can see how often
plans reverse their own initial determinations.

Senate Democrats are interested in feedback on approaches to expanding existing authorities to ensure
that data collection and reporting takes place across private insurance markets, and that the data
collected is sufficiently detailed to be useful for researchers and policymakers.

AAMC supports expanding Medicare Advantage-style data transparency requirements across all private
insurance markets, including the over 160 million people with employer-sponsored coverage. As AAMC
recommended to the Ways and Means Committee, this should include publishing standardized encounter
and claims data, expanding researcher access to Limited Data Sets, collecting granular prior authorization
metrics (denial rates, timeliness, service categories, outcomes), and requiring public reporting on the use
of algorithms and Al in utilization management, including whether these tools produce disparate or
adverse outcomes.

We invite comments on this concept as well as feedback on the specific types of information that
insurance companies should be required to send to providers and patients when a claim is denied, and
how to establish a standardized plain language format for communications.

AAMC supports requiring plain-language, standardized denial notices that include the specific clinical
basis for a denial, the reviewer’s qualifications, and clear appeal instructions — information our member
providers currently must often piece together or request repeatedly, adding to administrative burden.

We seek feedback on how such a system could be designed to ensure the application of uniform,
clinically appropriate, objective standards that incorporate appropriate utilization management

STAT News, “Denied by Al: How Medicare Advantage plans use algorithms to cut off care for seniors in need,”
(March 13, 2023) by Casey Ross and Bob Herman, available at:
https://www.statnews.com/2023/03/13/medicareadvantage-plans-denial-artificial-intelligence/



Senate Finance Committee RFI
Oct. 2, 2026
Page 20

safeguards across private insurance markets while also achieving administrative savings and adding
clarity and efficiency into the existing system.

AAMC supports removing insurers from first-line medical necessity determinations in favor of
independent, clinically appropriate review, provided the system is designed with meaningful physician
input on clinical standards and does not introduce new delays.

Senate Democrats invite detailed comments on these approaches and others that would hold plans
accountable for costs and delays imposed by mid-year changes to networks and coverage, and
eliminate the use of mid-year changes as a tool to generate profit and deny care.

AAMC supports holding plans accountable for mid-year network and coverage changes that disrupt
continuity of care, particularly for patients receiving ongoing treatment (e.g., oncology, transplant) at
academic medical centers. Some mid-year benefit changes can negatively impact beneficiaries’ access to
needed care or their ability to afford this care.

We invite detailed comments and feedback on these approaches as well as additional reforms.

AAMC supports a guaranteed, accessible internal and external appeals process that places patients and
providers on equal footing with insurers, including independent external review with board-certified
specialists in the relevant field.

I11. Holding Big Insurance accountable to patients and providers for practices that generate profits
by stepping between patients and their doctors to delay or deny access to care

Senate Democrats welcome analysis and research that provides additional detail on the revenue and
profits being generated by for-profit insurance companies when they impose delays and denials that
are ultimately overturned, and we seek feedback on whether and how the excessive revenue generated
through these administrative abuses could be returned to providers, hospitals and consumers.

AAMC agrees this is an important area for further study. AAMC does not currently have member-level
financial data quantifying the revenue effect of overturned denials, but supports independent research and
reporting requirements that would make this data available, and supports directing any identified excess
revenue back toward patient care and reduced cost-sharing rather than retained profit.

We invite proposals that would streamline the responsibilities that doctors and hospitals are required to
take on.

AAMC strongly supports reforms that streamline administrative responsibilities currently placed on
providers, including the bipartisan Medicare Advantage Prompt Pay Act (H.R. 5454/S. 2879), which
AAMC has endorsed and which would require plans to pay at least 95 percent of clean claims within 14
days (in-network) or 30 days (out-of-network), with civil monetary penalties and public compliance
reporting for non-compliance. AAMC notes that a 2022 American Hospital Association survey found that
half of hospitals and health systems had more than $100 million in unpaid claims outstanding for over six
months, totaling more than $6.4 billion in delayed or denied payments industry-wide, while insurers
retain and earn interest on premium dollars during the delay.

Beyond enforcement and implementation of existing law, Senate Democrats invite feedback on ways to
increase consumer transparency and ensure that consumers receive plain language information about
their costs from their insurance plan.
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The AAMC supports the goal of increasing health care price transparency and strongly believes patients
should have the information that they need to make informed decisions about their health care. We
support patient access to consumer-friendly and personalized out-of-pocket cost estimates for shoppable
services.* Hospitals and health systems have invested considerable time and resources to comply with the
hospital price transparency rules and the No Surprises Act. Many hospitals and health systems have
embraced new technologies that enable patients to obtain tailored out-of-pocket cost estimates through
online tools that can be very effective. Congress must prioritize the types of information that are most
useful and actionable to patients, while minimizing unnecessary administrative burden on providers and
other stakeholders.

We have concerns with the rapid rate at which new price transparency requirements are being
implemented through the regulatory process. We believe that these price transparency policies are overly
burdensome and costly for health systems and hospitals, do not enable patients to understand what they
will actually pay for a health care service, and have resulted in widespread confusion for patients.
Hospitals and health systems and insurers are subject to several different price transparency policies,
including the hospital price transparency (HPT) rule, No Surprises Act good faith estimate requirements,
No Surprises Act advanced explanation of benefits requirements (not yet implemented), and Transparency
in Coverage rules.

Ultimately, the most important and useful information for patients is knowing their financial
obligation or out-of-pocket costs for the services they receive, which will be based on a personalized
combination of standard charges as well as their insurance coverage. All of the specifics of a patient’s out-
of-pocket liability make up a health plan product’s benefit design, and only the insurer is in a position to
make this type of information available to the patient. Therefore, we believe that the information that the
insurer is required to provide to the patient under the Transparency in Coverage rules may be much more
relevant than any pricing information that providers would be able to deliver to the patient. For patients
who are insured, actionable pricing information can be obtained via price comparison tools that insurers
are required to make available under the Transparency in Coverage rules. To the extent that hospitals are
required to provide price information, online price estimator tools provide the most up-to-date and useful
information to patients, unlike overly complex machine-readable files and shoppable services files. The
ability to use these price estimator tools to deem compliance with HPT rules must be preserved.

We invite comments on the benefits and challenges associated with this proposal and request feedback
on additional proposals to simplify billing for patients.

AAMC supports simplifying patient billing, and notes that hospitals share consumers’ frustration with a
fragmented system in which patients often cannot get a clear, timely answer about what their insurer will
and will not cover before a bill arrives.

We invite feedback on how to protect the interests of employers engaging in good faith to design
coverage and benefits while also ensuring that health plans and TPAs are held accountable for
improper utilization management decisions that harm patients.

Senate Democrats invite proposals and feedback to improve consumer protections and plan
accountability across private insurance markets, along with proposals that would ensure accountability
when plans or TPAs improperly delay or deny care.

35 AAMC Comments on CMS' Hospital Price Transparency Accuracy and Completeness Request for Information
(July 21, 2025), https://www.aamc.org/media/85116/download.
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AAMC supports enforceable accountability measures, including civil monetary penalties and public
compliance reporting, consistent with the Medicare Advantage Prompt Pay Act model AAMC has
endorsed, when plans or third-party administrators (TPAs) improperly delay or deny care.

IV. Simplifying the process to get insurance and protecting people from losing coverage each year
due to unexpected costs or red tape

Senate Democrats invite feedback on these proposals and other approaches to streamline eligibility and
enrollment for all Americans and guarantee access to coverage throughout the plan year.

AAMC supports restoring automatic annual re-enrollment and provisional eligibility for premium tax
credits, both of which OBBBA eliminated. As AAMC noted in its Senate Finance Committee proposals,
nearly four in ten Marketplace enrollees in 2026 auto-renewed prior to OBBBA; ending auto-renewal is
projected to increase the uninsured population by 700,000 by 2034, and the OBBBA’s restriction on non-
qualifying-event special enrollment periods is projected to increase the uninsured population by a further
400,000 by 2034.

We invite feedback on ways to align enrollment and eligibility rules so consumers are not subject to
barriers that keep them from purchasing coverage for their family in certain markets.

The AAMC supports flexibility for individuals to choose the health insurance plan that is right for them,
provided that the coverage is sufficiently comprehensive to protect them against unforeseen medical bills.
Specifically, the AAMC was supportive of the Biden administration’s actions to address the “family
glitch,” and supports policies that would allow individuals who are not afforded robust employer-
sponsored health insurance to identify alternative sources of coverage on the ACA Marketplace Exchange.
Further, the AAMC supports the inclusion of Special Enrollment Periods (SEPs) to ensure families can
access coverage when they may experience a change in circumstance, whether from changes to the
provider network or to their own plan eligibility.

SECTION 3: Taking on Corporate Greed

I. Putting patients over profits by making sure federal dollars are being used to drive enrollee
satisfaction, not corporate profits, executive compensation, and stock price. Senate Democrats
request feedback on these proposals.

AAMC does not have a position on specific limits to executive compensation or stock buybacks, but
notes generally that insurer profit and overhead retention that is not spent on patient care contributes to
the affordability crisis our members see reflected in rising uncompensated care and shrinking hospital
margins (AAMC-member hospitals’ average Medicare margins are -18.2 percent).

Several reforms have been proposed to address private equity-backed profiteering in health care,
including:

o Establishing restrictions on the types of investments that private equity-backed health care
entities can make using profits generated from the American health care system;

e Limiting corporate and private equity entry into health care that disrupts clinical decision-
making and patient care;

o Requiring full transparency and reporting of ownership and corporate structures;
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e Requiring that any health care investments made by private equity be reported to a centralized,
publicly available database along with information about the ownership and structure of the
companies undertaking these investments; and

e Requiring that investments made by private equity-backed health care entities be limited to
domestic health care investments that benefit American taxpayers.

o Senate Democrats are interested in feedback on these proposals as well as other approaches to
ensuring that profit-driven corporate practices and private equity involvement in health care
cannot extract value from the health care system at the expense of patient care.

Increasingly, private equity (PE) firms have been acquiring physician practices, hospitals, nursing homes,
and other areas of the health care industry.*® The growing presence of private equity in healthcare raises
significant concerns. Specifically, private equity ownership has resulted in closures, negative impacts on
quality of care, reduced access to services, and fraud. In private equity, the new owner may replace the
vision of the founder of the institution with a new vision and make decisions based on short-term gains.
The firms typically provide direct managerial oversight to acquired organizations, often making changes
to increase valuation and future profit potential. By overburdening health care companies with debt,
prioritizing profits, making management changes, and focusing on only profitable service lines, private
equity ownership can jeopardize quality, safety, and access to care. These PE firms do not focus on
investing long-term in health care delivery and the workforce that is needed to provide high-quality care.
Rather, PE firms seek to target high-revenue services, while nonprofit health systems are finding it more
challenging to support many of the types of services that have negative margins, such as behavioral
health, pediatrics, and rheumatology.

However, it is important to distinguish private equity ownership from health system partnerships,
mergers, and joint ventures, which are voluntary combinations of two health care delivery organizations
and offer benefits by improving clinical care while preserving access to care in underserved communities
and streamlining administrative processes. In these instances, the health care organization buys another
health care entity that it plans to hold for the long term. The purchasing provider organization views it as
a good addition to its clinical delivery enterprise and wants to continue the acquired entity’s ability to
maintain patients’ access to high-quality care. This is very different from a PE company that finances its
purchases by debt, intends to remain in the business for only a short period of time, and has a goal of
making a significant profit in that short time frame. There are many benefits to these types of partnerships
and mergers among two health care delivery organizations. In recent years, hospitals and health systems
have faced major financial challenges. Costs are rapidly increasing due to inflation, increased costs of
supplies and equipment, workforce shortages, and increased regulatory requirements, and reimbursement
from payers is not keeping up with these increased costs. Given these challenges, a strategic combination
of hospitals and health systems is often the best way to maintain access to quality health care.

Further, in recent years there has been a significant increase in insurer consolidation, which can lead to
the exercise of market power, harming consumers and providers. Mergers and acquisitions involving
health insurers raise antitrust concerns. With so much market share, insurers have the ability to increase
health insurance premiums above competitive levels. In addition, it enables them to reduce
reimbursement rates to physicians, hospitals, and other providers below competitive levels, ultimately

36 AAMC Comments on the DOJ, FTC, and HHS Request for Information on Consolidation in Health Care Markets,
Docket No. ATR 102 (June 3, 2024), https://www.aamc.org/media/76996/download.
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harming consumers.?” This lower reimbursement may result in a reduction in the type of services offered
by physician practices and hospitals, or even closure.

In addition to insurer-to-insurer horizontal consolidation, increasingly insurers have been vertically
integrating with pharmacies and pharmacy benefit managers (PBMs), which leads to anticompetitive
practices. One key function of PBMs is to negotiate discounts with drug manufacturers to reduce the costs
for payers and consumers. Having the plan, the PBM, and the pharmacy consolidated under one entity
may raise health spending by driving patients to use higher-priced drugs in exchange for discounts from
the drug manufacturers and preferred placement on the plan’s formulary. Additionally, PBMs and payers
often will steer patients to their own pharmacies in their network, which in turn limits patient access and
could lead to higher out-of-pocket costs. These networks often exclude hospital-operated retail and
specialty pharmacies, restricting the ability of patients to have their prescriptions filled at convenient and
accessible locations.

II. Ending the shell games Big Insurance exploits to raise prices, eliminate competition, and place
unaccountable middlemen between patients and affordable care

Senate Democrats are interested in proposals and reforms that would strengthen oversight of
vertically integrated insurance companies.

AAMC strongly supports strengthened oversight of vertically integrated insurers. As detailed in our
Senate Finance Committee policy proposals, major insurers' acquisition of physician practices,
pharmacies, and PBMs creates a structural conflict of interest: parent companies can route payments to
their own subsidiaries at inflated internal transfer prices that still count as 'medical spending' under MLR
calculations, simultaneously inflating premiums and disguising profit.*®

We welcome feedback on the following topics and concepts:
e FEliminating incentives driving vertical integration by identifying and prohibiting
anticompetitive practices;

e FEnhancing data collection and public reporting on health plan and provider ownership
structures, mergers, acquisitions, affiliates and financial relationships;

e Ensuring that federal oversight entities have the resources and expertise needed to effectively
collect and review data and reporting and act on problematic findings;

e Increasing transparency into corporate structures and the effects they have on costs,
competition, and access;

e Protecting independent providers from practices used by for-profit insurance companies to
force them to relinquish independence in order to receive adequate payment rates; and

e Protecting unaffiliated providers by benchmarking rates paid to insurance company
subsidiaries and affiliated entities.

AAMC supports (1) requiring disclosure of internal transfer prices between affiliated entities,
benchmarked against independent market rates, with only the benchmarked portion counting as a

37 Association of American Medical Colleges Research and Action Institute. Why Market Power Matters for
Patients, Insurers, and Hospitals (May 1, 2024). https://www.aamcresearchinstitute.org/our-work/data-
snapshot/why-marketpower-matters

3% AAMC Comments on the DOJ, FTC, and HHS Request for Information on Consolidation in Health Care Markets,
Docket No. ATR 102 (June 3, 2024), https://www.aamc.org/media/76996/download.
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deductible medical expense for MLR purposes and any excess treated as profit subject to rebate; (2)
directing CMS to develop and publish these benchmarks using claims data from non-integrated providers;
and (3) protecting independent, unaffiliated providers from being pressured to relinquish independence or
accept below-market rates as a condition of adequate payment or network inclusion.

We request feedback on proposals that could address this gaming, including:

o Imposing restrictions on all-or-nothing or steering and tiering tactics that large insurers use to
keep patients within their vertically integrated systems to maximize revenue;

o Limiting the share of transfers and eliminations that can be reported as medical spending; and

o Restoring parity with unaffiliated providers by capping intercompany transfers at benchmark
rates tied to median prices or a percentage of Medicare rates.

In addition to insurer-to-insurer horizontal consolidation, increasingly insurers have been vertically
integrating with pharmacies and pharmacy benefit managers (PBMs), which leads to anticompetitive
practices. One key function of PBMs is to negotiate discounts with drug manufacturers to reduce the costs
for payers and consumers. Having the plan, the PBM and the pharmacy consolidated under one entity
may raise health spending by driving patients to use higher-priced drugs in exchange for discounts from
the drug manufacturers and preferred placement on the plan’s formulary. Additionally, PBMs and payers
often will steer patients to their own pharmacies in their network, which in turn limits patient access and
could lead to higher out-of-pocket costs. These networks often exclude hospital-operated retail and
specialty pharmacies, restricting the ability of patients to have their prescriptions filled at convenient and
accessible locations.

As private equity ownership of health care companies continues to grow, it is important for policymakers
to better understand the risks associated with private equity investment and create policies that protect
patients, the health care workforce, and other health care providers to ensure access to high-quality care.
As a starting point, policies that require more transparency on the ownership and investment in the
healthcare space by private equity investors would be helpful to get a better understanding of the concerns
that need to be addressed. In addition, policy levers to address private equity could include modifying
antitrust guidance and enforcement to address some of the problematic practices of these private equity
firms, including the roll-ups that are anticompetitive. Increasing fraud and abuse enforcement could be
helpful as well, particularly inappropriate referral practices, upcoding, and revenue-generating tactics that
may violate fraud and abuse laws. Approaches to policies and regulations should distinguish between
private equity investment ownership as compared to partnerships, mergers, and acquisitions of existing
health care providers. Policymakers should avoid establishing policies that deter health system mergers
and acquisitions between health care providers that offer significant benefits to providers and the
communities they serve. Any further regulation of health system consolidation should take into
consideration the impact of consolidation in the insurer market, which may impact the availability of
services and providers, and quality of care.

Further, prior authorization and step therapy requirements are routinely used by insurers to steer patients
towards less expensive medications rather than the medications that the enrollee’s provider has deemed
clinically appropriate, for the sake of profits.** Step therapy is a form of utilization management used by
some payers to control costs. This requires patients to try various services or prescription drugs preferred
by a payer and find them to be ineffective before the payer will approve a more expensive or non-

3 See, for example, SP Pourali, et al., Out-of-pocket costs of specialty medications for psoriasis and psoriatic
arthritis treatment in the Medicare population, JAMA Dermatol, 157:1239-1241 (2021), finding that 90 percent of
Part D plans required prior authorization for the use of biologics in the management of psoriasis and psoriatic
arthritis
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preferred option, regardless of a clinician’s judgment. Research on the use of step therapy protocols
among some of the largest U.S. commercial health plans showed that plans applied step therapy in 38.9
percent of drug coverage policies.*’ This applies additional barriers to care for patients, which may cause
patient harm in certain cases. Policymakers should look to leverage technology and interoperability to
streamline the ability for providers, patients, and plans to share prior authorization or step therapy history
to cut down on administrative burden that locks patients out from care. This is especially important for
patients who switch to a new payer or provider, as this same information may be leveraged to fulfill the
new payer’s prior authorization or step therapy requirements. In particular, this would be valuable to
patients who have “tried and failed” treatments and medications in the past by being able to show future
providers and insurers this information and hopefully avoid additional step therapy for medication or
treatments already proven not to work. We urge Congress to identify solutions to information sharing
between payers that allow patients to maintain continuous access to needed medications and treatments.

Senate Democrats invite specific feedback on the types of transparency and reporting requirements
that would provide researchers and policymakers with the relevant and actionable information needed
to fully understand the ownership, structure and financial relationships that exist within vertically-
integrated insurance conglomerates.

AAMC supports requiring insurers to publicly disclose ownership, corporate structure, and financial
relationships among affiliated entities (insurer, PBM, pharmacy, provider group), with CMS directed to
develop and publish independent benchmark pricing to evaluate whether internal transfer prices are
inflated relative to arm’s-length market rates.

Eliminating Big Insurance gaming that hides profit and ensuring that those dollars are spent on
providing care and lowering costs for consumers

The medical loss ratio (MLR) requires insurers to spend a minimum percentage of total premiums on
medical costs. Currently, MA and Part D plans are required to maintain a minimum MLR of 85 percent.
This percentage depicts the amount of revenue spent on incurred claims and health care quality
improvement activities. The remaining 15 percent represents the portion of premiums that can be put
towards administrative costs and profits, combined. To calculate the MLR, a numerator that includes
incurred claims and quality improvement activities is divided by a denominator that includes revenue
after the removal of certain taxes and fees.

Senate Democrats invite feedback on proposals that would strengthen MLR reporting, including:

®  Routine audit authority to verify the accuracy of self-reported data along with penalties for
non-compliance;

e Standardized MLR reporting including line-item disclosures for payments to affiliate versus
non-affiliate providers, QIA spending, and administrative overhead; and

e Stronger transparency and reporting requirements related to ownership, corporate structure
and spending that would allow regulators to identify intercompany transfers and eliminations
that are used to manipulate MLR calculations.

AAMC supports each of these approaches: routine audit authority with penalties for non-compliance,
standardized line-item MLR reporting that separately discloses payments to affiliated versus non-

40 KL Lenahan et al., Variation in Use and Content of Prescription Drug Step Therapy Protocols, Within and Across
Health Plans, Health Affairs, Vol. 40, No. 11 (Nov. 2021).
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affiliated providers, and stronger ownership/structure transparency to help regulators identify
intercompany transfers used to manipulate MLR calculations.

The AAMC believes the MLR should include only costs directly applicable to improving health care
quality that can be measured and verified. Activities that are associated with improving clinical and
quality outcomes for the purpose of the MLR calculation must lead to quantifiable improvements in
patient outcomes or patient safety. Without this standard, MLR calculations may artificially increase
plans’ MLRs, inaccurately reflecting plans’ premium revenue, care costs, and clinical and quality
activities. Policymakers should ensure quality improvement activities included in the MLR calculation do
not include costs that are primarily focused on improving the quality of the insurance plan itself or
activities associated with cost containment to primarily benefit the insurance plan over beneficiary care.

Improved transparency and clear reporting of all activities with related expenses ensure that plan sponsors
accurately account for claims, quality improvement activities, and other costs. Further, the AAMC
continues to support the collection of data related to provider payment arrangements.*! Obtaining a clearer
understanding of provider payment arrangements in these plans will allow policymakers and stakeholders
to compare and evaluate plan expenditures among the various arrangements to inform future rulemaking
and program improvements.

Senate Democrats invite feedback and comments on proposed reforms and improvements to QIA data
collection and reporting requirements, including:

e  FEliminating the ability of plans to invest heavily in QIAs late in the plan year, in response to
concerns that these 'investments' only occur when plans need to game MLR thresholds;

o  FEstablishing an independent, outcomes-based review process to appropriately classify QIAs;

e Prohibiting the classification of utilization management activities as QIA given concerns
related to the use of utilization management as a barrier that generates profit;

e Requiring more detailed data collection and standardized reporting on specific activities,
amounts being spent on each activity, and evidence of each QIA’s effectiveness in reducing
costs and improving health outcomes to substantiate ongoing classification as QIA for
purposes of calculating MLR rebate obligations; and

o Strengthening QIA classification rules to appropriately limit the types of services that should
count as QIAs and identify the types of services and activities that should not count as QIAs.

AAMC supports tightening Quality Improvement Activity (QIA) classification rules, including
prohibiting the classification of utilization management activities (such as prior authorization) as QIA,
since utilization management functions as a cost-containment and profit tool for insurers, not a patient-
care-improvement activity, and requiring detailed, activity-level reporting with evidence of effectiveness
to substantiate ongoing QIA classification.

Senate Democrats invite comments on approaches to modernize and strengthen MLR rules to address
loopholes in existing requirements and account for the existing corporate structures of insurance
companies, as well as feedback on the following concepts:

o Capping profits and administrative spending using a fee-based metric tied to a growth rate
rather than as a percentage of total spend;

e Capping profits at a flat percentage of revenue regardless of how such revenue is spent;

41 AAMC Comments on CMS Medicare Advantage Data RFI (May 2024)
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e Disallowing internal price markups from MLR calculations, and capping or benchmarking
related party transactions to prices paid to unaffiliated entities for the same services;

o Establishing escalating penalties for health plans that are abusing or consistently failing to
meet their MLR obligations over time, including increased civil monetary penalties, or the
inability to receive federal subsidies or participate in certain markets; and

o Extending MLR protections to employers and consumers enrolled in self-insured plans, in light
of research suggesting that avoiding rebate obligations may be a driver of decision-making
related to offering self-insured or fully insured coverage.

o We invite feedback on this approach, along with detailed proposals for specific adjustments
that appropriately limit insurance company profiteering and gaming.

The AAMC supports reforming the MLR by decoupling the limit on profits and administrative costs from
an insurer’s total spending and premiums. Because permissible profit under current MLR rules is
calculated as a percentage of total premium revenue, insurers can expand profits by increasing premiums
and spending in tandem. CBO and independent peer-reviewed research confirm insurers can satisfy MLR
requirements while simultaneously raising prices paid to providers, raising premiums, and increasing
profits. AAMC supports structuring the profit/administrative-cost limit as a flat per-enrollee cap or a
percentage of average market premiums (rather than a percentage of each insurer’s own spending), with
amounts above the cap returned to patients as rebates. AAMC also supports disallowing internal price
markups from MLR calculations and benchmarking related-party transactions to prices paid to
unaffiliated entities, and supports extending MLR protections to self-insured plans.

IV. Stopping corporate insurance companies and third parties from making money by acting as
unaccountable middlemen that delay care and deny claims

Senate Democrats request detailed comments and analysis on the following topics and concepts:

e Oversight and regulation. Policy options to address these challenges could include establishing
and clarifying TPA fiduciary duties to plan sponsors and employees to protect against
profiteering and improper determinations of medical necessity, and ensuring that existing laws
and regulations that should be protecting employers and employees from unfair practices are
being adequately enforced.

e Transparency for plan sponsors. Some employers, advocates, and researchers express support
for transparency and reporting requirements applied to TPAs and ASOs that require stronger
disclosures and guarantee employers access to their cost and claims data.

e Payment rates. Policy options to deter TPAs from using affiliated entities to inflate costs could
include benchmarking fees and payments to those entities against fair-market rates or
arrangements between unaffiliated parties.

e Profits. Proposed reforms to limit the ability of TPAs and other middlemen to capture excessive
profits from employers include:

o Extending MLR rebate obligations to apply to TPAs and ASO contracts in the self-insured
market, with rebates for excessive non-health care spending going to plan sponsors and/or
enrollees;

o Limiting TPA and ASO contracts to a defined per-member-per-month fee-based structure that
eliminates incentives to work with profit-extracting middlemen and affiliates, and forecloses
opportunities to generate revenue using tactics such as spread pricing; and

o Requiring TPAs to pass savings onto plan sponsors similar to the requirements applied to
PBMs, inclusive of rebates, discounts, and revenue from shared savings arrangements.
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AAMC’s member health systems interact with TPAs primarily as providers seeking timely, accurate
payment rather than as plan sponsors, so we defer to employer and plan-sponsor organizations on
TPA/ASO fiduciary and contracting reforms specifically. AAMC would, however, support extending
prompt-pay and claims-transparency requirements to TPA-administered self-insured plans on the same
terms AAMC has proposed for Medicare Advantage and commercial plans generally.

Thank you for the opportunity to provide feedback on this request for information. The AAMC
appreciates Ranking Member Wyden and Finance Committee Democrats’ attention to the affordability
and accessibility of health coverage, and we look forward to continuing to work with you and your staff
as you develop legislative proposals. Please direct further questions to Len Marquez, AAMC senior
director, government relations and legislative advocacy, at Imarquez@aamc.org, or Ally Perleoni, AAMC
director, government relations, at aperleoni(@aamc.org.

Sincerely,

Quidle P <graipee)

Danielle Turnipseed, JD, MHSA, MPP
Chief Public Policy Officer
AAMC



