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June 2, 2026 

 
The Honorable Ron Wyden 
 221 Dirksen Senate Office Bldg. 
Washington, D.C., 20510 
 
 
Dear Senator Wyden:  
 
Community Catalyst is a national advocacy organization that for nearly 30 years has worked with 
local, state and national partners to advance a universal, affordable and equitable health system. We 
write to commend you and your colleagues for the work you have begun, as outlined in your March 
19h letter providing a framework for a next generation of health policies that go beyond merely 
undoing the damage that has been done by the current administration and Congress. We would be 
pleased to partner with you, your staff, and the other signers of the letter to further develop the 
outlined policies as well as additional measures focused on bringing down costs and expanding 
coverage.  
 
We were especially pleased to see you name the profit-maximizing behavior of insurers and 
middlemen that drive many of the financial and access problems people are facing as they try to 
navigate the healthcare system. We would add to that diagnosis, that profit-maximizing at the 
expense of patients also extends too often into the delivery system — especially, though not 
exclusively, within for-profit and private equity-backed institutions and provider organizations. Too 
often we see providers with dominant market share, or whose owners have a “quick buck” mentality 
overcharge patients, deliver sub-standard care, and skimp on providing financial assistance to those 
who need it. 
  
In some cases, important work on these issues has already been done at the state level, and we 
encourage you to consider replicating or building on these policies. In addition, notwithstanding the 
problems in Medicare Advantage, there are several policies in Medicare/Medicare Advantage that are 
worthy of adoption in the ACA Marketplaces and potentially beyond. 
 
As you work to flesh out your agenda, we specifically urge you to consider: 
 
Continuous Federal Reinsurance 
  
Reinsurance is a proven strategy to reduce risk and lower premiums in the individual market. 

Recognizing these benefits, the ACA initially included a reinsurance program, which expired in 2016, 

while Medicare Advantage maintains a permanent program. At least 17 states have by now 

established reinsurance programs that have reduced premiums by 10-20%, a significant benefit for 

individuals who receive little or no financial assistance. Restoring a permanent public reinsurance plan 

to the ACA Marketplace could lower premiums and support robust plan participation, while freeing up 

state resources to provide affordable coverage to additional populations. Extending reinsurance to the 

fully insured small group market would also lower premiums and reduce overall health costs if 

structured appropriately.  

 

https://www.cms.gov/marketplace/health-plans-issuers/premium-stabilization-programs/transitional-reinsurance-program
https://www.cms.gov/files/document/cciio-data-brief-042024-508-final.pdf
https://georgetown.app.box.com/s/8gvwo4zjatasrz3ptkpwe2uqi0qnz04x
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.01411
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.01411
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Individuals paying the full premium amount benefit the most from reinsurance programs, while 

individuals who receive subsidies can experience a decline in their relative purchasing power. 

Therefore, it is critical to pair reinsurance programs with additional premium and/or cost-sharing 

assistance and protections, including for people who receive subsidies, to maintain equity in the policy 

design and tradeoffs. 

 
Lowering Out-of-Pocket Costs in the Marketplace 
 
In addition to restoring the enhanced premium tax credits that lapsed at the end of 2025, more needs 
to be done to make care affordable for Marketplace enrollees. High out-of-pocket costs continue to be 
a barrier to care, even if premiums are made more affordable. Ten states have established programs 
to reduce out-of-pocket costs for their residents, leading to expanded coverage, an improved risk pool 
that reduces costs across the board, and increased reimbursement to healthcare providers. Options 
for federal action include changing the benchmark plan to Gold and expanding eligibility for Cost 
Sharing Reductions, which would reduce out-of-pocket enrollee costs by hundreds to thousands of 
dollars per year.  
 
Related federal action could include increasing the actuarial value of bronze plans. CMS should also 
re-establish standardized plans so that they exist in all states. Standardized plans improve the 
shopping experience by allowing individuals to make “apples-to-apples" comparisons and can 
increase the amount of pre-deductible care that is available, which can be used to improve health 
equity by, for instance, ensuring that prenatal and postpartum care are provided without cost-sharing. 
Lastly, CMS should codify silver-loading and require Marketplace plans to be priced accordingly, 
which has significantly reduced premiums and out-of-pocket costs in states ranging from 
Pennsylvania to Texas.  
 
Establishing a Public Option  
 
As we take commendable steps to eliminate various insurance industry practices that are not in the 
public interest — such as “junk insurance,” narrow networks, and excessive prior authorization 
requirements and claim denials — we must put forward alternative and superior mechanisms for 
holding down premiums that promote affordability and accessibility. We therefore believe that it is time 
to move beyond study and realize the original vision of the ACA by making the public option a reality 
in all states. This will lower premiums and improve benefits. In addition, a public option could be 
offered to fully insured small groups which would improve affordability for small employers and 
workers alike. 
  
Four states — Colorado, Minnesota, Nevada and Washington — now have experience with 
establishing public option plans. There are a number of features of these plans that could be 
replicated in a federal public option including:  

• Collaboration (as opposed to director competition) with private carriers; 

• Establishing government authority to negotiate rates to ensure that cost reduction targets are 
met;  

• Availability across the individual and small group markets; 

• Comprehensive and standardized benefits; 

• Low out-of-pocket costs; and 

• Strong incentives for provider participation to ensure a robust and diverse provider network. 

https://www.healthinsurance.org/faqs/which-states-offer-their-own-health-insurance-subsidies/
https://shvs.org/wp-content/uploads/2026/03/SHVS_State-Marketplace-Subsidies-to-Support-Health-Insurance-Affordability_Final.pdf
https://www.urban.org/sites/default/files/publication/99530/qs_incremental_reform_final_2.pdf
https://www.urban.org/sites/default/files/publication/99530/qs_incremental_reform_final_2.pdf
https://www.mathematica.org/publications/analysis-of-the-colorado-option
https://acasignups.net/25/11/06/premium-alignment-or-how-dozen-states-are-quietly-providing-aca-enrollees-wbetter-options
https://clinicianresources.bcm.edu/executive-summaries/impacts-of-premium-alignment-in-the-texas-aca-marketplace/
https://unitedstatesofcare.org/wp-content/uploads/2024/02/2024-Comparison-Chart-of-State-Public-Options.pdf
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An alternative to existing models for a public option could be a Medicaid buy-in option—available as a 
state option or established across states that could be made available to both individuals and small 
businesses. As an example, researchers found that a Medicaid buy-in option in New Mexico would 
roughly halve the uninsured rate in the state and reduce family health costs by about one-third. 
 
Closing the Medicaid Coverage Gap 
 
Community Catalyst strongly supports federal action to close the ”coverage gap” created when the 
Supreme Court made Medicaid expansion optional for states. There are multiple policy considerations 
in designing a federal policy to close the gap including equity for beneficiaries, policies to 
disincentivize states from dropping their expansion and relying on the federal backstop and ease of 
administration.  
 
Relying on expanded eligibility for APTCs is the easiest path forward administratively. However, to 
provide cross-state equity for beneficiaries, a new metal level (above platinum) would be necessary to 
ensure that care was affordable for the lowest income enrollees. Additional financial incentives for 
expansion states would also be needed to avoid unraveling the existing expansion.  
 
One option for such incentives could be to take some of the Medicaid financing policy changes 
passed through H.R. 1 and reverse the incentive structure such that states that have expanded 
Medicaid have higher, rather than lower, caps on State Directed Payments and/or a higher provider 
tax safe harbor threshold. In addition, we encourage the reinstatement and expansion of FMAP 
incentives to support Medicaid expansion in states that have yet to take up this option. 
 
Incentivizing Federally-Funded Pathways to Close Immigrant Coverage Gaps 

 

Noncitizens are more likely than citizens to be uninsured, and this uninsured rate among noncitizens 
is expected to increase as the result of H.R. 1’s targeted changes to Medicaid, Medicare, and 
Affordable Care Act eligibility. Additionally, many immigrants face barriers to eligibility for Medicaid 
and Affordable Care Act coverage beyond the most recent federal policy changes; for example, 
people who are undocumented, and have always been, ineligible entirely. As of September 2025, 14 
states plus D.C. provide fully state-funded coverage for income-eligible children regardless of 
immigration status and seven states plus D.C. provide fully state-funded coverage to some income-
eligible adults regardless of immigration status. These states understand not only the moral 
imperative to ensure that all people, regardless of income, immigration status, race or other 
characteristics, have access to quality healthcare, but also the economic and public health benefits to 
our communities, states, and the entire country when we make healthcare more accessible to more 
people. However, in the face of significant reductions in federal funding, states are struggling to 
maintain these coverage programs that have improved access to care.  
 
Federal solutions to funding coverage and closing these gaps would meaningfully address uninsured 
rates, reduce costly uncompensated care, and improve access to care for entire communities. One 
initial step would be to eliminate the ”five-year bar” that prevents many immigrants from accessing 
Medicaid or CHIP. 
 
 
 

https://www.shvs.org/wp-content/uploads/2019/04/BRIEF-Medicaid-Buy-In-FINAL.pdf
https://www.urban.org/research/publication/medicaid-forward-new-mexico
https://www.kff.org/uninsured/key-facts-about-the-uninsured-population/?entry=characteristics-of-the-uninsured-population-citizenship
https://www.kff.org/racial-equity-and-health-policy/key-facts-on-health-coverage-of-immigrants/#e0323cce-bf75-4dd8-a3be-39d828f5ee38
https://www.kff.org/racial-equity-and-health-policy/state-health-coverage-for-immigrants-and-implications-for-health-coverage-and-care/
https://tcf.org/content/report/improving-affordability-and-advancing-health-equity-for-immigrants/
https://tcf.org/content/report/improving-affordability-and-advancing-health-equity-for-immigrants/
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Addressing Consolidation, Vertical Integration and Other Market Dysfunctions 
 
Our healthcare financing system has become so convoluted and complex that it is virtually impossible 
to understand. It is rife with conflicts of interest, self-dealing and strategies to maximize profit that do 
not contribute to patient well-being. Payers and providers in dominant market positions are able to 
command excessively high prices. Attempts to control healthcare costs via a “patient shopping” 
paradigm have not succeeded, nor will they ever succeed since essentially none of the conditions for 
true market competition are present in healthcare. The sooner we recognize that healthcare is a 
common good, the better. 
 
Many states have begun to take action to address healthcare market failures that drive higher costs 

and reduced access and quality of care. For example, Oregon has created a Health Care Market 

Oversight Program that grants the Oregon Health Authority the ability to block transactions that are 

not in the public interest. Other states, including Massachusetts and California, have passed laws 

strengthening oversight of healthcare transactions. States have also passed or are considering laws 

to address anti-competitive contracting practices and regulate facility fees or require site neutral 

payments. And it is not only the “blue” states that are taking action. Tennessee’s Republican 

supermajority legislature recently passed a bill to unwind vertical integration between PBMs, 

pharmacies and insurers, although the governor has not yet signed it. 

 
While all of this activity is welcome and moves in the right direction, there is much more that needs to 
be done. New rules addressing problematic practices and healthcare acquisitions are essential, but 
are likely to prove inadequate unless they are accompanied by complimentary measures to address 
the underlying reasons for mergers and acquisitions. For example, regulators are unlikely to impose 
strict conditions on a potential “white knight” investor, if the alternative would be a damaging loss of 
access to care. 
 
We need a holistic approach to payment reform that ends the ability of any actor within the healthcare 

system to use monopoly power to extract excessive prices, aligns financial incentives with optimizing 

patient care, and eliminates structures that allow integrated systems to hide profits. At the same time, 

we must ensure that facilities and clinicians have the access to capital and operating revenue they 

need to provide quality care. It is a a daunting undertaking, but the direction we must move in is clear 

— toward budgets for facilities, salaried or capitated clinician reimbursement, standardized prices and 

administrative processes, and public investment in preserving needed facilities and services. While no 

single piece of federal legislation is likely to tackle all facets of this problem, agencies like CMS can be 

directed to reinvigorate efforts to pursue new payment and financing models, conditions of 

participation, and standards of practice that move our system in the right direction. 

 
Addressing Prior Authorization 
 
Prior authorization is a real pain point for patients and providers alike. A recent KFF survey found that 
prior authorization was the most commonly cited problem people face when accessing healthcare. 
Many states have at least some laws regulating the use of prior authorization. For example, Vermont 
requires 24-hour turnaround for urgent requests. But so far, no state has resolved the problem. At the 
heart of the matter is a financial conflict of interest: insurers can save money by withholding approvals 
— they know that if they expand the number of services subject to prior authorization and denial, they 

https://pestakeholder.org/news/pesp-state-healthcare-policy-roundup/
https://www.healthaffairs.org/content/forefront/facility-fee-reform-states-can-protect-household-budgets-without-upending-hospital
https://tennesseelookout.com/2026/04/22/tennessee-passes-bill-targeting-pharmacy-benefit-managers-cvs-plans-to-sue/
https://www.kff.org/public-opinion/kff-health-tracking-poll-prior-authorizations-rank-as-publics-biggest-burden-when-getting-health-care/#:~:text=One%20in%20three%20insured%20adults,accept%20their%20insurance%20(53%25).
https://vtmd.org/act-111-prior-authorization-reform/#:~:text=Act%20111%2C%20also%20known%20as%20the%20Prior,*%20Medicare%20*%20Large%20group%20health%20plans
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are likely to go unchallenged, even if they would be overturned on appeal. Aggressive use of prior 
authorization may also dissuade sicker enrollees from choosing a particular plan. 
 
At the same time, providers that are paid on a fee-for-service/volume basis have their own misaligned 
financial incentives. Ideally, we should have a reimbursement system that is more neutral and patient-
centered. Budgets for hospitals and other facilities and salaried clinicians (or, for primary care 
providers, a per member, per month capitation payment covering only their services) come closest to 
realizing this ideal and would reduce or eliminate the need for prior approvals. These types of 
payment reforms would also lower administrative costs for providers and eliminate or drastically 
reduce the scope of the burgeoning industry of middlemen, each trying to make money from the cat-
and-mouse game between providers trying to maximize reimbursement and payers trying to constrain 
it.  
 
In the interim, incremental improvements with respect to prior authorization could be made by: 

• Restricting the services for which prior approval can be sought;  

• Requiring determinations to be made within a specific timeframe or deemed approved by 
default; 

• Standardizing the criteria for approvals so that they are made on a sound medical basis and 
without undue influence of financial considerations; and 

• Requiring reviewers to be both clinically qualified and financially neutral with respect to their 
decisions (either fully independent of insurers or without any financial incentive to issue more 
denials);  
 

As welcome and ambitious as this agenda is, there is much more to be done. We hope you will 
consider additional issues that were not referenced in your letter and where we stand ready to work 
with you develop policies to: 
 
Reducing Medical Debt and Strengthening Provider Financial Assistance Policies 
 
Medical debt is a huge problem today with about 40% of the population carrying an aggregate of over 
$200 billion in medical debt. While policies that expand coverage and reduce out-of-pocket costs in 
the Marketplace will naturally reduce the incidence of medical debt, it remains common among people 
with employer sponsored insurance as well.   
 
The long-run solution to the problem of medical debt is a combination of universal coverage and low 
cost-sharing. But, until that has been achieved, stronger financial assistance policies are needed, 
including:  

• Ensuring that people are eligible for financial assistance regardless of insurance or 
immigration status;  

• Broadening the scope of financial assistance policies to include the services of all providers 
practicing in a hospital; and  

• Eliminating the most harmful collection practices, such as wage garnishment, service denials 
for people with debt, and ensuring that repayment plans are fair and manageable. There are 
multiple state examples to draw from that can be found in Community Catalyst’s compendium 
of state medical debt policies.  

 
In addition, Congress must also revisit section 501(r) of the tax code to strengthen the requirements 

and enforcement around community health needs assessments to encourage more robust community 

https://www.commonwealthfund.org/publications/surveys/2023/oct/paying-for-it-costs-debt-americans-sicker-poorer-2023-affordability-survey
https://www.kff.org/health-costs/americans-challenges-with-health-care-costs/
https://communitycatalyst.org/resource/50-states/
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participation and ensure that community benefits plans reflect genuine documented needs, rather 

than simply serving as marketing activities.  

 
Improving Covered Benefits and Ensuring an Adequate Workforce 

 

Across all insurance platforms — Medicare, Medicaid and private insurance — certain services are 
inadequately covered including, dental care and vision and hearing services. In addition, specifically 
for older adults and people with disabilities, there is a need to expand coverage of home and 
community-based services. Adding a Home and Community Based Services (HCBS) benefit to 
Medicare would remove a large financial cost from states. To date, only Washington state has 
experimented with a social insurance model to address the need for HCBS, but it is a promising 
approach that should be expanded upon at the federal level.  
 
Expanding Medicare coverage of dental, vision and hearing services would have a similar, though 
smaller, effect on Medicaid financing and would make these benefits more available to people with 
modest incomes who are above the Medicaid eligibility threshold. Dental, vision and hearing coverage 
should also be mandatory Medicaid benefits and EHBs.  
 
Along with expanded benefits, there is a need to bolster the healthcare workforce to meet the diverse 
needs of our population. The Health Workforce Innovation Act, cosponsored by Senators Wyden and 
Blackburn, is an important step in the right direction. We also encourage you to look at how to 
increase the utilization of mid-level practitioners. For example, 14 states now license dental therapists, 
but there are additional steps the federal government could take to expand the utilization of these 
practitioners. Similar attention should be given to expanding the use of doulas as one part of a 
strategy to reduce disparities in maternal mortality.  
 
Reversing the Damage to Medicaid and Moving Beyond the Status Quo 

 

Undoing harmful changes to Medicaid, including rolling back changes to eligibility, restoring longer 
retroactive coverage windows, and eliminating bureaucratic enrollment barriers, is an essential step. 
But we should not stop with restoring the status quo. Instead, we must work to ensure that across all 
states, Medicaid provides continuous, affordable, accessible, high-quality, and equitable coverage to 
all who need it. This includes investing in systems that allow people to seamlessly enroll in Medicaid 
and maintain their coverage. It also requires policymakers to ensure that people who are covered by 
Medicaid receive high-quality health services that meet all their healthcare needs. Among these 
improvements are policies to expand continuous eligibility, which reduces churn and administrative 
burden; for example, creating a state option for five-year continuous eligibility for children. 
 
During the Medicaid unwind, it became clear that continuous Medicaid enrollment had substantial 
health and economic security benefits for individuals. In Colorado, children with continuous coverage 
in Medicaid during the COVID-19 pandemic experienced lower medical bills and lower out-of-pocket 
costs, were more likely to receive primary care, were less likely to be hospitalized, and were less likely 
to be readmitted compared to children who lacked continuous coverage. In order to encourage 
continuous coverage, the six-month redetermination requirement in H.R. 1 should be reversed, and  
states should be provided with a State Plan Amendment option to extend coverage for children and 
individuals in sensitive health transitions.   
 

https://wacaresfund.wa.gov/
https://oralhealthworkforce.org/infographics/authorization-status-of-dental-therapists-by-state/
https://communitycatalyst.org/news/community-catalyst-leads-100-organizations-pushing-congress-to-prioritize-oral-health-equity/
https://coloradokids.org/data/publications/continuous-medicaid-and-chp-enrollment/
https://www.congress.gov/bill/118th-congress/house-bill/1316
https://www.medicaid.gov/resources-for-states/spa-and-1915-waiver-processing/medicaid-spa-processing-tools-for-states
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CMS should also establish new state requirements and monitoring to ensure the Medicaid program is 
providing high quality coverage. Steps the agency could take include drafting template Medicaid 
notices for states and auditing state notices for understandability and accuracy. CMS should require 
ongoing state reporting on enrollments, disenrollments, and whether disenrollments were based on 
procedural issues or a true eligibility finding. Such reporting should include information such as the 
individual's pregnancy status and age. CMS should also be required to establish targets for state 
Medicaid churn rates and ex parte renewal rates, and incentives should be established to encourage 
high rates of continuous state enrollment. 
  
Reversing the harms from H.R. 1 should also include fully restoring access to federal benefits for 
lawfully present immigrants, including immigrants residing in the U.S. for humanitarian reasons, DACA 
recipients, and TPS holders. These exclusions primarily harm low-income refugees, domestic 
violence and trafficking survivors, children who have been orphaned or abandoned, and victims of 
crime who have agreed to cooperate with law enforcement to bring bad actors to justice.  
 
Providing Robust Enrollment Support and Consumer Information 
 
Originally, the ACA provided support for state consumer assistance programs and enrollment support, 
but funding has lapsed in the case of consumer assistance and has been dramatically curtailed in the 
case of navigators. Helping people obtain insurance and improving their ability to use their coverage 
should be a priority that can be addressed by restoring this funding.  
 
 
We are eager to work with you and the other members of the Senate committed to these important 
ideas. We will follow up with your office to explore how we can be most helpful. 
 
Sincerely, 
 
Shaina Goodman 
Vice President for Policy & Government Affairs 
Community Catalyst; 
 
Colin Reusch 
Director of Policy, 
Community Catalyst 
 
Cc: Senators Warner, Ossoff, Warnock, Blunt-Rochester, Baldwin, Whitehouse, Merkley, Slotkin, 
Warren, Smith, Welch 
 


