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Most people believe the United States health care system is in crisis or has major
problems! Building a health care system that truly works well for everyone requires

a strong, people-centered primary care' foundation to serve as the main point

of contact and ongoing support for people across their lifetime. This approach is
supported by evidence showing better health outcomes and lower long-term costs,
and aligns with surveys consistently showing people want a trusted primary care
provider (PCP).2 More than four of every five people prioritize having a regular primary
care clinician they can trust.?

Unfortunately, the way our health care system is designed makes it nearly impossible
for the supply of primary care providers to effectively meet its demand. Many counties
in the United States already qualify as primary care shortage areas and the numbers are
increasing* Several factors contribute to this market failure, but a key issue is that the
current payment system undervalues primary care. Primary care providers are paid less
for their work compared to specialists, making it harder to cover practice expenses and
invest in the infrastructure needed to deliver comprehensive, person-centered care.

At the root of this disconnect lies a relatively obscure, far from transparent entity

called the Relative Value Scale Update Committee, better known as the RUC. The RUC,

in effect, lets doctors decide how much to pay themselves, and unfortunately, primary
care doctors are far outnumbered by specialists on this powerful committee. This is why
advocates who want to ensure that everyone can build a long-term relationship with

a primary care clinician they can trust, who will take the time needed to understand
their patients’ specific ongoing health needs, and help coordinate that care, should
pay attention to RUC reform.

" High-quality primary care is the provision of whole-person, integrated, accessible, and equitable health care by
interprofessional teams that are accountable for addressing the majority of an individual's health and wellness needs
across settings and through sustained relationships with patients, families, and communities.®



https://nap.nationalacademies.org/catalog/25983/implementing-high-quality-primary-care-rebuilding-the-foundation-of-health

What Is the RUC and Why Should You Care?

The RUC is a 32-member panel of majority specialty physicians, convened by the
American Medical Association (AMA), that makes recommendations to the Centers for
Medicare & Medicaid Services (CMS) about how much traditional Medicare should pay
physicians for health care services.

What are RVUs?

The RUC assigns relative value units (RVUs) to physician services based on the resources
needed to provide them. The resources take into account three factors: the physician’s
work (including time, skill, and effort), practice expenses, and malpractice costs. Each RVU
component is adjusted for geographic location then converted to a dollar amount using
the annual conversion factor set by the annual Medicare Physician Fee Schedule (MPFS).5
Physicians claim reimbursement for their services using medical, surgical, and diagnostic
codes, known as CPT codes, each corresponding to the RVUs assigned by the RUC.

Even though the RUC's jurisdiction technically is limited to an advisory role in traditional
Medicare, its actual power far exceeds this. First, CMS — the nation’s single largest payer

of health care services — accepts over 90 percent of its payment rate recommendations.’
Additionally, the RUC's influence is not limited to traditional Medicare. Many state Medicaid
programs, private insurers, and other payers use Medicare rates and CPT codes, which are
owned and copyrighted by the AMA, as a benchmark to set their own physician payment. As

a result, the AMA receives a substantial source of revenue from charging royalties to use CPT
codes, accounting for over 50 percent of their profits since 2019.8 The RUC's recommendations
have a ripple effect — any distortions and undervaluations in Medicare payment are ingrained
into the broader health care system. These undervaluations contribute to systemic payment
inequities that undermine access to comprehensive, person-centered care.

The RUC Undermines Primary Care Access and Quality

The RUC's structure and decision-making processes is an extremely distorted payment system
that devalues primary care and behavioral health services, fueling provider shortages that have
a direct impact on people’s timely access to the care they need. The RUC overvalues episodic
care and procedures in an increasingly fragmented, difficult to navigate sick-care environment.
This comes at the expense of relationship-based, whole-person preventive and primary care
designed to keep people healthy.
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Primary Care Services Often Undervalued®

Core In-Office Services Behind-the-Scenes Work
Annual Wellness Visits Prior Authorizations
Contraceptive Counseling Care Coordination and referrals

Responding to patient emails and
messages

Flu shots and other immunizations

Preventive Screenings Reviewing lab results

Preparing care plans and quality

Documenting family health history reporting

The RUC's recommendations have historically inflated payments for procedural specialty
services while undervaluing the nonprocedural, person-centered, time intensive care
fundamental to primary care and behavioral health.

These payment disparities directly curtail people’s access to primary care and can
compromise the quality of care they are able to get by:

e Limiting time clinicians have with their patients: Underpayment for primary care
forces providers to increase the number of people they serve per day to sustain
sufficient volume to remain financially viable. Fitting in more patients per day
requires shorter visits, leaving less time to address prevention, answer questions,
jointly develop care plans, coordinate care, and develop trust and understanding
of the patient’s holistic needs in general. This is especially important for people
with chronic or complex conditions.

e Restricting team-based, person-centered care: The current fee schedule does
not adequately value or account for the full range of services, activities, and
disciplines needed to provide high-quality primary care. Studies show that at least
20 percent of primary care activities — including nonprocedural services like care
coordination, interdisciplinary collaboration, and patient portal communications
— are not covered under the MPFS!® Non-physician team members, such as clinical
pharmacists, behavioral health specialists, and care managers, play vital roles
in patient care but often perform services that are not adequately reimbursed
or at all under current payment structures These team members are especially
important in rural communities that often face workforce shortages. This makes
it difficult for practices to invest in team-based care models that are critical for
managing chronic conditions and addressing whole-person health needs.
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* Driving primary care workforce shortages: Persistent underpayment in Medicare
has made it difficult for clinicians to sustain careers in primary care. Practices are
often not paid enough to cover the necessary expenses, which is discouraging
for new graduates burdened with student debt™ The clinicians who decide to go
into primary care face rising administrative demands and worsening burnout. This
pushes many towards higher-paying specialties, which inevitably reduces patient
access to primary care.

* Limiting access to prevention and effective chronic condition management: The
primary care shortage limits patients’ access to preventive services, exacerbating
underlying health outcomes. Patients without a regular PCP are more likely to delay
care until complications arise or miss early warning signs, leading to greater reliance
on costly emergency or acute care services® The downstream effect creates higher
health care spending and worse outcomes for patients and communities.

* Incentivizing overuse of expensive and unnecessary services: In addition to
resulting in increased use of more expensive services that could have been
prevented, this payment structure directly incentivizes using more specialty
procedures that might not even improve outcomes, increasing the costs for
patients and payers, and potentially risking patient safety.

The Profound Consequences of Neglecting Primary Care

WORSE QUALITY
LESS ACCESS
LOWER PHYSICIAN SATISFACTION

PC WORKFORCE SHORTAGE

CLINICIAN BURNOUT

GREATER PHYSICIAN INCREASED PATIENT
ADMINISTRATIVE BURDEN VISIT VOLUME

INSUFFICIENT FUNDING FOR
TEAM & CARE COORDINATION

INADEQUATE REIMBURSEMENT
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The RUC Is Deeply Flawed

Systems are perfectly designed for the results they produce. The RUC is flawed in

a number of ways that compromise its ability to fairly set payment structures that
actually pay for the high-quality care that people need and prioritize, especially, but
not exclusively, the more cognitive and relationship-based aspects of health care. We've
identified specific flaws that must be remedied.

* Specialty-dominated composition and conflict of interest: The RUC is primarily
composed of representatives from procedural specialties, whose financial interests
are directly tied to the outcomes of its recommendations. This affects how
services are valued and which are prioritized. The RUC has prioritized increasing
payment rates and adding more billable codes over reducing payments for services
shown to be overvalued, contributing to higher Medicare spending. The broader
valuation process also lacks meaningful engagement from patients, advocates, and
other primary care experts who could help ensure payment reflects what patients
need from the health care system.

e Flawed data collection: A key part of the RUC's process involves administering
surveys to practicing physicians to estimate the time and intensity required to
deliver various services. These surveys are distributed to a random sample of
physicians within the relevant specialty that performs the services being valued.
These surveys have been shown to consistently overestimate the time and effort
required for procedures, leading to inflated reimbursements for procedural
services” The RUC valuation process heavily relies on this self-reported time data,
which lacks third-party verification. Its valuation framework focuses narrowly on
time, skill, and effort and does not accurately reflect the care coordination and
management complexity involved in primary care. The RUC also does not take
into account the patient outcomes tied to the services, contributing to the lack of
accountability.

* Lack of transparency: Access to RUC meetings is restricted, and documentation
of deliberations is not easily available. This makes it difficult for CMS, Congress,
or advocates to evaluate how recommendations are developed or hold members
accountable for potential biases. The absence of clear oversight mechanisms
allows the RUC to operate without checks and balances, reinforcing a process that
prioritizes internal interests over broader system needs.
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Payment Reforms and Barriers to Uptake

CMS has made some efforts to improve reimbursement for primary care, but these
reforms have had limited success®

* Annual wellness visits (AWVs), introduced in 2011, to implement higher
reimbursement for preventive services than previous codes.”

* Transitional care management and chronic care management codes followed in
2013 and 2015, to compensate for care activities that occur outside of traditional
office visits®

* Increased RVUs for Evaluation & Management codes, implemented in 2021, focus
on addressing immediate health concerns rather than maintaining overall health
long term.”

* G2211 add-on code, introduced in 2024, to support longitudinal, comprehensive
primary care.

* Advanced Primary Care Management (ACPM) codes, implemented in 2025, combine
existing care management codes and streamline billing and documentation
requirements. This is an effort to make primary care more accessible, coordinated,
and person-centered, but it is too early to assess its full impact.°

Adoption of these codes has been slow due to low payment rates that do not cover
the cost of implementation. Additional barriers include complex requirements for
beneficiary consent and time tracking, administrative burdens relating to staff training
and compliance, and concerns over patient cost-sharing. In general, these codes have
had a modest effect in closing the primary care payment disparity.

Additionally, CMS must maintain budget neutrality, meaning if the RUC recommends
rate increases for one service, it must cut payment for other services.” This creates a
zero-sum game, where pay increases to primary care must be offset with cuts to other
specialties. External pressures from specialty group influence how these payments are
distributed.
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Bipartisan Efforts to Bolster Primary Care

In 2024, Congress introduced the bipartisan Pay PCPs Act, which would establish the
option for primary care providers in Medicare to receive reliable and upfront population-
based payments for under-reimbursed activities, while maintaining some traditional FFS
payments for certain services.?? This payment approach would better support the full
scope of primary care and reduce overreliance on fee-for-service. The legislation would
also reduce beneficiary cost-sharing for select primary care services and establish a
new technical advisory committee — separate from the RUC — within CMS to advise the
agency on new methods to more accurately determine physician rates.

Opportunities for RUC Reform

In his new role as Secretary of Health and Human Services, Robert F. Kennedy Jr. has
signaled interest in overhauling Medicare’s physician payment system to better support
primary care and preventive services. This follows a year of preliminary action from
Congress to change how Medicare pays primary care providers.? As policymakers
consider how to build a stronger foundation for primary care, reforming the RUC is
essential to ensuring that payment supports the high-quality, person-centered care
patients value most. To support a more person-centered, equitable payment system,
advocates are encouraging for the following reforms:

More balanced and transparent valuation process

e Congress should require the inclusion of patient advocates, public health experts,
and independent policy researchers into the valuation process, and there must be
greater representation of primary care and behavioral health providers.

* The RUC's reliance on physician surveys should be replaced with objective,
empirical data collection to set more accurate reimbursement rates.?

Stronger support for person-centered care

e Congress must remedy the historic and ongoing undervaluing of primary care and
behavioral health services. Congress should give CMS authority to rebalance the
distribution of resources within Medicare by focusing on what patients want and
need: relationships, addressing holistic needs, and improving health outcomes.

Greater infrastructure investment in primary care

e Valuations of primary care services should account for startup and transformation
costs, including electronic health record (EHR) upgrades, care coordination tools,
and social needs interventions.
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Conclusion

The RUC's outsized influence over Medicare physician payments has contributed

to systemic inequities in how primary care is valued and funded. Its confusing and
opaque processes are intentionally designed to create barriers to engagement and
limit input from patients, advocates, and other non-specialty-driven stakeholders.
While some reforms have been made, substantive changes will require structural shifts
toward transparency, fairness, and evidence-based valuation methods. Advocates
must use this moment to push for policies that open valuation processes to broader
perspectives and ensure primary care providers are adequately compensated for the
services that matter most to patients’ health and well-being.
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