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Chairman Griffith, Ranking Member DeGete, and dis�nguished members of the Subcommitee, thank 

you for the opportunity to tes�fy today. My name is Shawn Mar�n, and I am the Execu�ve Vice 

President and Chief Execu�ve Officer of the American Academy of Family Physicians (AAFP). I am 

honored to be here today represen�ng the 124,500 physicians and student members of the AAFP. 

 

Health care affordability is the single biggest issue for many American families right now. According to 

two Gallup polls released last week, people across the country are driving less, skipping meals and 

pu�ng off big life moves, such as buying homes or having children, to keep up with health care costs.i 

About one in three Americans are cu�ng back on daily spending to cover medical costs, and about half 

of middle-income households reported delaying a major life event, as premiums rise and changes to 

funding for the Medicaid program loom. 

 

As the entry point for many pa�ents to the health care system, family physicians see firsthand how these 

rising health care costs impact individuals and their health outcomes. They see pa�ents come in with 

exacerbated chronic condi�ons that could have been prevented with earlier interven�ons. They have 

conversa�ons with pa�ents daily in which they express re�cence or an inability to comply with a 

recommended course of treatment because the prescrip�on is too expensive. Our health care system 

should not be forcing pa�ents to decide between seeking care or buying their groceries for the week. 

  



 

 

These concerns are par�cularly pronounced for individuals with chronic condi�ons. In the U.S., roughly 

90 percent of the na�on’s $4.5 trillion in annual health care spending is associated with people living 

with chronic and mental health condi�ons.ii Condi�ons such as diabetes, heart disease, hypertension 

and asthma require ongoing management over many years, and when they are not effec�vely 

controlled, they lead to costly hospitaliza�ons, complica�ons, and disability. For example, a recently 

published report found that pa�ents with mul�ple chronic condi�ons accounted for more than half of 

inpa�ent admissions and generated about ten �mes more hospital and emergency department visits 

than those without chronic condi�ons in 2024.iii 

 

Decades of evidence have made it clear that primary care is the most cost-effec�ve part of the health 

care system for addressing these challenges. Health systems that invest more heavily in primary care 

consistently achieve beter popula�on health outcomes, lower rates of hospitaliza�on and emergency 

department use, and lower overall health care spending. Yet despite its central role, the United States 

invests far less in primary care than many other high-income countries. Es�mates suggest that only 

about five to seven percent of total U.S. health care spending is spent on primary care, a share that has 

been declining over �me. In 2022, primary care spending dropped to less than five cents of every dollar, 

with Medicare spending the lowest at 3.4 percent.iv 

 

This declining investment is atrac�ng fewer prospec�ve physicians to prac�cing primary care and 

contribu�ng to a troubling trend: a growing number of Americans report not having a usual source of 

care. The number of American adults who do not have a usual source of care is the highest it has been in 

a decade of measurement, with almost a third (31 percent) repor�ng that they had no usual source of 

care in 2022.v 

 



 

 

Research has consistently shown that pa�ents with a regular primary care physician experience beter 

health outcomes, higher quality of care and lower total health care costs. This includes pa�ents with 

chronic condi�ons. Research released earlier this year by the AAFP’s Robert Graham Center, in 

collabora�on with the Milbank Memorial Fund and the Physicians Founda�on, further confirmed this.vi 

The 2026 Health of US Primary Care report found that:   

• Nearly all adults (95.5 percent) with a usual source of primary care received preven�ve services 

for chronic disease, compared to 67.6 percent of those without a usual source of primary care. 

• For those adults who do develop chronic disease, having a usual source of primary care lowered 

their odds of going to the emergency department (ED) by 11 percent, and of hospitaliza�on by 

20 percent. 

• Having a usual source of primary care was associated with having nearly 54 percent lower total 

health care expenditures for adults with chronic disease, and nearly 40 percent lower health 

care expenditures for children with chronic disease, compared to those who did not have a usual 

source of primary care.  

 

Separa�ng individuals and families from primary care has real consequences, which we are seeing today: 

a high prevalence of chronic disease, declining adherence to proven public health measures such as 

vaccina�on, low u�liza�on of prenatal services, and growing numbers of unmanaged mental and 

behavioral health condi�ons. 

 

Whether you call it “Making America Healthy Again” or simply good health policy, primary care is what 

keeps people healthy. Family physicians have been delivering comprehensive, con�nuous care since the 

earliest days of the profession – caring for pa�ents across the lifespan, managing chronic illness, 

preven�ng disease and injury, and counseling pa�ents on nutri�on, physical ac�vity, and other lifestyle 



 

 

factors that shape long-term health. This broad scope of prac�ce is precisely what allows primary care to 

improve outcomes while controlling costs. 

 

Unfortunately, our policy environment is increasingly working against primary care’s success. Payment 

rates undervalue the work of primary care or fail to capture much of the work altogether. Administra�ve 

burdens take already-limited �me away from pa�ent care. Rising rates of vaccine misinforma�on are 

further complica�ng o�en already complex primary care encounters. And recent federal ac�ons to 

reduce state and federal financing for Medicaid and limit coverage eligibility are likely to further reduce 

resources flowing into primary care and create addi�onal financial barriers that may discourage pa�ents 

from seeking rou�ne care.  

 

In par�cular, I am concerned about the impacts these looming changes will have on access to con�nuous 

coverage and primary care for low-income children, pregnant and post-partum women, and individuals 

with disabili�es. In response to reduced budgets, many more rural hospitals are likely to close labor and 

delivery units as well, given that Medicaid finances half of the births in these communi�es.vii  

 

While the challenges facing primary care are significant, they are not insurmountable. With though�ul 

policy reforms, Congress can reverse the above trends and ensure that primary care can serve as the 

backbone to our health care system that it is, while improving both outcomes and affordability of care 

for pa�ents. I will describe the AAFP’s specific recommenda�ons below.  

 

Consolidation within Primary Care and Independent Practice 

Family physicians, like all physicians, are at their best when they are serving their pa�ents and 

communi�es, not the financial interests of an employer or investment partner. 



 

 

 

Over the past two decades, we have seen a drama�c shi� in prac�ce ownership among family 

physicians. Twenty years ago, about one third of family physicians were employed. Today, nearly 75 

percent of family physicians are employed by hospitals, health systems, or corporate en��es such as 

private equity. This shi� has occurred for several reasons: 

 

• Insufficient and unstable payment policies from all payers, including Medicare, have placed 

increasing economic pressure on physician prac�ces. Over the past twenty years, physician 

payment rates have failed to keep pace with rising prac�ce costs and infla�on. 

• Independent prac�ces o�en lack the market leverage needed to fairly nego�ate payment rates 

with large insurers and health systems. 

• Current payment policies frequently reward ownership of physician prac�ces, par�cularly by 

hospitals and large health systems, by providing higher payment rates to facili�es. 

• The regulatory and opera�onal complexi�es created by the Health Information Technology for 

Economic and Clinical Health (HITECH) Act and ongoing challenges with health informa�on 

technology and data exchange systems have created substan�al administra�ve burdens for 

independent prac�ces. 

• Compliance requirements associated with quality repor�ng, u�liza�on management protocols 

by payers, and quality improvement programs across Medicare, Medicaid, and commercial 

insurance plans have significantly increased the cost of running a prac�ce. Many of these 

programs have created layers of overlapping administra�ve ac�vity and supported industries 

that add costs to the system while producing only marginal (if any) improvements in outcomes. 

• The COVID-19 pandemic accelerated aggressive merger and acquisi�on ac�vity by hospitals and 

commercial insurers, further consolida�ng physician prac�ces. 



 

 

 

While private equity is o�en viewed unfavorably as an investment partner in health care, I would suggest 

that many of the business tac�cs associated with private equity are not materially different from those 

employed by hospitals or care delivery organiza�ons owned by insurers. In many cases, these ownership 

models priori�ze control over diagnos�c, treatment, and referral decisions within primary care in ways 

that serve the financial interests of the parent organiza�on, rather than always aligning with the best 

interests of pa�ents. 

 

While some family physicians have reported posi�ve experiences with being acquired by a health system 

or corpora�on, ci�ng access to advanced tools and technology, addi�onal administra�ve support, and 

other experts, many more physicians experience moral injury as they cope with loss of clinical autonomy 

and requests to priori�ze organiza�onal priori�es over those of their pa�ents. 

 

I want to be clear that consolida�on overall is not inherently good or bad. However, our current 

environment dispropor�onately advantages corporate en��es and larger health systems. A physician’s 

choice to be employed or independent should be precisely that: an organic choice. To make that the 

reality, I urge Congress to: 

 

• Reform medical loss ratio (MLR) requirements so that insurers cannot game 

them to increase their market share. MLR requirements were designed to ensure that 

most premium revenue – generally at least 80 percent – is spent on medical care and quality 

improvement ac�vi�es. However, as insurers have acquired physician prac�ces and other service 

companies, payments to affiliated en��es can be counted as medical spending under current 



 

 

rules even when the funds remain within the same corporate structure. This makes it more 

difficult to determine how much premium revenue is actually suppor�ng pa�ent care. 

• Address site of service payment differentials. I applaud Congress for including a 

provision in the Consolidated Appropria�ons Act of 2026 that requires off-campus hospital 

outpa�ent departments (HOPDs) to use a unique na�onal provider iden�fier when billing 

Medicare, helping dis�nguish what se�ng care is actually being delivered in. However, I urge 

lawmakers to go further. Medicare s�ll pays significantly more for services that can be – and are 

– safely delivered in lower-cost se�ngs like physician offices when they are provided in HOPDs 

and ambulatory surgical centers. This raises costs for pa�ents and the Medicare program 

without any associated quality increases. Congress should extend the site-neutral payment 

policies applied to new off-campus HOPDs under the Bipar�san Budget Act of 2015 to apply to 

all off-campus HOPDs.  

 

I would also like to acknowledge some prac�ce models that Congress should further invest in, as they 

appropriately center the delivery of con�nuous, comprehensive primary care. Consolida�on across the 

health care system and the decline of independent physician prac�ces have forced innova�on in primary 

care delivery and benefit design. One of the most promising of these innova�ons is direct primary care 

(DPC). 

 

In the DPC model, financial intermediaries are removed and physicians and pa�ents establish a direct 

contractual rela�onship for a defined set of primary care services with a fixed fee. This approach restores 

the physician–pa�ent rela�onship as the central organizing principle of care. DPC is inherently pa�ent-

centered. It reduces the administra�ve burdens that limit physician autonomy and removes the financial 

barriers that o�en discourage pa�ents from seeking �mely primary care. 



 

 

 

The AAFP has supported the development of the DPC model for more than a decade, and in recent years 

it has experienced substan�al growth in family medicine and pediatrics. It is also gaining increasing 

interest from employers looking for alterna�ves to tradi�onal insurance benefit designs that make 

primary care costly and difficult for their employees to access. 

 

Addi�onally, community health centers (CHCs) and rural health clinics (RHCs) are the only primary care 

access points in many communi�es across the country. CHCs provide comprehensive primary care to 

nearly 34 million pa�ents across the country, a number that has con�nued to increase over the years 

despite frequent financial uncertainty for these care se�ngs. Family physicians are the most common 

physician type serving pa�ents in these se�ngs. CHCs have consistently proven themselves to be cost-

effec�ve, pa�ent-centered care se�ngs, delivering ten percent of the na�on’s primary care while only 

accoun�ng for one percent of na�onal health care spend.viii I applaud Congress for providing increased 

funding for this long bipar�san program in the CAA of 2026, but further investments should be made – 

including providing a longer funding runway beyond September of this year.  

 

Medicare Physician Payment Reform 

For years, the AAFP has described at-length the many flaws within fee-for-service (FFS) payment models, 

and more specifically the Medicare Physician Fee Schedule (MPFS), that have contributed to our na�onal 

underinvestment in primary care. Briefly, some of the biggest factors are as follows:  

• FFS payment is designed to pay for discrete services in ways that favor procedural service 

delivery.  

• FFS coding and billing is incompa�ble with the con�nuous, comprehensive nature of 

rela�onship-based primary care.  



 

 

• Budget neutrality requirements are unreasonably outdated and should not be narrowly focused 

only on physician services.  

• The lack of an infla�onary update means payment rates for physician services have declined 

substan�ally over the past two decades.  

 

It is for these reasons that the AAFP con�nues to advocate for widespread adop�on of value-based 

payment arrangements across payers. However, it cannot be ignored that FFS underpins and informs 

virtually all exis�ng alterna�ve payment models. Thus, the success of primary care physicians and 

prac�ces in these arrangements is con�ngent upon comprehensive reforms being made to the MPFS and 

the Medicare Access and CHIP Reauthorization Act (MACRA). 

 

I would like to acknowledge and applaud the Centers for Medicare and Medicaid Services (CMS) for 

taking important steps in recent years within the MPFS to beter value and pay for the work being done 

in primary care. This includes implemen�ng new codes to pay for work that was not previously captured 

by exis�ng codes, providing monthly bundled payments for care management services with the 

advanced primary care management (APCM) codes, and using other empirical data sources to more 

accurately es�mate the �me it takes physicians to provide certain services and upda�ng their associated 

rela�ve value units accordingly.  

 

However, the impacts of these posi�ve policy changes are blunted by exis�ng statutory requirements. 

For example: 

• Extremely restric�ve budget neutrality requirements – which haven’t been updated since the 

incep�on of the MPFS – mean that, in most cases, new codes cannot be added without 

triggering an across-the-board payment cut to all services. 



 

 

• The budget-neutral nature of the MPFS also means that the Merit-based Incen�ve Payment 

System (MIPS), which was intended to move more physicians successfully into value-based 

payment, has failed its intended goal. Penal�es applied to “low-performing” clinicians pay for 

the awards provided to high-performers, crea�ng a cycle whereby small, independent, and rural 

prac�ces are consistently punished instead of offered a necessary helping hand.  

• If CMS increases the valua�ons of any codes, it means that the valua�ons of other codes must 

be reduced or the conversion factor is cut.  

• And finally, all of this is happening within the same pot of money that has existed since 1992 – 

despite a growing beneficiary popula�on, increasing costs of running a prac�ce, and significant 

innova�ons in medicine over the last several decades leading to more services and technologies 

being added to the MPFS. This policy framework has forced physician special�es to compete 

against each other for smaller and smaller pieces of the pie each year. 

 

Ensuring widespread access to high-value, lower-cost primary care requires us to change how we pay for 

it. We need to pay family physicians for preven�ng disease, not incen�vizing the delivery of more 

services to treat it. Comprehensively reforming Medicare payment for primary care must be a priority for 

this Subcommitee. I want to applaud Drs. Joyce, Miller-Meeks, Ruiz and Schrier on the Subcommitee 

for their steadfast leadership on these issues, and I urge Congress to: 

 

• Provide an annual inflationary update to physician payment. There is no 

jus�fica�on for why facili�es like hospitals and skilled nursing facili�es receive an annual update, 

but the physicians – the actual people providing care – do not. Payment for physicians is on an 

increasingly unsustainable path. If we think health care costs are out of control now, it will only 



 

 

get worse unless Congress acts to ensure that the work of primary care physicians is adequately 

compensated and keeps pace with the actual costs required to deliver care.  

• Enact long-overdue reforms to budget neutrality requirements. This includes 

providing CMS with the authority to correct over-or under-u�liza�on assump�ons when 

implemen�ng new codes, ensuring that funds within the fee schedule are not irreversibly lost 

due to inaccurate assump�ons. 

• Provide prospective, sustainable population-based payments for primary care. 

Predictable per-pa�ent monthly payments allow family physicians to focus on managing the 

health of their pa�ent panels rather than maximizing billable encounters. This approach also 

reduces the need for extensive coding and billing documenta�on, which currently consumes 

substan�al physician �me and is inconsistent with the comprehensive, con�nuous nature of 

primary care. Instead, it gives prac�ces the flexibility to tailor care in a way that best meet the 

needs of their communi�es – whether through expanded care management, more �me to 

spend per pa�ent visit, a wider array of staff, or proac�ve outreach to high-risk pa�ents. 

• Make quality measurement more meaningful to physicians and patients. Family 

physicians are dispropor�onately accountable for a growing number of disease-specific process 

measures that fail to capture the true nature and value of comprehensive, pa�ent-centered 

primary care. While quality measurement is essen�al for moving toward a value-based system, 

our current approach fails to measure what maters to pa�ents and clinicians or drive 

meaningful quality improvement. We must standardize quality and performance measures with 

a single universal set – across payers and programs – that meets the highest standards of validity 

and reliability and is derived from data extracted from mul�ple data sources. The measures 

should focus on outcomes that mater most to pa�ents and that have the greatest overall impact 

on beter health of the popula�on, beter health care, and lower costs. 



 

 

 

Benefit and Coverage Design 

For family physicians, affordability for their pa�ents is not measured simply by the monthly premium. It 

is measured by whether a pa�ent can actually come in for care, follow through on treatment and access 

the services their physician recommends. 

 

Unfortunately, insurance benefits and coverage design are increasingly steering pa�ents away from 

seeking care, including rou�ne preven�on and primary care services. Over the past decade, deduc�bles 

and other forms of cost-sharing have risen substan�ally. According to KFF (formerly the Kaiser Family 

Founda�on), the average deduc�ble for single coverage in employer plans has increased by more than 

50 percent since 2013, and enrollment in high-deduc�ble plans con�nues to grow.ix When pa�ents must 

spend several thousand dollars before coverage meaningfully begins, many delay or skip care altogether. 

Higher cost-sharing reduces use of services, which in primary care o�en means pa�ents postpone 

rou�ne visits, chronic disease management or diagnos�c tes�ng un�l condi�ons worsen. 

 

This is causing a detrimental cycle: cost-prohibi�ve plan designs lead to people not seeking care, which 

leads to a sicker popula�on and risk pool, which leads to inflated actuarial values for plans who then 

increase deduc�bles and cost-sharing, and so on.  

 

Reforming benefit and coverage design is one of the most tangible ways that Congress can make health 

care more affordable for pa�ents enrolled in plans across payers and also increase our na�onal 

investment in primary care. As a star�ng point, I recommend the following policies for considera�on: 

 



 

 

• Waiving cost-sharing for chronic care management services under Medicare 

Part B. Even rela�vely modest cost-sharing requirements can discourage pa�ents from seeking 

the rou�ne care that prevents illness and manages chronic disease. Family physicians see this 

play out with Medicare beneficiaries are currently required to pay a 20 percent coinsurance for 

many chronic care management services under Part B. Waiving cost-sharing for chronic care 

management and APCM codes – or at least providing the CMS clear authority to do so – would 

remove a meaningful barrier to the types of services that help pa�ents stay healthy and avoid 

costly complica�ons. 

• Require all plans to cover at least three primary care visits annually without 

patient cost-sharing. As noted, evidence has shown that higher cost-sharing responsibili�es 

leads to pa�ents forgoing important primary and preven�ve care. I believe requiring all plans to 

cover at least three primary care visits annually without subjec�ng them to any form of cost-

sharing would play an important role in connec�ng pa�ents to high-value, low-cost care that 

would ul�mately yield savings for the whole system.  

• Allow state Medicaid agencies to pay for DPC arrangements for beneficiaries. 

As discussed above, DPC is a growing prac�ce model that has been shown to yield cost savings, 

gives family physicians a meaningful alterna�ve to tradi�onal FFS insurance billing and, most 

importantly, centers the pa�ent-physician rela�onship. The Medicaid Primary Care Improvement 

Act (H.R. 1162), led by Dr. Schrier and Rep. Crenshaw on this Subcommitee, would clarify that 

state Medicaid agencies may pay for these high-value arrangements if they choose. This bill 

unanimously passed the Commitee last Congress and ul�mately the House by a voice vote.  

• Require all payers to track and publicly disclose the amount they spend on 

primary care services. I would encourage Congress to consider legisla�on that would 

require commercial and federal payers to track and annually report data on their primary care 



 

 

spending so we have a clearer picture of the current landscape. Many states already have such 

requirements in place for payers, with others going further to require that payers hit a certain 

target for primary care spending. For example, Oklahoma requires Medicaid managed care 

organiza�ons to report their expenses related to primary care services and, by the fourth 

contract year, devote at least 11 percent to primary care.x Meanwhile, Arkansas enacted 

legisla�on last year to establish the Arkansas Primary Care Payment Improvement Working 

Group, charged with producing a report that provides a recommenda�on for a primary care 

spending target.xi 

 

Allow Physicians to Actually Practice Medicine 

In addi�on to declining primary care investment, family physicians are being bombarded by external 

factors that are disrup�ng their trusted rela�onships with pa�ents, taking away already limited �me for 

pa�ent care, and undermining their medical decision-making.  

 

Family physicians spend hours each day naviga�ng electronic health record documenta�on rules, quality 

repor�ng programs across different payers, and u�liza�on management protocols from insurers. These 

policies o�en delay necessary care, create frustra�on for pa�ents and physicians alike, and require 

significant staff �me to navigate – ul�mately increasing costs across the health care system. 

 

At the same �me, growing confusion around vaccines and increasing vaccine hesitancy have placed 

addi�onal demands on the primary care workforce. Family physicians are o�en the most trusted source 

of vaccine informa�on for pa�ents, yet addressing misinforma�on and counseling hesitant pa�ents 

requires �me that is increasingly scarce in already constrained clinical schedules. Vaccines are safe, 

effec�ve and save lives. They are one of the most cost-effec�ve public health interven�ons ever created. 



 

 

If we want to make progress on health care affordability and outcomes, we must maintain ground 

covered. That includes Congress advancing policies that support and promote u�liza�on of cost-

effec�ve, life-saving, evidence-based interven�ons including vaccines.  

 

Further, insurers have been increasingly engaging in a prac�ce known as “downcoding,” which is quietly 

undermining the financial viability of primary care prac�ces. Downcoding occurs when health plans 

assign a lower-level evalua�on and management (E/M) code than the one that was provided by the 

physician and billed on the claim - without consul�ng the physician who provided the pa�ent care. This 

results in lower payments that physicians are forced to either accept or pursue costly, �me-consuming 

appeals, which take addi�onal �me and resources away from pa�ent care. 

 

Downcoding is o�en only discovered by prac�ces when they no�ce underpayments for services 

rendered. In leters to specific payers and AHIP (formerly America’s Health Insurance Plans), the AAFP 

has expressed its concern about this and other aspects of the downcoding programs. We have requested 

greater transparency regarding the methodologies for iden�fying targeted individuals and offered our 

assistance in educa�ng family physicians regarding accurate coding criteria – something that the AAFP 

regularly offers to all of its members. However, to date, the AAFP has not been able to secure any 

guidelines, standards, or rules from payers with which physicians could educate themselves to improve 

their billing and documenta�on in order to avoid having their claims downcoded. 

 

Each of these issues is directly interfering with the ability of family physicians to do what they are 

expertly trained in: prac�ce medically-sound, evidence-based, undisrupted medicine. Time spent 

inves�ga�ng downcoded claims and on the phone with insurance representa�ves trying to understand 

why a prior authoriza�on request was denied is �me not spent on delivering the care that keeps people 



 

 

and families healthy. I urge this Subcommitee to allow family physicians to actually prac�ce medicine 

by: 

 

• Passing the Improving Seniors’ Timely Access to Care Act (H.R. 3514). I appreciate recent 

commitments by insurers to streamline, simplify, and reduce prior authoriza�on, but these 

efforts are voluntary and subject to no enforcement by anyone other than the plans themselves. 

Further ac�on is necessary to meaningfully reform prior authoriza�on across all plans. Passing 

this legisla�on would codify regula�ons from CMS to streamline prior authoriza�on processes 

across Medicare Advantage plans.  

• Protect and support patient access to evidence-based, recommended 

vaccines. Congress has a role to play in reinforcing and publicly suppor�ng pa�ent access to 

vaccines that we know to be safe based on the evidence.  

• Intervene in the unregulated practice of downcoding by health plans. At a 

minimum, I urge considera�on of legisla�on to require clear transparency into the processes and 

criteria insurers are using and prohibit the use of automa�c algorithms to downcode claims. If 

these programs are designed to ensure accurate billing and prevent fraud, waste, and abuse 

then these policies should be transparent, fair, and uniformly applied regardless of prac�ce 

ownership. 

 

In closing, thank you again for the opportunity to provide this tes�mony. On behalf of the AAFP, family 

physicians look forward to working with the Subcommitee to advance policies that improve the health 

of pa�ents while driving down costs – a goal which starts with appropriately inves�ng in primary care.
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