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THE VOICE FOR HEALTH CARE CONSUMERS

August 21, 2026

The Honorable John Joyce The Honorable Greg Murphy
U.S. House of Representatives U.S. House of Representatives
Washington, DC 20515 Washington, DC 20515

The Honorable Kim Schrier
U.S. House of Representatives
Washington, DC 20515

Re: Request for Information: Strengthening the Medicare Physician Payment System
Dear Representatives Joyce, Murphy, and Schrier:

On behalf of Families USA, thank you for the opportunity to provide feedback on the
Patients First Act. Families USA has long supported efforts to strengthen primary care and
improve the accuracy and predictability of physician reimbursement, and we appreciate
your bipartisan leadership in drafting legislation intended to achieve that goal. Yet while
we support the bill's hybrid primary care payment model, we are concerned that the
majority of the legislation serves to increase physician reimbursement without
fundamentally redesigning the broken economic incentives that predominate the U.S.
health care payment and delivery system. To achieve meaningful reform, we must shift
away from fee-for-service payment and towards population-based payment models that
hold health care providers accountable for the total cost of care, higher quality care and
improvements in population health outcomes for our nation's families and consumers.
Below we offer constructive feedback on the bill that would better center the needs of
patients and consumers in your physician payment reform efforts.

For years, policymakers, physicians, and patient advocates have agreed that Medicare’s
physician payment system is failing to achieve its intended goals.' The Patients First Act
appropriately recognizes several longstanding shortcomings in Medicare physician
payment policy, including unstable payment updates, chronic underinvestmentin primary
care, excessive administrative burden, the failure of the Merit-based Incentive Payment
System (MIPS), and the need to accelerate the transition toward value-based care.
However, with the exception of the hybrid primary care payment model, the policy reforms
offered through this bill do not set up the structure or glidepath needed to meaningfully
shift physician reimbursement towards a payment model that better aligns the business
interests of health care providers with the health and financial security of the American
people. We urge you to work with your colleagues across chambers and parties to
amend and strengthen the Patients First Act to fully deliver on the transformational



payment changes that the Medicare program and our nation’s seniors and consumers
so desperately need.

Identifying Medicare Savings and Reinvestments to Transform the System

The Request for Information (RFI) asks stakeholders to identify potential Medicare savings
that could help finance specific physician payment increases. Families USA fiercely
advocates for many policy reforms that would generate significant savings to Medicare,
including expanded site-neutral payments and reducing inappropriate coding intensity and
overpayments within the Medicare Advantage program."

However, the premise of this RFI deserves reconsideration. Generating Medicare savings
should not primarily lead to higher physician reimbursement absent of broader structural
payment reforms that meaningfully change Medicare’s core reimbursement structure to
one that holds providers accountable for the total cost of care and population health
outcomes. Every dollar of Medicare savings represents an opportunity to strengthen the
Medicare program and to deliver better value for taxpayers, beneficiaries and the federal
government. Redirecting Medicare savings from bold policy reforms like site-neutral
payments into across-the-board physician payment increases risks reinforcing the very
payment incentives that contribute to rising costs, fragmented care delivery, and
inconsistent quality in the Medicare program.'" Stable physician payment is a critical policy
objective, and one that Families USA supports. But payment stability must not come at the
expense of the fundamental payment reforms that Medicare requires.

Instead, Medicare savings should be targeted across an array of needs: prioritizing a
significant investment in primary care, the frontlines of any high-value heath care system;
expanding access to behavioral health services; accelerating the transition to advanced
alternative payment models with accountability for the total cost of care and population
health outcomes; reducing beneficiary premiums and out-of-pocket costs; and improving
benefits that Medicare still does not offer including dental, vision, and hearing coverage.
These investments would not only meet the health and financial security needs of seniors
and aging adults but would serve to strengthen Medicare’s long-term fiscal sustainability."

Strengthening the Patients First Act

One of the foundational problems with current Medicare physician paymentis a reliance
on a fee-for-service payment model that pays for individual health care services rather
than overall health.' Despite years of work to advance value-based care payment and
delivery models, Medicare still predominantly reimburses and financially rewards the
volume of services delivered to patients rather than holding physicians accountable for the
total cost of care, quality, patient experience and health of the patients they serve."

The Patients First Act reflects a fundamental challenge and tension within physician
payment reform efforts. Much of the legislation focuses on making modest changes to the



existing physician payment system. This includes changing statutory requirements
designed to constrain the growth of physician payments by making it easier to enact
annual payment updates and increases, as well as modifications to budget neutrality,
modest refinements to MIPS, and targeted changes to alternative payment models. These
proposals may improve payment predictability and reduce some administrative burden,
but they largely serve to make fee-for-service work somewhat better, rather than replacing
the fatally flawed fee-for-service approach with a payment architecture that can achieve
the goal of sustaining the Medicare program while meeting the health and financial
security needs of seniors and aging adults. Until lawmakers fundamentally redesign
Medicare payment, the annual physician payment updates proposed in this
legislation will do little to address the underlying drivers of rising health care costs,
fragmented care delivery, and uneven quality that our nation’s seniors and families
experience from the health care system.

To ensure the Patients First Act more fully reflects the needs of patients and consumers,
we urge you to consider the following recommendations:

Title Il - POINTS

While the legislation proposes numerous modifications to the Merit-based Incentive
Payment System (MIPS), it ultimately preserves a program that has consistently failed to
accomplishits intended purpose: to move physician reimbursement away from fee-for-
service and towards advanced alternative payment models that hold providers
accountable for the total cost of care and patient health outcomes."!

After nearly a decade of implementation, the evidence is now well established that MIPS
has imposed substantial reporting burdens while doing little to meaningfully differentiate
performance or improve patient outcomes. Streamlining measures, reducing reporting
requirements, and renaming the program will not address its underlying design flaws."" We
recommend any redesign or replacement of the MIPS program to include a
significantly stronger and faster glidepath towards full financial risk that ultimately
moves the majority of providers and physician reimbursement into Advanced
Alternative Payment Models (Advanced APMs). These efforts should include an
explicit requirement for providers to transition out of MIPS and into Advanced APMs
after a defined period of time (i.e. 3-5 years).

Further, while we appreciate the intention of the Quality Reform Task Force to improve
Quality Payment Program (QPP) reporting metrics, we oppose this proposed construct
which would empower specialty physicians to self-select their performance measures
within the program. This would invite significant conflicts of interest and undermine efforts
to shift payment and quality measurement towards a more harmonized and
comprehensive set of measures that meaningfully hold providers accountable for the total
cost of care, improving care delivery, care management and ultimately health outcomes.”
As aresult, we recommend the Quality Reform Task Force include more explicit



requirements to include non-specialty clinicians such as independent, primary care and
behavioral health providers, other non-physician providers (e.g. advanced practice
providers such as nurse practitioners), as well as academic experts and other non-profit
quality and performance measurement organizations. This broader set of requirements for
Task Force composition would reduce conflicts of interests in measure selection and
better support the selection and reporting of a more harmonized set of performance
measures under the Quality Payment Program and for physician payment reform efforts
across the health care system.

Title IV - Physician Payment Improvements

This legislation makes two changes that expand Physician Fee Schedule spending: a
permanent annual update indexed to the Medicare Economic Index (MEI minus 1
percentage point for the non-qualifying APM track, MEI minus 0.5 percentage points for the
qualifying APM track), and an increase to the budget neutrality threshold (from $20 million
to $57.64 million) which is the dollar amount of net relative value unit (RVU) redistribution
CMS determines before the mandatory offset applies. Families USA does not object to
inflationary based payment updates in principle, nor do we view the threshold increase,
alone, as the central problem. However, we are concerned that these two changes,
together, expand and entrench spending growth within the fee-for-service payment system
that already financially rewards the delivery of high volumes of care over improved health
outcomes without establishing new accountability for the total cost of care, high quality
and improved efficiency associated with that spending growth.

The Committee for a Responsible Federal Budget estimates that indexing the Physician
Fee Schedule to MEl would increase federal costs by approximately $65 billion over ten
years, with the MEI-1 formula adding another $25 billion.* This underscores that these
adjustments designed to stabilize physician payments would amount to significant
paymentincreases.

Separately, some experts argue that raising the budget neutrality threshold from $20
million to $57.64 million is not likely to reduce how often CMS has to apply an offsetting
adjustment to the conversion factor to bring net spending back to neutral.¥ Under current
law, when CMS’s annual net RVU redistribution (the combined effect of new codes, code
revaluation and RVU updates on total Physician Fee Schedule spending) exceeds the
current $20 million budget neutrality threshold, CMS is required to apply an offsetting
reduction to the conversion factor to bring net spending back to neutral.® Some analysts
have argued that raising the budget neutrality threshold to $57.64 million would rarely
change how often CMS has to apply the offset because annual net RVU redistribution
amounts are typically large enough to exceed even the proposed $57.64 million
threshold.” This means that CMS would still be required to apply the offsetting adjustment
in most years, just as it does today, even with a higher budget neutrality threshold. In other
words, raising the budget neutrality threshold is not likely to prevent CMS from having to
reduce physician payment rates as many argue.”" Instead, increasing the budget neutrality



threshold combined with a new inflation-based conversion factor sends a dangerous
signalthat Congress is willing to permanently raise the baseline rate of fee-for-service
payment growth, while loosening one of the few remaining mechanisms that helps to
contain Medicare spending by requiring new spending in one part of the fee schedule to be
offset elsewhere™¥

Stabilizing physician payment is a legitimate and important goal, but stability achieved by
increasing fee-for-service spending without corresponding accountability for costs, quality
or outcomes reinforces the very drivers of rising Medicare cost growth that this RFI
acknowledges exist. We recommend that any inflationary update or budget neutrality
adjustment enacted through this legislation be paired with a concrete, time-limited
glidepath for moving providers into payment models that hold them accountable for
the total cost of care. Without those guardrails, this part of the legislation will require
Medicare and the beneficiaries who fund a quarter of Part B spending through their
premiums to finance more of the same system rather than a better one aligned with
their health and financial security.

Achieving Meaningful Payment Reform

The United States is on track to spend $6 trillion on health care in 2026 while the American
public now ranks the U.S. health care system with a “C” grade on cost, quality and access
to care. The American people and the sustainability of our public programs, including
Medicare, require a much bolder vision for physician payment reform. Congress should be
working not just to refine MIPS but to replace it with a modern accountability framework
that changes the underlying design and financial incentives of the Medicare payment
system. Physician payment should financially reward and hold providers accountable for
the total cost of care, improve measurable health outcomes, reduce unnecessary
utilization, strengthen care management, reduce inequities in health outcomes and
improve population health. Medicare should establish a far more ambitious glidepath
toward advanced alternative payment models that make accountability for quality and the
total cost of care the foundation of physician reimbursement, rather than the exception.

Ultimately, physician payment reform should not be rooted in annual physician payment
updates but instead in ensuring Medicare can deliver the most comprehensive set of
benefits at an affordable cost to patients and effectively manage the health and health
needs of seniors, aging adults and taxpayers. The American people are asking Congress to
lower their health care costs, make the system easier to navigate, better coordinate and
manage their care, and for more accountability over the system, including physicians. In
fact, 80% of voters across the political spectrum now believe that doctors should be
paid based on keeping people healthy, not simply ordering more tests and
procedures.” This represents a high level of bipartisan consensus in how the public views
health care payment and should serve as a signal to lawmakers of voters’ appetite for
bolder health care reforms.



Conclusion

The Patients First Act moves an important conversation forward by recognizing that
physician payment policy requires meaningful reform. However, the time for incremental
payment reforms that maintain the status quo has passed. We urge lawmakers not to
spend time and political capital advancing reforms that fall short of what families, patients
and the broader health care system need. Instead, we encourage lawmakers to focus
this legislation on advancing a more transformational physician payment reform
policy agenda that delivers on a bolder vision for the American people, one that
results in more affordable care, healthier people, better patient experiences, and a
fundamental shift to greater accountability in the system - a system that moves
towards implementing population-based payment models as the core reimbursement
model under Medicare.

Thank you again for the opportunity to respond to this RFI, and for the work you have
already done to carve a path forward to address these critical issues. We stand ready to
assist you in your work to modernize physician payment. Please contact Jane Sheehan,
Deputy Senior Director of Government Relations (JSheehan@familiesusa.org) with any
questions.

Sincerely,

Sophia Tripoli
Managing Director, Health Policy
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