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Executive Summary
For years, California’s health care costs have grown 
faster than wages, leaving individuals and families 
under mounting pressure. Unsurprisingly, Californians 
across the political spectrum want health care afford-
ability to be a top priority for policymakers, according 
to CHCF’s 2026 Health Policy Survey.

California enters this health care affordability reform 
moment from a position of relative strength — with 
established institutions, significant market influence, and 
a track record of meaningful policy action. By examin-
ing state activity across the United States over the past 
five years, this paper identifies policy opportunities that 
California could consider in four priority areas.

Reducing Administrative Complexity 
and Waste
	➤ Require all California payers and providers to use 

a single, uniform companion guide for meeting 
national HIPAA (Health Insurance Portability and 
Accountability Act) standards when it comes to 
claims, billing, payment, and other electronic trans-
actions. This could reduce variation and standardize 
key operations across payers.

	➤ Require commercial plans to adopt prior autho-
rization Application Programming Interface (API) 
standards that align with federal requirements. This 
could allow providers to submit and track prior 
authorization requests electronically through a 
standard connection, replacing slower manual pro-
cesses like faxes and phone calls.

	➤ Set minimum duration periods for prior authoriza-
tion approvals for chronic or ongoing conditions to 
keep patients with stable, long-term treatment reg-
imens from repeating the approval process without 
clinical justification.

Preventing Medical Debt and Providing 
Consumer Relief
	➤ Extend financial assistance program (FAP) require-

ments beyond acute care hospitals to medical 
groups and ambulatory surgical centers. This would 
involve applying robust FAP requirements (including 
the administration of free and reduced-cost care 
to eligible patients) to other provider types, which 
could help prevent patients from accumulating med-
ical debt in a variety of clinical settings.

	➤ Establish a statewide medical debt relief program. 
California could purchase qualifying patients’ debt 
at a fraction of face value and forgive it entirely.

	➤ Prohibit civil action and bank account seizure for 
medical debt to shield patients from harmful and 
destabilizing debt collection tools.

Controlling Unreasonable Hospital 
Prices
	➤ Cap hospital payments within CalPERS (California 

Public Employees’ Retirement System) and CalSTRS 
(California State Teachers’ Retirement System). This 
would limit what hospitals can charge the state’s 
own employee and retiree health plans.

	➤ Cap hospital prices across all commercial payers. 
This broader approach would extend price limits 
beyond public employee plans to the fully insured 
and self-insured commercial market statewide.

	➤ Fully implement and enforce the California Office 
of Health Care Affordability’s (OHCA’s) hospital cost 
growth targets, creating a credible deterrent against 
hospitals exceeding their targets.

Addressing Consolidation and Anti-
Competitive Market Practices
	➤ Authorize OHCA to block or impose conditions 

on health care transactions, such as mergers and 
acquisitions, that may harm patients and providers.

https://www.chcf.org/resource/trust-distrust-california-health-care-system-survey-2026/
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Introduction
The cost of health care has become unsustainable for 
individuals and families nationwide. Premiums, deduct-
ibles, and out-of-pocket costs have grown faster than 
wages, and the gap between what health care costs 
and what people can afford to pay continues to widen. 
While policies addressing these challenges were once 
considered out of reach, states across the country are 
now introducing or enacting legislation directly aimed at 
improving health care affordability.

As the policy landscape shifts, California has both the 
institutional capacity and market influence to lead the 
next phase of reform. California enters this moment 
from a position of relative strength, having in recent 
years established the California Office of Health Care 
Affordability (OHCA) and implemented a series of 
reforms designed to improve costs, transparency, 
accountability, oversight, and consumer protections.

This paper presents a scan of state legislative and 
regulatory activity over the past five years and identi-
fies opportunities for California to pursue to address 
the affordability crisis. The opportunities identified vary 
significantly in complexity, cost, implementation time-
line, and impact. Some can be pursued through existing 
agency authority, while others will require statutory 
changes.

Priority Area 1: Reducing 
Administrative Complexity and 
Waste	
Administrative costs account for as much as one-quar-
ter of all health care spending in the United States — a 
significantly higher proportion than is found in other 
developed nations.1 This reflects the highly fragmented 
structure of the US health care system, in which cov-
erage is financed through multiple, largely separate 
sectors: public programs at the federal, state, and local 
levels; employer-sponsored plans; and private insurers. 

With each system operating under its own rules, billing 
requirements, and administrative processes, this frag-
mentation has over time produced a complex and often 
duplicative administrative environment that creates 
waste and places significant burden on both payers and 
providers. It also raises the cost of health care cover-
age in commercial markets.

California has already taken steps to reduce this com-
plexity. For example, the state now has the authority 
to require faster, more automated prior authorization 
systems that follow federal standards. It also recently 
standardized the credentialing process across all plans, 
so providers no longer need to submit separate appli-
cations to each insurer. Now, the state can build on this 
foundation to further reduce administrative complexity 
and waste.

Standardizing and Automating Billing 
Practices and Electronic Transactions
While HIPAA (Health Insurance Portability and Account-
ability Act) established national standards for the 
electronic handling of health care transactions, it left 
substantial room for variation in how health plans 
implement them. In fact, each plan publishes its own 
“companion guide” explaining how it implements the 
standard. Therefore, a provider billing five different 
payers must comply with the standards outlined in five 
different guides, even though all payers use the same 
HIPAA transaction standard. California could eliminate 
this variation by requiring all payers and providers to 
standardize electronic eligibility, claims, payment, and 
acknowledgment transactions within a single compan-
ion guide.

Standardizing Administrative 
Provisions in Contracts Between 
Payers and Providers
Administrative provisions like submission timelines, 
clean claim definitions, timely payment obligations, 
appeal rights and procedures, amendment notification 
requirements, and termination notice periods currently 
vary widely across payer contracts, creating ongoing 
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legal and operational complexity for providers main-
taining multiple contracts.

California could consider standardizing these pro-
visions by creating a model administrative contract 
template. This would dramatically reduce the contract-
ing overhead without constraining payment negotiation. 
Plans and providers could still negotiate rates, prior 
authorization lists, and quality incentives, but the 
administrative framework would be uniform.

A model template could standardize terms including:

	➤ Claim submission windows (e.g., 90–180 days from 
date of service)

	➤ Clean claim definitions aligned with HIPAA 
standards2

State Examples: Standardizing Health Care Transactions in Minnesota and Massachusetts
Minnesota has long required payers to follow state-developed standardized companion guides (Minnesota Uniform Com-
panion Guides) that cover professional, institutional, dental, and pharmacy claims; eligibility inquiry and response processes; 
claim payment and remittance advice; and claim acknowledgment. They apply to all health care providers, group purchas-
ers, and health care clearinghouses licensed or doing business in the state.

Massachusetts has achieved something similar through a voluntary initiative: the New England Healthcare Exchange Network 
(NEHEN), an industry collaboration operated by the nonprofit Massachusetts Health Data Consortium (MHDC). What Minne-
sota achieves through statutory mandate, Massachusetts has built through voluntary industry collaboration. Almost every 
payer and provider in the state uses this platform to submit claims to multiple insurers, verify patient benefits, or check on a 
claim’s status.

In June 2025, MHDC upgraded the platform to automate prior authorization and streamline clinical data exchange for quality 
measurement among Massachusetts health plans and providers, expanding NEHEN to incorporate Fast Healthcare Interop-
erability Resources (FHIR) Application Programming Interfaces (APIs) for real-time automated prior authorization and clinical 
data exchange through a single connection. Early adopters include Blue Cross Blue Shield of Massachusetts, Point32Health 
(Harvard Pilgrim Health Care and Tufts Health Plan), and WellSense. The new service will support an FHIR-based version of 
MHDC’s Quality Measurement Specification for clinical data sharing using implementation guides created by the Da Vinci 
Project, a private-sector initiative that promotes common technical standards known as Health Level Seven (HL7).

The potential impact of transaction standardization is significant. Health care’s financial transactions ecosystem — which 
encompasses claims submission, payment, and remittance — costs the industry approximately $200 billion annually, with aver-
age per-claim processing costs of $12 to $19 across payers and providers and a typical payment cycle of four to six weeks.

Sources: Minnesota Statutes § 62J.536; and Minnesota’s Health Care Administrative Simplification Initiative (PDF), Minnesota Department of Health, accessed 
February 13, 2026;  “Administrative Simplification Requirements & Compliance,” Minnesota Department of Health, accessed February 13, 2026; “About,” Massa-
chusetts Health Data Consortium (MHDC), accessed February 13, 2026; “The New England Healthcare Exchange Network (NEHEN),” MHDC, accessed February 13, 
2026; MHDC, “Massachusetts Health Data Consortium and ZeOmega Inc. Launch Statewide Network to Automate Prior Authorization and Clinical Data Exchange,” 
press release, June 24, 2025; and Nikhil R Sahni et al., “Active Steps to Reduce Administrative Spending Associated with Financial Transactions in US Health Care,” 
Health Affairs Scholar 1, no. 5 (2023): qxad053.

	➤ Timely payment obligations (e.g., 30 days for clean 
electronic claims)

	➤ Appeals procedures and response deadlines

	➤ Amendment notification requirements (e.g., 60 days’ 
advance notice for contract changes)

	➤ Termination notice periods (e.g., 90 days)

Standardizing Credentialing Forms and 
Processes
Starting in January 2028, every full-service health care 
service plan and health insurer, or their delegates, will 
be legally required to use the most recent Council for 
Affordable Quality Healthcare (CAQH) credentialing 
form.3 Plans may request additional provider informa-
tion only to clarify what the form already contains and 

https://www.revisor.mn.gov/statutes/cite/62J.536
https://www.health.state.mn.us/facilities/ehealth/asa/docs/factsheetadminsimp.pdf
https://www.health.state.mn.us/facilities/ehealth/asa/compliance.html#1
https://www.mahealthdata.org/about
https://www.mahealthdata.org/nehen
https://www.prweb.com/releases/massachusetts-health-data-consortium-and-zeomega-inc-launch-statewide-network-to-automate-prior-authorization-and-clinical-data-exchange-302488972.html
https://pubmed.ncbi.nlm.nih.gov/38756977/
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must minimize such requests. CAQH adoption means 
providers will no longer need to assemble separate 
credentialing packages for each plan.

The mandate streamlines the collection of credentialing 
information, but not its verification. Each time a new 
provider joins a network, the plan must still review the 
application, conduct source verification and committee 
review, and process enrollment. National estimates 
associate approximately 5% of industry-wide adminis-
trative costs with credentialing and licensing.4

An opportunity for further streamlining is to require 
plans to accept a credentialing decision already made 
by another plan licensed by the California Department 
of Managed Health Care (DMHC) or the California 
Department of Insurance (CDI). These decisions would 
be made within a defined lookback window, such as 
12 months, and use CAQH processes. Continuous 
monitoring could flag adverse changes arising since the 
decision was made. This method has been proven to 
be effective: According to one CAQH case study, after 
implementing CAQH primary source verification, Health-
Net achieved a 20% reduction in labor costs, 12-day 
decrease in source verification time, and 5% improve-
ment in data quality.5

Establishing Measurement, 
Transparency, and Accountability for 
Billing Complexity
No state has built a formal system to measure admin-
istrative burden and hold plans accountable for billing 
complexity. California could develop and publish an 
annual Billing Complexity Index, tracking measures for 
each DMHC- and CDI-regulated plan.

Measures could include the following:

	➤ Auto-adjudication rate for clean claims

	➤ Average days to payment

	➤ Denial rates by category

	➤ Nonstandard claims edits

	➤ Staff hours spent credentialing and contracting

Plans with high complexity index scores could face 
regulatory scrutiny, be held to higher oversight 
requirements, or be required to file an administrative 
simplification plan describing how they will reduce their 
index score within a defined period. This creates a con-
tinuous improvement obligation rather than a one-time 
compliance check and generates publicly comparable 
data that purchasers, including Covered California and 
CalPERS, could use when selecting plans to contract.

California already collects data that could anchor 
this index. DMHC’s annual Provider Dispute Resolu-
tion Report tracks the volume, type, and resolution of 
provider claim disputes across full-service plans.6 Inde-
pendent Medical Review overturn rates provide a proxy 
for denial quality, but they only capture cases that run 
through the full appeals process. Building an effective 
Billing Complexity Index will require further research to 
identify which existing data can be leveraged and which 
reporting gaps need new requirements.

Reforming Prior Authorization 
Processes
Prior authorization can play a crucial role in ensuring 
Californians can access safe, evidence-based, and 
cost-effective care. At the same time, the processes 
by which it is carried out are fundamentally flawed.7 
An American Medical Association survey found that 
practices average 39 prior authorization requests 
per physician each week, spending approximately 13 
hours on the process. Also, 40% of physician practices 
employ staff who work exclusively on prior authoriza-
tion tasks.8

California has enacted the following prior authorization 
reforms in recent years:

	➤ In 2025, California eliminated prior authorization 
for services that health plans approve at least 90% 
of the time starting January 1, 2028, with exemp-
tions identified by DMHC and CDI for the plans they 
regulate.9
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	➤ In 2024, California prohibited AI from being the sole 
basis for medical necessity denials and required 
that a human review AI-influenced decisions.10

	➤ California requires utilization review decisions — 
determinations about whether a service is medically 
necessary, including prior authorization — be made 
by licensed physicians or health care profession-
als who can evaluate the relevant clinical issues. It 
maintains a five-day standard and 72-hour urgent 
prior authorization response timeframes.

Other states have taken the following steps to reform 
prior authorization:

	➤ Shorter response times. To reduce treatment 
delays and relieve administrative burden on pro-
viders, many states now give health plans strict 
deadlines to make prior authorization decisions. 
Faster decisions reduce the amount of time pro-
viders spend monitoring pending authorizations, 
making follow-up calls, and managing scheduling 
uncertainty while awaiting approval. 

New Jersey, Vermont, and Washington, DC, all 
require decisions within 24 hours for urgent cas-
es.11 Both New Jersey and Washington, DC, require 
approval within 72 hours for standard requests, 
and Vermont requires two business days. California 
could consider adopting these quicker timelines, 
instead of the current five days for standard and 72 
hours for urgent requests.

	➤ Minimum authorization durations for chronic 
conditions. California has no requirement that prior 
authorization approvals for chronic or ongoing 
conditions remain valid for a minimum period, which 
means that patients with stable long-term treatment 
regimens may need to go through repeated cycles 
of requesting authorization without clinical justifica-
tion. Establishing a minimum authorization duration 
for stable chronic conditions would eliminate this 
recurring administrative burden. 

Minnesota, Vermont, and New Jersey prohibit 
insurers from requiring repeat prior authorization 

for certain chronic conditions or treatments for a 
defined minimum period ranging from 180 days 
in New Jersey to indefinitely in Minnesota absent 
a change in treatment.12 Extending authorization 
durations increases near-term utilization and spend-
ing by allowing some services that might otherwise 
be delayed or denied during reauthorization to 
continue uninterrupted. At the same time, it shifts 
resources from repeated administrative review to 
direct patient care, which may represent a more 
productive use of health care spending. Longer 
authorization periods may also reduce downstream 
costs by preventing care interruptions that can lead 
to complications, emergency department visits, or 
hospitalizations that are more expensive than the 
authorized treatment itself.

	➤ Same-specialty clinical review. Alabama, Alaska, 
Arkansas, Illinois, New Jersey, and Oklahoma 
require that prior authorization denials or appeals 
be reviewed by a clinician in the same or similar 
specialty as the treating physician.13 California’s 
competency standard requiring reviewers to be 
capable of reviewing the relevant clinical issues 
does not mandate specialty matching. A same-spe-
cialty reviewer requirement for denials and appeals 
could reduce inappropriate denials and subsequent 
appeals work, improve administrative efficiency, 
and enhance quality of care.

	➤ Prohibitions against retroactive denials. California 
has no statutory prohibition on retroactive prior 
authorization denials, wherein a plan approves a 
service, the service is rendered, and the plan subse-
quently rescinds approval or denies payment. While 
these decisions are poorly documented and their 
frequency is relatively low, the harm they cause — 
which can come in the form of reopened claims, 
patient confusion, and collections activity — is 
significant.  

Illinois, Arkansas, and Louisiana prohibit or signifi-
cantly limit insurers from revoking previously issued 
authorizations after services have been rendered, 
with narrow exceptions for fraud or material 
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misrepresentation.14 These states cite provider bur-
den and care disruption, not consumer volume data, 
as their primary rationale. A California prohibition 
on retroactive denials could reduce administrative 
burdens for providers associated with reopening 
completed claims and reconstructing documenta-
tion months after care was delivered.

	➤ Electronic prior authorization standards. The fed-
eral US Centers for Medicare & Medicaid Services 
(CMS) interoperability rule requires Medicare Advan-
tage, Medicaid, and exchange plans to implement 
FHIR-based prior authorization APIs by January 
2027. Since major payers are already building this 
infrastructure for their Medicare and Medicaid prod-
ucts, they will likely apply the same systems to their 
commercial products rather than maintain separate 
technical standards. Regulatory action in this area 
can accelerate this process and maximize its effi-
ciency gains.  

California gave DMHC and CDI license to require 
prior authorization standards aligned with CMS 
FHIR-API requirements, but neither department 
has exercised that authority.15 By exercising these 
authorities and maintaining a timeline concurrent 
with the federal deadline, California could extend 
equivalent requirements to commercial plans and 
leverage infrastructure investments already under-
way at major payers.

Most of these reforms aim to reduce the administrative 
burden of prior authorization where it does not add 
clinical value. The goal is not to eliminate prior authori-
zation as a utilization management tool, but to target it 
more precisely and improve the efficiency of the pro-
cesses by which it is carried out.

Ensuring Consumers Benefit from 
Administrative Simplification
A final cross-cutting challenge in administrative sim-
plification is ensuring that savings flow through to the 
parties that bear the costs of health care — that is, 
employers, public programs, and ultimately patients. 
If savings only benefit insurers or providers without 

lowering premiums or cost-sharing measures, these 
measures offer no affordability benefit for the people 
the reforms are intended to serve.

California could address this by requiring regulated 
plans to demonstrate, through rate filings and actuarial 
documentation, that administrative cost reductions are 
reflected in premium rates. The Billing Complexity Index 
would create the data infrastructure to track adminis-
trative costs over time. Pairing it with a requirement that 
documented reductions in administrative burden be 
passed through in rates would close the loop between 
measurement and accountability.

Priority Area 2: Preventing Medical 
Debt and Providing Consumer 
Relief
Medical debt is a significant and growing burden for 
American families. Forty percent of all Californians 
report carrying medical debt, and for Californians 
with low incomes, that figure rises to over half.16 The 
consequences of unpaid medical bills and aggressive 
debt-collecting practices can be far reaching, leading 
to bankruptcies, housing instability, and long-term 
credit damage. In response, states pursuing health care 
affordability reform are adopting strategies to eradicate 
existing medical debt, prevent its accumulation, and 
shield patients from its harmful effects.

California’s 2007 Hospital Fair Pricing Act established 
a foundation for this work.17 The following steps could 
bolster that legislation’s impact.

Strengthening Financial Assistance 
Program Standards
Reducing the burden of medical debt begins with 
preventing its accumulation in the first place. Hospi-
tal-based financial assistance is instrumental in doing 
this. Two federal frameworks address these financial 
assistance programs (FAPs):
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	➤ The Internal Revenue Service (IRS) community 
benefit standard requires nonprofit hospitals to 
demonstrate that they provide enough community 
benefit, including through financial assistance, to 
justify their tax-exempt status.

	➤ The ACA required tax-exempt hospitals to publicize 
and follow a written financial assistance policy.18

California’s Hospital Fair Pricing Act goes well beyond 
both federal frameworks. All acute care hospitals 
regardless of tax status must extend eligibility for 
financial assistance programs to individuals and families 
with incomes up to 400% of the federal poverty level 
(FPL), exclude assets from eligibility determinations, and 
extend eligibility to underinsured patients.19

In addition, hospitals cannot require patients to apply 
for Medicare, Medi-Cal, or other sources of coverage 
before being screened for or offered financial assis-
tance. Starting July 2027, hospitals will also need to 
proactively screen uninsured and underinsured patients 
for FAP eligibility before billing.20

States around the country have addressed additional 
consumer protection gaps through the following 
measures:

	➤ Community benefit spending minimums. Although 
federal law does not set a minimum requirement 
for community benefit spending, some states have 
established spending floors. Illinois and Utah, for 
example, require tax-exempt hospitals to spend at 
least the equivalent of their property tax on commu-
nity benefits.21 Nevada requires specific tax-exempt 
hospitals to spend 0.6% of the prior fiscal year’s 
revenue on free and/or discounted care.22 Oregon’s 
financial assistance policies, including its community 
benefit spending floor, which is established every 
two years, have been associated with increased free 
care spending and less medical debt in collections.23  

California could adopt similar floors to ensure 
tax-exempt hospitals appropriately direct dollars 
toward community benefits, including financial 

assistance. To assess impact, researchers could 
review hospital IRS Forms 990 to gauge whether 
current levels of free and discounted care warrant 
a floor. In 2020, California’s nonprofit hospitals 
reported $8.7 billion in community benefit spend-
ing, of which close to $1 billion (10%) was used for 
financial assistance. The nonprofit tax exemption 
was valued at $2.6–2.8 billion.24

	➤ Income-based free and discounted hospital care. 
California sets a single eligibility limit of 400% FPL 
for financial assistance but does not distinguish 
between free and discounted care. Without sep-
arate thresholds, hospitals have broad discretion 
over discount levels, meaning they may offer only 
nominal discounts to individuals with very low 
incomes.  

Other states address this by setting two explicit 
thresholds. Consistent with the National Consumer 
Law Center recommendations, Illinois mandates 
free care for patients with incomes up to 200% of 
the FPL and discounted care for those with incomes 
up to 600% of the FPL after a $150 patient contribu-
tion.25 Rhode Island and Maryland require hospitals 
to provide free care to patients with incomes up to 
200% of the FPL and discounted care to patients 
with incomes up to 300% of the FPL, with Maryland 
setting discount tiers according to income thresh-
olds.26 California could adopt a similar two-tier 
structure that ensures patients with the lowest-in-
come receive free care while those with moderate 
incomes receive meaningful discounts.

	➤ Protections for patients with unsatisfactory 
immigration status (UIS). Five states (Colorado, 
Illinois, Maryland, New York, and Vermont) explic-
itly prohibit hospitals from discriminating against 
undocumented patients for FAP eligibility. California 
statute is unclear on this issue, leaving hospitals to 
interpret whether members of this population are 
eligible.27
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	➤ More provider types that offer FAP. California 
could extend FAP requirements beyond acute care 
hospitals to include large medical groups, ambu-
latory surgical centers, and other provider types, 
consistent with the National Consumer Law Center’s 
Model Medical Debt Protection Act.28 California 
could also consider extending FAP requirements to 
dental care.

	➤ Increased awareness of FAPs. Awareness of hos-
pital FAPs remains inconsistent and low: Only 37% 
of Californians with medical debt have tried to find 
information about financial assistance.29 California 
could require Covered California’s insurance nav-
igators and agents to educate consumers about 
hospital financial assistance programs, including 
eligibility and how to apply.30 No state has imple-
mented such a requirement for their navigator 
programs to date. 

California could also allocate more funding to FAP 
education through advocacy groups and social 
service organizations. While this strategy puts the 
burden of self-advocacy on the patient, greater 
awareness could increase uptake.

	➤ Simplified FAP application process. Statewide 
“income passports” that use a single verified cre-
dential to establish patient eligibility for health care 
and other state safety-net programs reduce admin-
istrative burden for both patients and hospitals and 
speed patient access to financial assistance. Cali-
fornia could fast-track financial assistance program 
applications by implementing such passports.

	➤ Presumptive FAP eligibility expansion. Starting July 
1, 2027, California will use presumptive eligibility in 
FAP application processes. This means if a patient 
meets certain criteria, such as being enrolled in 
CalFresh or experiencing homelessness, they will be 
presumed eligible for hospital financial assistance.31 
Hospitals have to screen patients for presumptive 
eligibility if they are uninsured or enrolled in Medi-
Cal or a Covered California plan. Of the states 
leveraging presumptive eligibility, Oregon goes 
furthest, statutorily requiring hospitals to screen all 

patients with bills over $1,500.32 California could 
consider adopting the same broad trigger.

Strengthening Medical Debt Collection 
Protections
To protect consumers from medical debt collection, 
California prohibits property liens, wage garnishment, 
and the inclusion of medical debt in consumer credit 
reports.33 Other states offer additional consumer pro-
tections through the following actions:

	➤ Expanding the definition of medical debt. In Cali-
fornia, only debt that is owed directly to a provider 
— and not that which is charged onto a medical 
credit card or financed through a medical loan — 
is prohibited from appearing on consumer credit 
reports. 

This leaves patients who finance care through 
these products without protection. California could 
consider following Colorado, Minnesota, and New 
York by expanding the definition of medical debt 
to include balances on medical credit cards and 
medical loans.34

	➤ Prohibiting civil action for medical debt collec-
tion. California could prohibit civil action to collect 
medical debt in cases that meet specified criteria. 
New Mexico bars lawsuits for medical debt where 
a patient has income below 200% of the FPL, and 
New York for patients with income below 400% of 
the FPL.35 Maryland prohibits civil action for medical 
bills of $500 or less, although this only applies to 
hospitals and not to third-party debt collectors.36

	➤ Prohibiting bank account seizure. Seizing a bank 
account to satisfy a medical debt is one of the most 
destabilizing collection tools. Unlike wage garnish-
ment, which California already prohibits for medical 
debt, bank account seizure can strip a patient of all 
available liquid assets at once and with little warn-
ing, instantly eliminating their ability to pay rent, 
purchase food, or meet other basic needs. 

While most states lack these sorts of protective 
laws, Delaware prohibits garnishing or attaching a 
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patient’s bank account, pension, annuity, or retire-
ment account to medical debt.37 California could 
prohibit bank account seizure for medical debt 
collection for people who meet certain income and/
or asset thresholds, ensuring the protection tar-
gets those most at risk while preserving collection 
options where meaningful assets exist.

	➤ Extending prohibitions on the sale of medical debt. 
California only allows hospitals to sell medical debt 
when a patient is deemed ineligible for financial 
assistance or has not responded to either the bill 
or to financial assistance outreach for 180 days.38 
Other states have gone further. New Mexico and 
North Carolina prohibit the sale of medical debt to 
debt collectors for specific low-income populations, 
while Florida and New Jersey prohibit its sale when 
the patient is on a payment plan.39 Three states 
(Maryland, New York, and Vermont) have banned the 
sale of medical debt to third-party collectors alto-
gether.40 California could consider doing the same 
in order to reduce patient exposure to aggres-
sive debt collection practices and keep hospitals 
accountable to the Hospital Fair Pricing Act as 
medical debt owners.

	➤ Making private right of action explicit. California 
statute does not expressly permit a patient to take 
a hospital or debt collector to court. An explicit 
private right of action within the Hospital Fair Pricing 
Act would offer patients a clearer pathway to sue 
hospitals and debt collectors that fail to comply 
with FAP screening, billing, and collection require-
ments. This would supplement regulatory teeth with 
private enforcement and create a stronger deterrent 
against noncompliance.  

California could follow in the footsteps of Connecti-
cut, where patients can sue for any unfair trade 
practices, and Colorado, where patients can sue 
providers individually or via class action for actual 
damages, statutory damages, and attorneys’ fees.41 
However, without greater public awareness of FAPs 
and their rules, patients are unlikely to seek legal 
recourse for violations.

Establishing a Statewide Medical Debt 
Relief Program
Even with strong billing and debt collection protections, 
a substantial backlog of existing medical debt remains 
beyond the reach of prospective policy changes. Debt 
relief programs address this directly by purchasing 
qualifying patients’ debt at a fraction of its face value 
and forgiving it entirely. Qualifying patients for these 
programs have incomes below 400% of the FPL or med-
ical bills that are 5% or more of their annual household 
income.

Los Angeles County’s medical debt relief program, 
launched in December 2024, has attracted national 
recognition. The Los Angeles County Supervisors com-
mitted an initial $5 million in county dollars (alongside 
additional investments from LA Care Health Plan and 
the Los Angeles County Medical Association) to medical 
debt relief.42

California could consider establishing a statewide 
equivalent. Nine states (Arizona, Connecticut, Delaware, 
Illinois, Michigan, North Carolina, New Jersey, Rhode 
Island, and Vermont) have successfully established such 
programs in partnership with the nonprofit Undue Medi-
cal Debt.43 Eight of these states also appropriated state 
funds to debt forgiveness. Arizona, having already for-
given $642 million in debt, committed the largest sum 
of $30 million to eradicate medical debt in the state 
entirely.44 North Carolina has a unique agreement with 
CMS to use state-directed payments to relieve medical 
debt.45 Nebraska also passed legislation in 2025 estab-
lishing a medical debt relief program that has yet to be 
implemented.46

Strengthening Enforcement of the 
Hospital Fair Pricing Act
California’s Hospital Fair Pricing Act imposes mean-
ingful obligations on hospitals, but the infrastructure 
to enforce those obligations could be strengthened 
through the following actions:
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	➤ Establishing a proactive hospital audit program. 
Relying solely on complaints to identify violations 
places the burden of accountability on patients, who 
are often unaware of their rights. While it requires 
more effort, staff time, and resources, a proactive 
audit program shifts that burden to the regulator 
and creates a stronger deterrent against noncom-
pliance. California could proactively audit whether 
hospitals are meeting Hospital Fair Pricing Act 
requirements.

	➤ Meaningfully screening for FAP as a precondition 
for collection. California law requires collection 
agencies to file a sworn statement certifying that a 
patient was screened for FAP eligibility. However, 
this requirement may not be sufficiently rigorous 
in practice: The same declaration form, signed by 
the same hospital financial services representative, 
has appeared across numerous collection lawsuits, 
raising questions about whether patients are truly 
being screened on an individual basis.47 California 
could specify what constitutes screening docu-
mentation (e.g., patient-specific outreach records, 
eligibility determinations, application outcomes) 
and require collectors to produce such evidence 
before filing suit.

	➤ Enforcing measures in the courts. When court 
proceedings classify medical debt as general con-
sumer debt, judges may fail to apply the additional 
protections California law affords to medical debt. 
California could address this through judicial train-
ing on recognizing and correctly classifying medical 
debt. It could also require courts to verify that 
collectors have met the Hospital Fair Pricing Act’s 
medical debt prerequisites before allowing collec-
tion actions to proceed.

Priority Area 3: Controlling 
Unreasonable Hospital Prices
Hospital spending is a dominant driver of health care 
cost growth. Between 2022 and 2024, hospital spend-
ing accounted for the largest component of spending 

growth across national markets, and hospital services 
now represent nearly half of all commercial market 
spending.48

To constrain this growth, California established OHCA 
and a Health Care Affordability Board in 2022.49 In 
2025, these entities set a statewide growth target of 
3.5% based on historical median household income 
growth. This will phase down to 3% by 2029. A stricter 
sector-specific target set in 2025 will apply to the 
state’s highest-price hospitals.

While these targets are significant, they constrain 
the rate at which hospital spending can grow without 
directly regulating the commercial prices hospitals 
negotiate with insurers. The following section describes 
additional approaches states are pursuing to constrain 
hospital prices that California could consider, from 
direct price caps to site-neutral payment requirements 
and facility fee bans.

Capping Commercial Hospital Prices
Commercial hospital prices are set through private 
negotiations between hospitals and insurers, with little 
regulatory constraint. This has allowed hospitals with 
significant market power to extract payment amounts 
that bear little relationship to cost or quality. Hospital 
price caps — sometimes called reference-based pricing 
— address this directly by limiting hospital payments to 
a set benchmark. This benchmark is typically a per-
centage of Medicare’s rate for the same service.

State Examples: Capping Hospital Prices in 
Oregon, Washington, Vermont, and Indiana
Price caps can be applied at varying levels of scope, 
from a state’s own employee health plan to the broader 
fully insured or self-insured commercial market. Oregon 
has capped hospital payments for its state and school-
based employee health plans for nearly 10 years. During 
the first 27 months of implementation, the policy yielded 
$107.5 million in savings for Oregon, an amount equiva-
lent to 4% of total plan spending. Washington instituted 
equivalent caps for its state employee plan in 2025.
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A cap’s magnitude depends on its level and breadth of 
application. California could cap hospital payments 
within the state’s public employee health plan, CalP-
ERS, and the California State Teachers’ Retirement 
System. Together these plans cover a substantial num-
ber of enrollees, giving the state significant purchasing 
leverage without requiring new insurance regulation or 
provider rate-setting authority.50 A broader approach 
for California would be to cap hospital prices across 
all commercial payers.

Capping Hospital Price Growth
Managing hospital price growth has emerged as a 
central policy strategy for improving health care afford-
ability. OHCA has made California a state leader in 
implementing hospital cost growth targets. With tiered 
targets that impose stricter growth limits on high-
er-price hospitals, California’s program goes further 
than those of most other states.51

By directly limiting hospital price increases, growth 
caps can effectively constrain commercial market 
spending growth. California should consider continuing 
to rigorously enforce OHCA’s hospital price growth 
caps across the state’s approximately 400 hospitals 
through consistent use of performance improvement 
plans and assessment of administrative penalties for 
noncompliance.

Implementing Hospital Global Budgets 
with Regulated Growth Caps
Global budgets pay hospitals a fixed amount for a 
defined set of services. These payments are deter-
mined prospectively based on historical utilization 
and are adjusted annually to account for changes in 
demographics, market share, and service mix. This 
alternative payment model disincentivizes service 

The same year, Vermont and Indiana became the 
first states to legislatively cap hospital prices across 
all commercial payers. Vermont did this through ref-
erence-based pricing implemented by its all-payer 
rate-setting board. Indiana capped prices by requiring 
its five largest nonprofit hospital systems to reduce their 
aggregate inpatient and outpatient prices to the state-
wide average or risk their tax-exempt status. Indiana 
also mandated those same systems to offer direct-to-
employer contracting arrangements with prices capped 
at 260% of Medicare rates starting in September 2025. 
This requirement will apply to for-profit hospitals in 
September 2026.

One unintended consequence of price caps may be that 
hospitals subject to price caps look for ways to replace 
lost revenue by accelerating efforts to code for the 
higher revenue services, raising prices for non-hospital 
services, or growing patient and service volume. But 
because price caps directly impact hospital prices — a 
key driver of health care costs and spending growth 
— this strategy could have a significant impact on 
affordability.

Sources: S.B. 1067, 2017 Leg., Reg. Sess. (Ore. 2017); Roslyn C. Murray 
et al., “Hospital Facility Prices Declined as a Result of Oregon’s Hospital 
Payment Cap,” Health Affairs 43 no. 3 (2024); S.B. 5083, 2025–26 Leg., 
Reg. Sess. (Wash. 2025); 18 V.S.A. § 9375; and 18 V.S.A. § 9376; Ind. Code 
§§ 16-21-18. 

CalPERS and Anthem Blue Cross of California imple-
mented a hospital pricing cap program for knee and 
hip replacements in January 2011. The program now 
includes 20 different medical procedures.

State Example: Capping Hospital Price Growth 
in Rhode Island
Rhode Island was the first state to cap hospital price 
growth. In 2010, Rhode Island’s Office of the Health 
Insurance Commissioner implemented affordability stan-
dards for all commercial insurers in the state, capping 
hospital price growth for the fully insured commercial 
market segment. In practice, insurers also extended 
the cap to the self-insured market. One independent 
study associated these affordability standards with a 9% 
decrease in hospital prices across both the fully insured 
and self-insured markets.

Sources: “Affordability Standards,” Rhode Island Office of the Health 
Insurance Commissioner, accessed July 3, 2026; and Andrew Ryan et al., 
“Rhode Island’s Affordability Standards Led to Hospital Price Reductions 
and Lower Insurance Premiums,” Health Affairs 44, no. 5 (2025).

https://olis.oregonlegislature.gov/liz/2017R1/Downloads/MeasureDocument/SB1067/Enrolled
https://doi.org/10.1377/hlthaff.2023.01021
https://doi.org/10.1377/hlthaff.2023.01021
https://app.leg.wa.gov/billsummary/?BillNumber=5083&Year=2025&Initiative=false
https://legislature.vermont.gov/statutes/section/18/220/09375
https://legislature.vermont.gov/statutes/section/18/220/09376
https://law.justia.com/codes/indiana/title-16/article-21/chapter-18/
https://law.justia.com/codes/indiana/title-16/article-21/chapter-18/
https://ohic.ri.gov/policy-reform/affordability-standards
https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.01146
https://www.healthaffairs.org/doi/10.1377/hlthaff.2024.01146
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volume, as hospitals are not paid based on the number 
of services they deliver. Instead, hospitals are respon-
sible for managing service use and operating costs to 
stay within budget. By providing a steady, predictable 
revenue source, global budgets give hospitals the flexi-
bility to redeploy resources that can better improve the 
health of the communities they serve.

Hospital global budgets can be implemented narrowly 
for state-procured plans (e.g., public employee health 
plan, Medicaid), or broadly to include commercial 
and Medicaid payers, depending on federal and state 
authorities. Their impact on hospital prices and price 
growth varies significantly based on program design, 
scope (participating payers and hospitals), baseline 
budget levels, and annual trends.

California could consider implementing hospital global 
budgets with regulated growth caps within its cur-
rent regulatory authority. The US Center for Medicare 
and Medicaid Innovation (CMMI) Achieving Healthcare 
Efficiency through Accountable Design (AHEAD)52 initia-
tive created a federal vehicle for this: Starting between 
2026 and 2028, Medicare, Medicaid, and at least one 
commercial payer will use global budgets to pay hospi-
tals in participating states or regions.

Requiring Site-Neutral Payment and/or 
Banning Facility Fees
Site-neutral payment and facility fee regulations both 
address the same fundamental issue: higher prices that 
are driven by where care is delivered rather than what 
care is provided. As hospitals acquire physician prac-
tices and shift services into outpatient departments 
and other hospital-owned settings, services that were 
once billed at lower, office-based rates become more 
expensive solely due to changes in practice ownership 
or billing classification, without improvements in quali-
ty.53 California could attempt to mitigate this dynamic 
through either site-neutral payment requirements or 
facility fee restrictions.

	➤ Site-neutral payments. These policies prohibit pay-
ment differentials based on service delivery location 

for certain ambulatory services. Recent modeling 
estimates that site-neutral payment for California 
commercial purchasers and patients would have 
saved $1.6 billion ($88 per commercially insured 
person) in 2022, greatly reducing state-level aggre-
gate hospital operating margins.54 This estimate 
capped prices for more than two thousand routine 
services at 150% of the Medicare rate in hospital, 
office, and ambulatory settings. The study also 
modeled higher caps, which yield lower savings. No 
state has implemented site-neutral payment across 
the board. In 2025, Vermont became the first state 
to establish site-neutral payment for a specific 
service category, capping what hospitals can charge 
for drugs administered in outpatient settings.55 New 
York is considering broader legislation that would 
prohibit providers from charging, billing, or accept-
ing payment for designated outpatient services at 

State Example: Hospital Global Budgets in 
Maryland
Beginning in 2014, the Maryland Health Services Cost 
Review Commission implemented all-payer hospital 
global budgets covering 95% of hospital revenue. 
The model operated under a federal agreement that 
exempted Maryland hospitals from Medicare’s stan-
dard payment structures. Maryland maintained these 
arrangements as part of the state’s 2019 Total Cost of 
Care Model with CMS. Both initiatives leveraged Mary-
land’s unique all-payer rate-setting authority, which 
allows the state to set hospital-specific and service-spe-
cific rates for hospital inpatient and outpatient services. 
Federal evaluations found $689 million in net Medicare 
savings from 2019–2021. Across both models, evalua-
tors found a 2.1% reduction in total Medicare spending 
and a 6.1% reduction in total hospital spending. The 
Total Cost of Care Model ended in 2025, but Maryland 
transitioned to Medicare’s AHEAD Model in 2026, allow-

ing the state to continue using hospital global budgets.

Sources: “Maryland All-Payer Model,” CMS, accessed March 23, 2026; 
Susan Haber et al., Evaluation of the Maryland All-Payer Model, Volume 
I: Final Report (PDF), RTI International, November 2019; “Maryland Total 
Cost of Care Model,” CMS, accessed March 23, 2026; and Maryland 
Total Cost of Care Model; Evaluation of the First Four Years (2019–2022) 
(PDF), CMS, 2024. 

https://www.cms.gov/priorities/innovation/innovation-models/maryland-all-payer-model
https://downloads.cms.gov/files/md-allpayer-finalevalrpt.pdf
https://downloads.cms.gov/files/md-allpayer-finalevalrpt.pdf
https://www.cms.gov/priorities/innovation/innovation-models/md-tccm
https://www.cms.gov/priorities/innovation/innovation-models/md-tccm
https://www.cms.gov/priorities/innovation/data-and-reports/2024/md-tcoc-1st-progress-rpt-aag
https://www.cms.gov/priorities/innovation/data-and-reports/2024/md-tcoc-1st-progress-rpt-aag
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rates exceeding the lesser of 150% of the Medicare 
non-hospital rate or the existing negotiated rate. 
These limits would apply to in-network, out-of-
network, and uninsured patients.56 The legislation 
would also ban providers from charging additional 
facility fees for covered services and bar them from 
collecting any outstanding patient charges related to 
these prohibitions.

	➤ Facility fee bans. These policies seek to bar hospi-
tals from applying additional fees to medical bills 
that are not tied to any service or clinical value. This 
practice is becoming increasingly common as hos-
pital ownership expands, significantly raising both 
commercial prices and consumer costs. Prohibiting 
hospitals from charging facility fees offers a more 
targeted approach than site-neutral payment. 

Several states have banned facility fee charges in 
certain circumstances, although the scope of these 
laws varies significantly. Connecticut banned facility 
fees for all telehealth services in 2022 and extended 
the ban in 2023 to include outpatient Evaluation and 
Management (E&M) and Assessment and Manage-
ment (A&M) services and office-based care provided 
at on- and off-campus hospital-based facilities 
(except emergency department services and obser-
vation stays).57 Maine prohibits facility fees for 
office-based care, regardless of whether the office is 
located on a hospital campus.58 Indiana bans facility 
fees for office-based care at off-campus hospital 
locations only.59 Colorado, Maryland, Mississippi, 
New York, Ohio, Texas, and Washington have nar-
row applications, such as prohibitions on facility 
fees for telehealth services.60 While there have not 
been any broad evaluations of these bans, modeling 
suggests they save at most one-third of the amount 
saved by site-neutral payments.61

Priority Area 4: Addressing 
Consolidation and Anti-
Competitive Market Practices
Health care consolidation — including horizontal 
mergers between the same type of organization (e.g., 
hospitals), vertical consolidation across different types 
of organizations (e.g., hospitals and physician prac-
tices), joint ventures, and contractual affiliation — has 
accelerated significantly in recent decades and is now 
a significant driver of rising health care prices. Research 
consistently shows that consolidation increases market 
power, reduces competition, and enables dominant and 
“must-have” providers to negotiate higher prices from 
commercial payers without improving quality.62

California has the foundation for effective consoli-
dation oversight. Hospitals, health plans, physician 
organizations, pharmacy benefit managers, private 
equity groups, hedge funds, and management services 
organizations (MSOs) must notify OHCA of proposed 
transactions at least 90 days prior to closing.63 How-
ever, significant gaps remain in the state’s ability to act 
on what it reviews.

Requiring Ownership and Financial 
Transparency
Effective consolidation oversight demands visibility 
into who owns and controls health care entities. How-
ever, complex corporate structures, private equity 
arrangements, and MSOs that exercise operational 
control without formal ownership obscure this infor-
mation. Limited insight into these relationships and 
their parties’ transactions hampers states’ abilities to 
understand market dynamics; allocate public funds 
effectively; ensure accountability; and anticipate risks, 
such as closures, bankruptcies, or service reductions. 
Internal arrangements and corporate self-dealing con-
ceal true cost structures, shift profits, and inflate prices 
without improving care. While there is no evidence that 
transparency alone reduces consolidation and market 
dominance, this strategy can be used to educate pol-
icymakers and raise awareness for regulators, which 

“Assessment and Management” refers to a hospital 
outpatient clinic visit provided by a physician or other 
health care professional for assessment of a patient.
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can motivate more impactful action and policies down 
the line.

California currently requires health care entities to 
report any changes to ownership or control but does 
not require their proactive disclosure of ownership 
structures, financial relationships, or related-party 
transactions. California could require health care enti-
ties to annually report and publicize information about 
ownership, controlling entities, and business structure, 
including parent companies, subsidiaries, entities 
under common control, and any MSOs. It could also 
require annual reporting on finances, including relat-
ed-party transactions.

Massachusetts operates the nation’s longeststanding 
and most comprehensive model for health care own-
ership and financial transparency. Established in 2012, 
the Massachusetts Registration of Provider Organiza-
tions program mandates that provider organizations 
with more than $25 million in annual net patient service 
revenue, as well as the uppermost entity in a provider’s 
ownership hierarchy, annually submit extensive data on 
corporate structure, contracting and clinical relation-
ships, physician rosters, audited financial statements, 
and affiliated entities to the Health Policy Commission 
(HPC) and the Center for Health Information and Anal-
ysis.64 The HPC publicly shares the resulting dataset. 
Recent amendments to the program expand registra-
tion requirements to capture entities with private equity 
involvement more comprehensively.65

In 2025, Indiana enacted a similar requirement man-
dating one-time disclosure of beneficial ownership and 
controlling interests across a broad range of health 
care entity types, with additional financial reporting 
requirements for hospitals.66 The same year, Washing-
ton directed its Department of Health, in coordination 
with other state agencies, to develop a plan and legisla-
tive recommendations for a statewide registry of health 
care entities to improve transparency over ownership, 
control, and market structure.67

Strengthening Oversight of Health 
Care Transactions
States are expanding notice and review requirements 
(Cost and Market Impact Reviews, or CMIRs) to cover 
a broader range of health care entities and transaction 
types and to prevent or oversee mergers, acquisitions, 
contracting affiliations, and other health care transac-
tions that may harm patients and providers.

In California, a material change transaction fits into one 
of eight defined categories, including a transaction of 
$25 million or more concerning the provision of health 
care services, a transaction that is likely to increase 
the annual revenue of a health care entity that is party 
to the transaction by either $10 million or 20%, or a 
transaction that involves a change of control of the 
entity submitting the notice. A series of related transac-
tions over a ten-year period that cumulatively meets the 
threshold is also a material change transaction.

California law requires OHCA to be notified of pro-
posed material change transactions at least 90 days 
prior to closing.68 However, OHCA can only review the 
transactions and refer findings to the Attorney General; 
it cannot block or impose conditions on them without a 
court order.69

California could consider authorizing OHCA to inde-
pendently block or impose conditions on health care 
transactions. This would accelerate response time; 
capitalize on OHCA’s expertise in health care market 
structure and cost drivers; and leverage other execu-
tive branch data assets like cost growth, the all-payer 
claims database, and ownership and financial transpar-
ency data.

Prohibiting Anti-Competitive Practice 
Terms
Health systems and insurers with outsized market 
power frequently use contractual provisions to restrict 
competition and entrench their market position. Califor-
nia could consider adopting policies to limit or outright 
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prohibit the unfair, anti-competitive practices outlined 
in Table 1.

Prohibiting anti-competitive practice terms can mean-
ingfully limit health care consolidation, but only when 
the strategy is broadly applied and strictly enforced. 
Banning all anti-competitive clauses maximizes impact.

While California has long banned gag clauses, the state 
currently has no statutory prohibition on any of the 
other practices.70 A landmark 2019 antitrust suit by 
the California Attorney General against Sutter Health 
barred Sutter from using several such provisions, but 
the prohibition cannot be enforced against other health 
systems.71 Legislation introduced in the 2023–2024 
session that would have prohibited these clauses 
statewide did not succeed.72 California could revisit a 
prohibition of the above practices and classify these 
terms as void and unenforceable, or as unfair trade 
practices.

State Examples: Strengthening Health Care 
Transaction Oversight in Oregon and New 
Mexico
Oregon and New Mexico offer useful agency oversight 
models. Oregon’s Health Care Market Oversight pro-
gram, administered by the Oregon Health Authority 
(OHA), requires advance notice of material change 
transactions involving hospitals, health plans, and pro-
vider organizations. OHA has the authority to approve, 
conditionally approve, or deny these transactions.

Similarly, in 2024, New Mexico temporarily authorized 
the Office of the Superintendent of Insurance (OSI), in 
consultation with the state’s Health Care Authority, to 
review, approve, or deny mergers, acquisitions, and 
other transactions that would change who controls 
a hospital. In 2025, New Mexico made this authority 
permanent and expanded its scope to include acquisi-
tions of independent health care practices by an insurer 
or affiliate as well as changes in control of hospital real 
estate. Oversight and approval authority accordingly 
shifted from OSI to the Health Care Authority.

Sources: Or. Rev. Stat. § 415.500 et seq.; Or. Health Auth. Admin. R. 409-
070-0000–0085; S.B. 15, 2024 Leg., Reg. Sess. (N.Mex. 2024); and H.B. 
586, 2025 Leg., Reg. Sess. (N.Mex. 2025). 

Table 1. Anti-Competitive Practices

ENTITY UNFAIR CONTRACT PROVISIONS

Hospital All-or-nothing clauses, which require insurers to contract with all facilities in a health system if they want to 
access any single facility, prevent insurers from excluding expensive or low-performing facilities. Systems use 
“must-have” hospitals to force insurers to accept inflated rates across their entire network, including facilities 
that would not receive such rates on their own merits.

Anti-steering clauses restrict insurers from directing enrollees toward lower-cost and/or higher-quality competi-
tors, eliminating a key market mechanism for rewarding quality and efficiency.

Anti-tiering clauses restrict insurers from placing providers on different tiers based on cost or quality. This 
shields dominant providers from price-based competition because it limits insurers’ ability to encourage patients 
to choose better-quality or lower-cost providers.

Insurers Most-favored-nation (MFN) clauses prohibit providers from offering any other payer a lower price, preventing 
competing payers in the market from negotiating a lower-cost contract with those providers.

Hospitals & 
Insurers

Gag clauses prohibit contracting parties from disclosing information, such as negotiated reimbursement rates, to 
outside entities, including to the employers or consumers who ultimately pay for coverage. Gag clauses in provid-
er-payer contracts were prohibited nationally under the Consolidated Appropriations Act of 2021, but compliance 
has varied.73

 
Source: Definitions of anti-competitive contracting provisions derived from Nicole Rapfogel and Marquisha Johns, Policies to Combat Anticompetitive Practices in Health 
Care, Center for American Progress, 2024.

https://secure.sos.state.or.us/oard/displayDivisionRules.action?selectedDivision=6980
https://secure.sos.state.or.us/oard/displayDivisionRules.action?selectedDivision=6980
https://www.nmlegis.gov/Sessions/24%20Regular/bills/senate/SB0015.HTML
https://www.nmlegis.gov/Legislation/Legislation?chamber=H&legType=B&legNo=586&year=25
https://www.nmlegis.gov/Legislation/Legislation?chamber=H&legType=B&legNo=586&year=25
https://www.americanprogress.org/article/policies-to-combat-anticompetitive-practices-in-health-care/
https://www.americanprogress.org/article/policies-to-combat-anticompetitive-practices-in-health-care/
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Conclusion
The momentum to address health care is building, with 
states across the nation taking deliberate and encour-
aging steps to solve this crisis. But no single intervention 
resolves the affordability problem. The four priority 
areas that drive this paper — administrative complex-
ity, medical debt, hospital prices, and consolidation 
— raise costs through different mechanisms. To make 
true progress, a comprehensive agenda is needed.

While the affordability challenge confronting California 
is sizable, the state enters this work from a position 
of relative strength. Already, the state has enacted 
meaningful reforms, from requiring human review in 
prior authorizations to setting ambitious cost growth 
targets. These initiatives give California a foundation 
that other states are still trying to build. With the largest 
commercially insured population in the country and a 
regulatory environment that major payers and health 
systems cannot afford to ignore, California is uniquely 
positioned to move the national market on this import-
ant issue.

 

State Examples: Prohibiting Anti-Competitive 
Contracting Practices in Texas, Connecticut, 
Massachusetts, Indiana, and Nevada
Several states have enacted comprehensive prohibitions 
on anti-competitive contracting practices. Texas banned 
health care contracts from including anti-steering, 
anti-tiering, MFN, and gag clauses, rendering them void 
and unenforceable in 2023. To prevent providers from 
using these prohibited clauses to invalidate entire con-
tracts, the law keeps other contract provisions in effect. 
The law also created a fiduciary duty for insurers to 
only steer enrollees toward providers, drugs, or tiered 
networks for the primary benefit of the enrollee. While 
all-or-nothing clauses were included in original drafts 
of the bill, the prohibition was removed due to strong 
opposition.

Connecticut prohibited all-or-nothing, anti-steering, 
anti-tiering, and gag clauses, classifying them as unfair 
trade practices in 2023. Massachusetts, Indiana, and 
Nevada have enacted narrower versions of these 
prohibitions.

Sources: H.B. 711, 2023–24 Leg., Reg. Sess. (Tex. 2023); Conn. Gen. Stat. 
§ 38a-477i; Mass. Gen. Laws ch. 176O, § 9A; Ind. Code § 27-1-37-8; and 
Nev. Rev. Stat. § 598A.440.

https://capitol.texas.gov/BillLookup/History.aspx?LegSess=88R&Bill=HB00711
https://law.justia.com/codes/connecticut/title-38a/chapter-700c/section-38a-477i/
https://law.justia.com/codes/connecticut/title-38a/chapter-700c/section-38a-477i/
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176O/Section9A
https://law.justia.com/codes/indiana/title-27/article-1/chapter-37/section-27-1-37-8/
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Appendix A. Summary of Health Care Affordability Policy Proposals

PROPOSAL ACTION TIME FRAME NOTES

Uniform companion 
guides (HIPAA 
standardization)

Eliminate payer-specific companion guide and 
require use of single, standardized guide.

Longer-term Minnesota achieved through statute; 
Massachusetts achieved through volun-
tary collaboration.

Standardized 
administrative contract 
terms

Standardize administrative terms of contracts. 
May include claim submission timelines, clean 
claim definitions, timely payment obligations, 
appeal rights and procedures, amendment 
notification requirements, and termination 
notice periods.

Near-term May be achieved through regulation or 
legislation. Small practices would likely 
benefit the most.

Credentialing 
reciprocity

Require plans to accept a completed creden-
tialing decision from another DMHC- or 
CDI-licensed plan, where that decision was 
made within a defined lookback window.

Near-term Existing law establishes strong founda-
tion. May be possible to advance within 
existing regulatory authority.

Health plan Billing 
Complexity Index

Establish and publish index measuring issues 
such as auto-adjudication rate for clean 
claims, average days to payment, denial rates 
by category, nonstandard proprietary claim 
edits, and staff hours per provider required 
for credentialing and contracting.

Longer-term Only some data infrastructure exists. 
Requires new reporting mandates.

Shortened prior 
authorization  
response timeframes

Shorten prior authorization response time 
frames in alignment with other states to 24 
hours for urgent cases and 72 hours for 
non-urgent cases.

Near-term Multiple state precedents. DMHC/CDI 
have existing authority to act by regula-
tion. Mostly impacts timeframes for prior 
authorization and not volume.

Minimum authorization 
duration – chronic 
conditions

Establish a minimum authorization duration for 
stable chronic conditions. 

Near-term No requirement under existing California 
law. Consider implementation through 
regulatory action. May be especially 
impactful in behavioral health. 

Same-specialty clinical 
review

Require prior authorization denials or appeals 
be reviewed by a clinician in the same or 
similar specialty as the treating physician.

Near-term Primarily a quality intervention; adminis-
trative benefit is secondary. 

Prohibition on 
retroactive denials

Prohibit denials in which a plan approves a 
service, the service is rendered, and the plan 
subsequently rescinds approval or denies 
payment. 

Near-term Existing California law has no statu-
tory prohibition on retroactive prior 
authorization denials. Prevalence data 
unavailable but likely to be low; per-inci-
dent harm may be significant.

Electronic prior 
authorization 
standards (CMS-0057)

Require DMHC and CDI to exercise existing 
authority to require prior authorization API 
standards aligned with CMS FHIR require-
ments.

Near-term Existing law already grants authority. 
Federal infrastructure investments 
underway.

Community benefit 
spending floor

Adopt community spending floor to ensure 
tax-exempt hospitals appropriately direct 
dollars toward community benefits, including 
financial assistance.

Near-term Multiple states enacted versions. Impact 
depends on whether California hospitals 
already exceed any reasonable floor.
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PROPOSAL ACTION TIME FRAME NOTES

Two-tier FAP structure 
(free care/discounted 
care)

Adopt a two-tier structure, ensuring that the 
lowest-income patients receive free care 
while those with moderate incomes receive 
meaningful discounts.

Near-term Existing law sets a single eligibility limit 
of 400% FPL for financial assistance but 
does not distinguish between free care 
and discounted care. 

Explicit financial 
protections for UIS 
patients

Explicitly prohibit discrimination in FAP eligibil-
ity based on immigration status.

Near-term Unclear how statutory change would 
impact behavior.

FAP expansion Extend FAP requirements beyond acute care 
hospitals to include large medical groups, 
ambulatory surgical centers, and other 
provider types, consistent with the National 
Consumer Law Center’s Model Medical Debt 
Protection Act.

Longer-term No state precedent. 

Increased FAP 
awareness (navigator 
program)

Require Covered California insurance naviga-
tors to provide education on hospital FAPs, 
including eligibility and application processes.

Near-term May require budgetary resources if 
requiring as new mandated program.

Income passport 
(simplified FAP 
application)

Establish fast-tracked FAP applications, allow-
ing patients to establish eligibility for financial 
assistance through a single verified credential 
that also serves as proof of eligibility for other 
safety-net programs in California.

Longer-term No state precedent. High implementation 
complexity across agencies.

Expanded presumptive 
eligibility

Adopt presumptive eligibility for FAP applica-
tion process tied to criteria that hospitals may 
not currently screen for, including enrollment 
in CalFresh, WIC or other programs.

Near-term AB 1312 already implementing. 
Expanding trigger to Oregon model is 
incremental. Marginal population is likely 
small.

Medical debt definition 
expansion (credit 
cards/loans)

Expand definition of medical debt to include 
medical credit cards and medical loans in 
order to exclude medical debt from appearing 
on consumer credit reports.

Near-term Enacted in multiple states. 

Prohibition on civil 
action for medical debt

Prohibit civil action to collect medical debt 
based on consumer income and/or dollar-
value of debt.

Near-term Existing precedent in New Mexico, New 
York, and Maryland. 

Prohibition on bank 
account seizure

Prohibit bank account seizure for medical debt 
collection for people who meet certain income 
and/or asset thresholds.

Near-term Delaware enacted broader version. 

Extending prohibition 
on sale of medical 
debt

Ban sales of medical debt to third-party 
collectors to reduce patient exposure to 
aggressive debt collection practices.

Near-term Maryland, New York, and Vermont 
banned. 

Explicit private right  
of action

Provide civil recourse for consumers when 
hospitals fail to comply with FAP screening, 
billing, and collection requirements by estab-
lishing an explicit private right of action within 
the Hospital Fair Pricing Act.

Near-term Connecticut and Colorado enacted. 
Primarily a deterrent against bad actors.

Statewide medical 
debt relief program

Establish statewide program that directly 
purchases and forgives patient medical debt.

Near-term Nine states via Undue Medical Debt 
partnership.



20Policy Options to Improve Health Care Affordability: What California Can Learn from Other States  www.chcf.org

PROPOSAL ACTION TIME FRAME NOTES

Proactive hospital 
audit program

Establish proactive audits and regular state-
wide reporting of hospital compliance with the 
Hospital Fair Pricing Act.

Longer-term Shifts burden from patients to regula-
tor. Stronger deterrence model. High 
resource requirements.

FAP screening 
documentation as 
collection precondition

Establish specific documentation to ensure 
hospital compliance with FAP screening is 
thorough and fair.

Near-term Tightens existing requirement. 

Stronger enforcement 
in courts ( judicial 
training)

Ensure adequate judicial training on recogniz-
ing and correctly classifying medical debt by 
requiring courts to verify that collectors have 
met medical debt prerequisites of the Hospital 
Fair Pricing Act before allowing collection 
actions to proceed.

Near-term Medical debt miscategorized as general 
consumer debt. Consider collaboration 
with Judicial Council as means of imple-
mentation.

CalPERS/CalSTRS 
hospital price cap

Leverage CalPERS/CalSTRS contracting to 
enact hospital price caps, which would limit 
hospital payments to a specified benchmark.

Near-term Oregon and Washington enacted for 
state employee plans. 

Broad commercial 
hospital price cap  
(all payers)

Enact hospital price caps broadly across all 
commercial payers through all relevant health 
coverage and purchaser regulators, including 
HCAI, DMHC, and/or CDI. 

Longer-term Vermont and Indiana first states to 
attempt in 2025. Requires new rate-set-
ting authority.

Hospital global 
budgets with  
regulated growth  
caps

Within current regulatory authority, estab-
lish hospital global budgets (fixed payment 
amounts made to hospitals for a set of defined 
services) and mandate hospital compliance.

Longer-term No broad commercial precedent. CMMI 
AHEAD model creates federal vehicle. 
Maryland model is most relevant.

Site-neutral payment Require the same rate for the same service 
whether it is provided in a hospital outpa-
tient department, ambulatory surgical center, 
or freestanding physician office. Subject to 
patient safety and quality safeguards. 

Longer-term Vermont enacted for outpatient drugs  
in 2025. 

Facility fee bans Prohibit hospitals and health systems from 
charging extra, mandatory fees for outpatient 
services provided at an institution-owned site.

Near-term Connecticut, Maine, Indiana, and others 
enacted versions. Modeling suggests 
saves at most one-third of what site-neu-
tral payment would.



21Policy Options to Improve Health Care Affordability: What California Can Learn from Other States  www.chcf.org

PROPOSAL ACTION TIME FRAME NOTES

Ownership and  
financial transparency

Require health care entities to report infor-
mation annually and publicly on owners, 
controlling entities, and business structure – 
including parent entities, subsidiaries, entities 
under common control, and any MSOs.

Near-term Massachusetts, Indiana, Washington 
models. Precursor to action rather than 
direct cost control. Data infrastructure 
would need to be built.

OHCA independent 
transaction authority

Authorize OHCA to block or impose conditions 
on health care transactions, such as mergers 
and acquisitions, which may have harmful 
effects on patients and providers.

Longer-term Oregon and New Mexico models. 
May have influence on consolidation 
landscape.

All-or-nothing clause 
prohibition 

Ban contracting tactic used by hospitals that 
requires insurers to contract with all facilities 
in a health system if they want to access any 
single facility.

Near-term These clauses prevent selective 
contracting and narrow networks. 

Anti-steering clause 
prohibition 

Ban contracting tactic used by hospitals 
that restricts insurers from directing enroll-
ees toward lower-cost and/or higher-quality 
competitors.

Near-term Potentially lower impact strategy as 
these clauses govern how an insurer 
treats a provider once they are already 
in the network. 

Anti-tiering clause 
prohibition

Ban contracting tactic used by hospitals that 
restricts insurers from placing providers on 
different tiers based on cost or quality.

Near-term Potentially lower impact strategy as 
these clauses govern how an insurer 
treats a provider once they are already 
in the network. Focuses on benefit 
structure rather than base unit price. 

Most-favored-nation 
clause prohibition

Ban contracting tactic used by insurers that 
prohibits providers from offering any other 
payer a lower price.

Near-term May help prevent price competition 
between insurers.

Gag clause prohibition/
enforcement

Enforce ban on contracting tactic used by 
hospitals and insurers that prohibits contract-
ing parties from disclosing information, such 
as negotiated reimbursement rates, to outside 
entities, including employers or consumers who 
are ultimately paying for the coverage.

Near-term Already prohibited federally and under 
California law. Additional enforcement 
may be helpful.

Prohibition against 
all-or-nothing, 
anti-steering, 
anti-tiering, and 
most-favored-nation 
clauses

Enact all prohibitions described above 
together.

Near-term Strongest impact when prohibiting 
all; when banning only some types of 
clauses, hospitals can use other clause 
types as workarounds. 

 
Source: Authors’ analysis of state health care affordability policies, July 2026.

Note: DMHC is the California Department of Managed Health Care; CDI is the California Department of Insurance; API is Application Programming Interface; CMS is the 
US Centers for Medicare & Medicaid Services; FHIR is Fast Healthcare Interoperability Resources; FAP is financial assistance program; UIS is unsatisfactory immigration 
status; WIC is the Special Supplemental Nutrition Program for Women, Infants, and Children; CalPERS is the California Public Employees’ Retirement System; CalSTRS 
is the California State Teachers’ Retirement System; HCAI is the California Department of Health Care Access and Information; CMMI is the US Center for Medicare and 
Medicaid Innovation; AHEAD is Achieving Healthcare Efficiency through Accountable Design; MSO is management services organization; OHCA is the California Office of 
Health Care Affordability.



22Policy Options to Improve Health Care Affordability: What California Can Learn from Other States  www.chcf.org

1.	 Nikhil R. Sahni et al., “Administrative Simplification and the 
Potential for Saving a Quarter-Trillion Dollars in Health Care,” 
JAMA 326, no.17 (2021):1677-1678; Nikhil R. Sahni et al., 
“Administrative Simplification: How to Save a Quarter-Trillion 
Dollars in US Healthcare,” McKinsey & Company, October 20, 
2021; and William H. Shrank et al., “Waste in the US Health Care 
System: Estimated Costs and Potential for Savings,” JAMA 322, 
no.15 (2019):1501-1509.

2.	 HIPAA electronic transaction standards include the 835 (Health 
Care Claim Payment/Advice) and 837 (Health Care Claim) formats.

3.	 A.B. 1041, 2025–26 Leg., Reg. Sess. (Cal. 2025).

4.	 Charlie Hoban et al., “Administrative Costs Are Too High — 
Healthcare Can Fix That,” Oliver Wyman, accessed February 13, 
2026.

5.	 “Health Net: Improving the Primary Source Verification Process,” 
Council for Affordable Quality Healthcare, May 2023. 

6.	 “Legislative Reports,” Health Care Service Plans’ Provider Dispute 
Resolution Mechanisms, California Department of Managed Health 
Care. 

7.	 Lauren Bedel and Wendy Warring, Improving the Prior 
Authorization Process: Recommendations for California, CHCF, 
July 2024.

8.	 2024 Prior Authorization Physician Survey (PDF), American Medical 
Association (AMA), December 2024.

9.	 S.B. 306, 2025–26 Leg., Reg. Sess. (Cal. 2025).

10.	 S.B. 1120, 2023–24 Leg., Reg. Sess. (Cal. 2024).

11.	 A.B. 1255, 2022–23 Leg., Reg. Sess. (N.J. 2024); 18 V.S.A. § 9418b(g)
(4); and D.C. Code § 31-3875.03(a) (D.C. Law 25-100, 70 DCR 
15238, Jan. 17, 2024).

12.	 Minn. Stat. § 62M.07 (as amended by 2024 Minn. Laws ch. 127, art. 
57); 18 V.S.A. § 9418b (as amended by 2024 Vt. Acts & Resolves 
No. 111; and NJ Rev Stat § 17B:30-55.8.

13.	 2024 Prior Authorization State Law Chart (PDF), AMA, 2024. 

14.	 2024 Prior Authorization State Law Chart, AMA. 

15.	 S.B. 1419, 2021–22 Leg., Reg. Sess. (Cal. 2022).

16.	 The 2026 CHCF California Health Policy Survey, CHCF, February 
2026.

17.	 “Hospital Fair Billing Program Laws and Regulation,” California 
Department of Health Care Access and Information (HCAI), 
accessed February 18, 2026.

18.	 26 U.S.C. § 501(r).

19.	 “Hospital Fair Billing Program Laws and Regulation,” HCAI, 
accessed February 18, 2026; and Maanasa Kona and Vrudhi 
Raimugia, State Protections Against Medical Debt: A Look at 
Policies Across the U.S. in 2025, Commonwealth Fund, July 2025.

20.	 A.B. 1312, 2025–26 Leg., Reg. Sess. (Cal. 2025).

21.	 “Community Benefit State Law Profiles Comparison,” Hilltop 
Institute, University Of Maryland, Baltimore County, accessed 
February 18, 2026; and 35 ILCS 200.

22.	 Nev. Rev. Stat. § 439B.

23.	 H.B. 3076, 2019 Leg., Reg. Sess. (Ore. 2019); Tatiane Santos et 
al., “Oregon Community Benefit Reform Influenced Not-for-Profit 
Hospitals’ Charity Care and Medical Debt Write-Off,” Health Affairs 
44, no. 2 (2025): 196–205; and Tatiane Santos et al., “Financial 
Assistance Policy, Hospital Charity Care, and Medical Debt in 
Collections,” JAMA Network Open 9, no. 1 (2026).

24.	 Marsha Regenstein and Jennifer Trott, Community Benefit in 
California Hospitals: A Landscape Review, CHCF, July 2024.

25.	 Andrea Stark and Jenifer Bosco, “An Ounce of Prevention,” 
National Consumer Law Center, November 2021.

26.	 What States Can Do, NCLC; R.I. Gen. Laws § 23-17-43; Md. Code 
Regs. 10.37.13.05V(2).

27.	 Kona and Raimugia, State Protections Against Medical Debt. 

28.	 Jenifer Bosco et al., Model Medical Debt Protection Act (PDF), 
NCLC, March 2024.

29.	 The 2026 CHCF California Health Policy Survey, CHCF. 

30.	 “Navigator Program,” Covered California, accessed February 18, 
2026.

31.	 A.B. 1312.

32.	 H.B. 4040, 2026 Leg., Reg. Sess. (Ore. 2026).

33.	 “Hospital Fair Billing Program Laws and Regulation,” HCAI.

34.	  H.B. 23-1126, 2023 Leg., Reg. Sess. (Colo. 2023); S.F. 4097, 2023–
24 Leg., (Minn. 2024); and S. 4907A, 2023–24 Leg., (N.Y. 2023).

35.	 S.B. 71, 2021 Leg., Reg. Sess. (N.Mex. 2021); and “New Yorkers will 
have an easier time applying and accessing affordable hospital 
care,” Health Care for All New York, accessed February 13, 2026. 

36.	 H.B. 268 (PDF), 2025 Leg., Reg. Sess. (Md. 2025).

37.	 Senate Substitute 2 for S.B. 8, 2023–24 Leg., (Del. 2023).

38.	 “Hospital Fair Billing Program Laws and Regulation,” HCAI.

39.	 Maanasa Kona and Vrudhi Raimugia, “State Protections Against 
Medical Debt: A Look at Policies Across the U.S. in 2025,” The 
Commonwealth Fund, July 16, 2025.

40.	 Kona and Raimugia, State Protections Against Medical Debt. 

41.	 Conn. Gen. Stat. § 20-7f(b)–(c); Conn. Gen. Stat. § 38a-193(c); and 
Colo. Rev. Stat. § 25.5-3-506; and Erin C. Fuse Brown, “Federalism, 
Private Law, and Medical Debt,” in Health Law as Private Law, 
Cambridge University Press, March 16, 2025.

42.	 “Los Angeles County Medical Debt Relief Program,” County of 
Los Angeles Public Health, accessed February 18, 2026; “Over 
134,000 LA County Residents Will Receive Notices of Medical Debt 
Relief by Next Week as New Data Highlights Need for Continued 
Efforts,” Undue Medical Debt, May 15, 2025.

43.	 “Government Partnerships,” Undue Medical Debt, accessed 
February 18, 2026.

44.	 “Medical Debt Relief FAQ,” Arizona Office of the Governor, 
accessed February 18, 2026. 

45.	 “NC Medical Debt,” North Carolina Department of Health and 
Human Services, accessed February 18, 2026.

Endnotes

https://doi.org/10.1001/jama.2021.17315
https://doi.org/10.1001/jama.2021.17315
https://www.mckinsey.com/industries/healthcare/our-insights/administrative-simplification-how-to-save-a-quarter-trillion-dollars-in-us-healthcare
https://www.mckinsey.com/industries/healthcare/our-insights/administrative-simplification-how-to-save-a-quarter-trillion-dollars-in-us-healthcare
https://doi.org/10.1001/jama.2019.13978
https://doi.org/10.1001/jama.2019.13978
https://legiscan.com/CA/bill/AB1041/2025
https://www.oliverwyman.com/our-expertise/insights/2025/jan/how-to-reduce-administrative-costs-healthcare.html
https://www.oliverwyman.com/our-expertise/insights/2025/jan/how-to-reduce-administrative-costs-healthcare.html
https://www.caqh.org/resources/health-net-improving-primary-source-verification-process
https://www.dmhc.ca.gov/Resources/DMHCReports/LegislativeReports.aspx
https://www.chcf.org/resource/2024/07/09/improving-the-prior-authorization-process-recommendations-for-california/
https://www.chcf.org/resource/2024/07/09/improving-the-prior-authorization-process-recommendations-for-california/
https://www.ama-assn.org/system/files/prior-authorization-survey.pdf
https://legiscan.com/CA/text/SB306/id/3223679
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202320240SB1120
https://legiscan.com/NJ/text/A1255/id/2476721
https://legislature.vermont.gov/statutes/section/18/221/09418b
https://legislature.vermont.gov/statutes/section/18/221/09418b
https://code.dccouncil.gov/us/dc/council/code/sections/31-3875.03
https://code.dccouncil.gov/us/dc/council/code/sections/31-3875.03
https://www.revisor.mn.gov/statutes/cite/62M.07
https://legislature.vermont.gov/statutes/section/18/221/09418b
https://law.justia.com/codes/new-jersey/title-17b/section-17b-30-55-8/
https://www.ama-assn.org/system/files/prior-authorization-state-law-chart.pdf
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=202120220SB1419
https://www.chcf.org/resource/2026-california-health-policy-survey/
https://hcai.ca.gov/affordability/hospital-fair-billing-program/laws-and-regulations/
https://www.law.cornell.edu/uscode/text/26/501
https://hcai.ca.gov/affordability/hospital-fair-billing-program/laws-and-regulations/
https://www.commonwealthfund.org/publications/fund-reports/2025/jul/state-protections-against-medical-debt-look-policies-across-us
https://www.commonwealthfund.org/publications/fund-reports/2025/jul/state-protections-against-medical-debt-look-policies-across-us
https://legiscan.com/CA/text/AB1312/id/3272402
https://hilltopinstitute.org/our-work/hospital-community-benefit/hcbp-state-comparison/
https://www.ilga.gov/Legislation/ILCS/Articles?DocName=003502000HArt.+15&ActID=596&ChapterID=8&SeqStart=35900000&SeqEnd=40700000
https://www.leg.state.nv.us/NRS/NRS-439B.html
https://olis.oregonlegislature.gov/liz/2019R1/Measures/Overview/HB3076
https://pmc.ncbi.nlm.nih.gov/articles/PMC12140435/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12140435/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12848624/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12848624/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12848624/
https://www.chcf.org/publication/community-benefit-in-california-hospitals-a-landscape-review/
https://www.chcf.org/publication/community-benefit-in-california-hospitals-a-landscape-review/
https://www.nclc.org/wp-content/uploads/2022/09/Rpt_Ounce_of_Prevention.pdf
https://webserver.rilegislature.gov/Statutes/TITLE23/23-17/23-17-43.htm
https://regs.maryland.gov/us/md/exec/comar/10.37.13.06
https://regs.maryland.gov/us/md/exec/comar/10.37.13.06
https://www.nclc.org/wp-content/uploads/2022/08/20240318_Model-Law_Medical-Debt.pdf
https://hbex.coveredca.com/navigator/
https://olis.oregonlegislature.gov/liz/2026R1/Downloads/MeasureDocument/HB4040/Enrolled
https://leg.colorado.gov/bills/hb23-1126
https://www.revisor.mn.gov/bills/93/2024/0/SF/4097/versions/latest/
https://www.nysenate.gov/legislation/bills/2023/S4907/amendment/A
https://www.nmlegis.gov/Legislation/Legislation?Chamber=S&LegType=B&LegNo=71&year=21
https://hcfany.org/category/hospital-financial-assistance/
https://hcfany.org/category/hospital-financial-assistance/
https://hcfany.org/category/hospital-financial-assistance/
https://mgaleg.maryland.gov/2025RS/bills/hb/hb0268T.pdf
https://legis.delaware.gov/BillDetail?legislationId=140603
https://www.commonwealthfund.org/publications/fund-reports/2025/jul/state-protections-against-medical-debt-look-policies-across-us
https://www.commonwealthfund.org/publications/fund-reports/2025/jul/state-protections-against-medical-debt-look-policies-across-us
https://law.justia.com/codes/connecticut/title-20/chapter-369/section-20-7f/
https://law.justia.com/codes/connecticut/title-38a/chapter-698a/section-38a-193/
https://law.justia.com/codes/colorado/title-25-5/indigent-care/article-3/part-5/section-25-5-3-506/
https://www.cambridge.org/core/books/health-law-as-private-law/federalism-private-law-and-medical-debt/83C44F9AA1D9B3F8F9D1797F93395783
https://www.cambridge.org/core/books/health-law-as-private-law/federalism-private-law-and-medical-debt/83C44F9AA1D9B3F8F9D1797F93395783
http://publichealth.lacounty.gov/hccp/medicalDebt/relieve.htm
https://unduemedicaldebt.org/press-release/over-134000-la-county-residents-will-receive-notices-of-medical-debt-relief-by-next-week-as-new-data-highlights-need-for-continued-efforts/
https://unduemedicaldebt.org/press-release/over-134000-la-county-residents-will-receive-notices-of-medical-debt-relief-by-next-week-as-new-data-highlights-need-for-continued-efforts/
https://unduemedicaldebt.org/press-release/over-134000-la-county-residents-will-receive-notices-of-medical-debt-relief-by-next-week-as-new-data-highlights-need-for-continued-efforts/
https://unduemedicaldebt.org/press-release/over-134000-la-county-residents-will-receive-notices-of-medical-debt-relief-by-next-week-as-new-data-highlights-need-for-continued-efforts/
https://unduemedicaldebt.org/government-partnerships/
https://azgovernor.gov/office-arizona-governor/medical-debt-relief-faq
https://www.ncdhhs.gov/medicaldebt


23Policy Options to Improve Health Care Affordability: What California Can Learn from Other States  www.chcf.org

46.	 Neb. Rev. Stat. § 45-1303.

47.	 Interview with Western Center for Law and Poverty.

48.	 Jamie Godwin et al., Hospital Spending Accounted for 40% of the 
Growth in National Health Spending Between 2022 and 2024, KFF, 
February 11, 2026; and 2022 Health Care Cost and Utilization 
Report (PDF), Health Care Cost Institute, April 2024.

49.	 Cal. Health & Safety Code §§ 127502–127502.5.

50.	 “CalPERS Now: New Strategies to Provide You Affordable, High-
Quality Healthcare,” PERSpective, 2026. 

51.	 “Slow Spending Growth,” HCAI, Office of Health Care Affordability, 
accessed February 13, 2026.

52.	 “AHEAD (Achieving Healthcare Efficiency through Accountable 
Design) Model,” US Centers for Medicare & Medicaid Services 
(CMS), updated February 20, 2026. 

53.	 Zach Cooper et al., Are Hospital Acquisitions of Physician 
Practices Anticompetitive (PDF), working paper, National Bureau of 
Economic Research, July 2025.

54.	 Roslyn C. Murray et al., “Site-Neutral Payment for Routine Services 
Could Save Commercial Purchasers and Patients Billions,” Health 
Affairs Scholar 3, no. 12 (2025): qxaf241.

55.	 H. 266, 2025–26 Leg., Reg. Sess. (Vt. 2025).

56.	 S. 705A, 2025–26 Leg., Reg. Sess. (N.Y. 2026).

57.	 S.B. 2, 2022 Leg., Reg. Sess. (Conn. 2022); and H.B. 6669, 2023 
Leg., Reg. Sess. (Conn. 2022).

58.	 Me. Rev. Stat. tit. 24-A, §§ 1912, 2753, 2823-B, 4235.

59.	 Ind. Code Ann. §§ 16-51-1-0.5–16-51-1-12 (PDF).

60.	 State Laws to Promote Fair Billing Practices (PDF), United States of 
Care, updated September 2025. 

61.	 Reining in Hospital Prices: Modeling Reforms in Indiana, 
Massachusetts, and North Carolina (PDF), United States of Care, 
July 2025. 

62.	 Zach Cooper and Martin Gaynor, “Addressing Hospital 
Concentration and Rising Consolidation in the United States,” 1% 
Steps for Health Care Reform, accessed February 13, 2026; Cory 
Capps et al.,, “The Effect of Hospital Acquisitions of Physician 
Practices on Prices and Spending,” Journal of Health Economics 
59 (2018), 139-152; and Yashaswini Singh et al., “Association of 
Private Equity Acquisition of Physician Practices With Changes in 
Health Care Spending and Utilization,” JAMA Health Forum 3, no. 9 
(2018): e222886.

63.	 A.B. 1415, 2025-26 Leg., Reg. Sess. (Cal. 2025).

64.	 Mass. Gen. Laws ch. 6D, § 11; Mass. Gen. Laws ch. 6D, § 12; and 
Mass. Gen. Laws ch. 12C, § 9.

65.	 “Amended Regulations,” Massachusetts Health Policy Commission, 
April 16, 2026. 

66.	 Ind. Code §§ 16-21-6-3; and Ind. Code §§ 23-0.5-2-14.

67.	 Wash. Rev. Code § 43.70.904. 

68.	 OHCA MCN Submission Flow Chart (PDF), HCAI, accessed March 
2, 2026.

69.	 Cal. Health & Safety Code §§ 127500–127507; and Cal. Code 
Regs. Tit. 22, §§ 97431-97442.

70.	 Consolidated Appropriations Act, 2021, Pub. L. No. 116-260, 134 
Stat. 1182 (2020).

71.	 Cal. Health & Safety Code § 1367.49.

72.	 California Office of the Attorney General, “Attorney General 
Becerra Secures Preliminary Approval of Settlement with Sutter 
Health Resolving Allegations of Anti-Competitive Practices,” press 
release, March 9, 2021.

73.	 A.B. 1091, 2023–24 Leg., Reg. Sess. (Cal. 2023). 

https://nebraskalegislature.gov/laws/statutes.php?statute=45-1303
https://www.kff.org/health-costs/hospital-spending-accounted-for-40-of-the-growth-in-national-health-spending-between-2022-and-2024/
https://www.kff.org/health-costs/hospital-spending-accounted-for-40-of-the-growth-in-national-health-spending-between-2022-and-2024/
https://healthcostinstitute.org/wp-content/uploads/images/pdfs/HCCI_2022_Health_Care_Cost_and_Utilization_Report.pdf
https://healthcostinstitute.org/wp-content/uploads/images/pdfs/HCCI_2022_Health_Care_Cost_and_Utilization_Report.pdf
https://leginfo.legislature.ca.gov/faces/codes_displayText.xhtml?lawCode=HSC&division=107.&title=&part=2.&chapter=2.6.&article=3
https://news.calpers.ca.gov/calpers-now-new-strategies-to-provide-you-affordable-high-quality-healthcare/
https://news.calpers.ca.gov/calpers-now-new-strategies-to-provide-you-affordable-high-quality-healthcare/
https://hcai.ca.gov/affordability/ohca/slow-spending-growth/
https://www.cms.gov/priorities/innovation/innovation-models/ahead
https://www.cms.gov/priorities/innovation/innovation-models/ahead
https://www.nber.org/system/files/working_papers/w34039/w34039.pdf
https://www.nber.org/system/files/working_papers/w34039/w34039.pdf
https://academic.oup.com/healthaffairsscholar/article/3/12/qxaf241/8383998
https://academic.oup.com/healthaffairsscholar/article/3/12/qxaf241/8383998
https://legislature.vermont.gov/bill/status/2026/H.266
https://www.nysenate.gov/legislation/bills/2025/S705/amendment/A
https://www.cga.ct.gov/asp/cgabillstatus/cgabillstatus.asp?selBillType=Bill&bill_num=SB2&which_year=2022
https://www.cga.ct.gov/asp/cgabillstatus/cgabillstatus.asp?selBillType=Bill&which_year=2023&bill_num=6669
https://legislature.maine.gov/statutes/24-A/title24-Asec2823-B.html
https://iga.in.gov/ic/2024/Title_16/Article_51.pdf
https://unitedstatesofcare.org/wp-content/uploads/2023/06/State-Successes-Passing-Laws-to-Promote-Fair-Billing_Facility-Fees.pdf
https://unitedstatesofcare.org/wp-content/uploads/2025/07/WH_CostSavings_fullreport.pdf
https://unitedstatesofcare.org/wp-content/uploads/2025/07/WH_CostSavings_fullreport.pdf
https://onepercentsteps.com/policy-briefs/addressing-hospital-concentration-and-rising-consolidation-in-the-united-states/
https://onepercentsteps.com/policy-briefs/addressing-hospital-concentration-and-rising-consolidation-in-the-united-states/
https://pubmed.ncbi.nlm.nih.gov/29727744/
https://pubmed.ncbi.nlm.nih.gov/29727744/
https://pubmed.ncbi.nlm.nih.gov/36218927/
https://pubmed.ncbi.nlm.nih.gov/36218927/
https://pubmed.ncbi.nlm.nih.gov/36218927/
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=202520260AB1415
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleII/Chapter6D/Section11
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleII/Chapter6D/Section12
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleII/Chapter12C/Section9
https://law.justia.com/codes/indiana/title-16/article-21/chapter-6/section-16-21-6-3/
https://law.justia.com/codes/indiana/title-23/article-0-5/chapter-2/section-23-0-5-2-14/
https://app.leg.wa.gov/RCW/default.aspx?cite=43.70.904
https://hcai.ca.gov/wp-content/uploads/2024/10/OHCA-MCN-Submission-Flow-Chart-2024.pdf
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=127507.&lawCode=HSC
https://www.law.cornell.edu/regulations/california/title-22/division-7/chapter-11.5/article-1
https://www.law.cornell.edu/regulations/california/title-22/division-7/chapter-11.5/article-1
https://www.congress.gov/116/plaws/publ260/PLAW-116publ260.pdf
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=202320240AB1091

	Contents
	Executive Summary
	Reducing Administrative Complexity and Waste
	Preventing Medical Debt and Providing Consumer Relief
	Controlling Unreasonable Hospital Prices
	Addressing Consolidation and Anti-Competitive Market Practices

	Introduction
	Priority Area 1: Reducing Administrative Complexity and Waste
	Standardizing and Automating Billing Practices and Electronic Transactions
	Standardizing Administrative Provisions in Contracts Between Payers and Providers
	Standardizing Credentialing Forms and Processes
	Establishing Measurement, Transparency, and Accountability for Billing Complexity
	Reforming Prior Authorization Processes
	Ensuring Consumers Benefit from Administrative Simplification

	Priority Area 2: Preventing Medical Debt and Providing Consumer Relief
	Strengthening Financial Assistance Program Standards
	Strengthening Medical Debt Collection Protections
	Establishing a Statewide Medical Debt Relief Program
	Strengthening Enforcement of the Hospital Fair Pricing Act

	Priority Area 3: Controlling Unreasonable Hospital Prices
	Capping Commercial Hospital Prices
	Capping Hospital Price Growth
	Implementing Hospital Global Budgets with Regulated Growth Caps
	Requiring Site-Neutral Payment and/or Banning Facility Fees

	Priority Area 4: Addressing Consolidation and Anti-Competitive Market Practices
	Requiring Ownership and Financial Transparency
	Strengthening Oversight of Health Care Transactions
	Prohibiting Anti-Competitive Practice Terms

	Conclusion
	Appendix A. Summary of Health Care Affordability Policy Proposals
	Endnotes

