
 

 
 
 
December 6, 2021 
 
The Honorable Joseph R. Biden, Jr.   The Honorable Xavier Becerra   
President of the United States   Secretary  
The White House     Department of Health and Human Services 
1600 Pennsylvania Avenue, N.W.   200 Independence Avenue, S.W. 
Washington, D.C. 20500    Washington, D.C. 20201 

Dear President Biden and Secretary Becerra:  

Primary Care for America, a diverse collection of 13 health care organizations, caring for infants 
and children, adults and seniors in the Medicaid, Medicare, Marketplace, and commercial 
markets in every county across the nation. COVID-19 has laid bare the stark inequities that 
many communities experience leading to poor outcomes and in many cases, death. These 
inequities occur not only in underserved areas but impact racial and ethnic communities across 
socioeconomic status. 

Our collaborative consists of organizations across the country leading efforts to address these 
disparities wherever they exist. We comprise physicians, community health centers, services, 
and products, with a commitment to deliver high quality, accessible primary care to all patients, 
especially those who are historically underserved and systemically disadvantaged. 

The national discourse appropriately recognizes the important role that primary care plays in 
identifying and addressing social needs that have a great impact on overall health such as food 
access, transportation, housing, and behavioral health resources. Research has shown that 
greater access to primary care is associated with better health outcomes.[1] However, for these 
efforts to be effective, primary care practices must have the appropriate resources to address 
the unique needs of their diverse patient populations.  

We urge your administration to consider the following recommendations to ensure access to 
care and support the physician workforce as we continue to deal with the COVID-19 pandemic. 
Key barriers in current payment models inadvertently drive health inequities and must be 
addressed.  

● Existing methodologies for calculating costs and savings associated with health 
programs and policies may not account for long-term positive impacts of access to 
comprehensive, longitudinal primary care. The benefits of person-centered primary care 
often accrue over several years and long past a typical model’s evaluation period, 
therefore the positive impact of accessible primary care is not accounted for when 
determining the cost of a program or the estimated savings to the federal government. 

● Payment models do not account for savings across government programs, particularly 
when they are administered by other federal agencies. These limitations undermine the 
expansion of successful programs meant to mitigate the systematic and root causes of 
health inequities due to the projected cost. 



● Alternative payment models must be designed with an eye toward addressing health 
inequities by employing robust risk adjustment to account for individual factors and 
social drivers of health to level the playing field. Measurements should be risk-adjusted 
to include populations placed at increased risk of negative health outcomes and more 
accurately isolate and analyze population needs. Appropriate measure design will 
ensure that they are not used as a method of levying financial penalties but as a 
mechanism to surface gaps in needs and resources at the entity, community, and 
population level.    

To achieve optimum results, it is essential that we use technological tools to comprehensively 
address the needs of all communities. Artificial intelligence and machine learning hold incredible 
potential to transform the practice of medicine and optimize patient care, but if not integrated 
thoughtfully, technology has the potential to exacerbate existing health inequities due to 
embedded biases in some algorithms and assumptions.[2] Additionally, technology must enable 
real-time insights on community health needs, which will require standardization and 
accessibility. Population health across a geographic underserved community also requires 
robust analytic capabilities accessible to primary care providers on a real time basis. The 
investment in such models along with care managers are crucial to managing beneficiaries in 
value-based arrangements. 

Currently, most health data collection efforts at the federal, state, and local level are focused on 
five broad racial groups, two ethnicities, and variable descriptors for LGBTQ+ people. Without 
specific indicators, these populations may not receive adequate consideration in budgeting 
processes and resource allocations, resulting in further disadvantage. Aggregate datasets that 
can be accurately stratified by race and ethnicity, as well as sexual orientation and gender 
identity, are vital tools for physician practices and health care organizations to identify disparities 
within their patient panel and work to address them. The same is true for data collection and 
reporting for public health purposes. We urge the Administration to support robust data 
collection to get a full and accurate view of existing disparities. 

The COVID-19 pandemic has also highlighted how disparate access to broadband, 
smartphones, and other digital devices and infrastructure can exacerbate existing health and 
financial disparities. Millions of Americans rely on broadband and existing devices to access 
preventive health services, mental and behavioral health care, education, job and housing 
resources, and public health information. The recently enacted Infrastructure Investment and 
Jobs Act will provide vital support for improvements in broadband infrastructure and expand 
access. It is estimated that 42 million Americans don't have the ability to purchase broadband 
internet service.[3] And rural Americans are 10 times more likely to lack broadband access than 
their urban counterparts.[4] Without broadband access, many individuals living in Tribal, rural, 
and urban areas are unable to connect with their physicians via telehealth to receive needed 
care. Given that access to telehealth services can help remove other barriers to care, such as 
transportation or childcare, improving broadband access could help advance health equity. 
Broadband is also needed to address other social drivers of health, such as education, safe 
housing, loneliness, and employment, or applying for public programs that provide financial 
assistance and health insurance. 

In addition to addressing the financing models and the role of technology, the importance of a 
diverse physician workforce cannot be overstated. Physicians who understand their patients’ 



languages and understand the larger context of culture, gender, religious beliefs, sexual 
orientation and socioeconomic conditions are better equipped to address the needs of specific 
populations and the health disparities among them. Several studies show that racial, ethnic, and 
gender diversity among physicians promotes better access to health care, improves health care 
quality for underserved populations, and better meets the health care needs of our increasingly 
diverse population.[5],[6] While primary care specialties fare better than other specialties in 
representation of racial and ethnic minorities in the workforce, the entire physician workforce 
lags significantly behind the racial and ethnic diversity of the U.S. population. Today, Black and 
Hispanic Americans account for nearly one-third of the U.S. population, but just 11 percent of 
physicians.[7],[8] We urge you to invest in efforts to strengthen the physician pipeline as early as 
middle school, diversify the physician workforce to improve access to health care, reduce 
spending, and better meet the needs of our diverse population. 

Another important consideration of addressing health equity is strengthening the Medicaid 
program. It plays a particularly vital role in providing coverage to children, pregnant women, 
rural residents, individuals with disabilities, as well as Black, Indigenous, Hispanic, and other 
people of color. More than 30 percent of Black, Indigenous, and Hispanic adults and children 
have Medicaid coverage.[9] Improving coverage and affordability of primary care has significantly 
reduced racial and ethnic disparities in care utilization and access.[10] However, the odds of 
residing in a physician shortage area are much higher for predominantly Black 
neighborhoods.[11],[12] Given the significant growth in Medicaid eligibility and enrollment over the 
last year, federal action from this Administration is needed to improve and secure long-term 
access to primary care for Medicaid beneficiaries. Today, Medicaid physician payment rate is, 
on average, 66 percent of the Medicare rate for primary care services, but it can be as low as 33 
percent of the Medicare rate depending on the state. Increasing Medicaid payment rates for 
primary care services to at least Medicare levels would ensure clinicians have adequate 
resources to care for Medicaid patients and alleviate barriers to care for patients who are most 
in need. Federal financial support and oversight, including implementing payment parity and a 
federal minimum Medicaid access standard, would help ensure primary care physicians can 
accept new Medicaid beneficiaries and spend as much time with the patient as they need 
without sacrificing the financial stability of their practice. 

Currently, the United States is the only industrialized nation where maternal deaths are on the 
rise. According to the Centers for Disease Control and Prevention, approximately 700 
pregnancy-related deaths occur in the U.S. each year and 60 percent of these deaths are 
preventable.[13],[14] What’s more, Black women are three times more likely to die from a 
pregnancy-related complication than non-Hispanic White women; Indigenous women are more 
than twice as likely to die from a pregnancy-related complication than non-Hispanic White 
women.[15] These outcomes and disparities are unacceptable. A strong primary care 
infrastructure supports women’s health from preconception through the postpartum period and 
beyond, ensuring a healthy start to pregnancy and prioritizing health and wellness throughout 
the lifespan.[16] Improved access to primary care for birthing patients is also associated with 
decreased infant mortality and healthier birth weights for babies.[17]    

Primary Care for America stands ready to partner with you to root out health inequities wherever 
they exist. Our members are in every county across the country; committed to creating a system 
that delivers high quality health care to all people regardless of the zip code they reside in. 

https://www.primarycareforamerica.org/2021/10/letter-to-president-biden-workforce/


If you or your staff have any questions about our comments, please contact Stephanie Quinn at 
squinn@aafp.org.  

CC 
The Honorable Chiquita Brooks-LaSure, Administrator of the Centers for Medicare and 
Medicaid Services 
The Honorable Diana Espinosa, Acting Administrator of the Health Resources and Services 
Administration 
The Honorable Rochelle Walensky, Director of the Centers for Disease Control and Prevention 
The Honorable Vivek Murthy, Surgeon General of the United States 
The Honorable Rachel Levine, Assistant Secretary of Health for the Department of Health and 
Human Services 
 

### 

Primary Care for America (PCfA) is a collaboration focused on demonstrating the value of 
primary care, the need for increased primary care investment and the importance of innovation 
in primary care delivery and payment models. PCfA is comprised of a diverse group of key 
partners in the American health care industry: agilon health, Aledade, American Academy of 
Family Physicians, American Academy of Pediatrics, American College of Physicians, Catalyst 
Health Network, ChenMed, Elation Health, Everside Health, MDVIP, National Association of 
Community Health Centers, One Medical and VillageMD. For more information about Primary 
Care for America, visit primarycareforamerica.org.  

 

[1] National Academies of Sciences, Engineering, and Medicine. 2021. Implementing high-quality primary care: Rebuilding the 
foundation of health care. Washington, DC: The National Academies Press. https://doi.org/10.17226/25983. 

[2] Panch, T., Mattie, H., & Atun, R. (2019). Artificial intelligence and algorithmic bias: implications for health systems. Journal of 
global health, 9(2), 010318. https://doi.org/10.7189/jogh.09.020318  

[3] Busby, J., Tanberk, J., & Cooper, T. (2021, August 29). BroadbandNow estimates availability for all 50 states; confirms that more 
than 42 million Americans do not have access to Broadband. BroadbandNow Research. Retrieved October 2, 2021, from 
https://broadbandnow.com/research/fcc-broadband-overreporting-by-state.  

[4] Congressional Research Service. (2019, March 22). Broadband loan and grant programs in the USDA’s rural utilities service. 
Retrieved October 2, 2021, from https://sgp.fas.org/crs/misc/RL33816.pdf  

[5] Cooper LA, Powe NR. Disparities in patient experiences, health care processes, and outcomes: the role of patient-provider 
racial, ethnic, and language concordance. The Commonwealth Fund. Accessed October 19, 2021. 

[6] Poma PA. Race/ethnicity concordance between patients and physicians. J Natl Med Assoc. 2017;109(1):6-8. 

[7] U.S. Census Bureau. (2019, July). U.S. Census Bureau Quick Facts. U.S. Census Bureau. Retrieved December 2, 2021, from 
https://www.census.gov/quickfacts/fact/table/US/PST045219.   

[8] AAMC. (2019). Diversity in Medicine: Facts and Figures. AAMC. Retrieved December 2, 2021, from https://www.aamc.org/data-
reports/workforce/report/diversity-medicine-facts-and-figures-
2019#:~:text=About%2030%25%20to%2040%25%20of,and%2030.6%25%20of%20White%20physicians.  

[9] Medicaid coverage rates for the Nonelderly by Race/Ethnicity. (2020, October 23). Retrieved March 24, 2021, from 
https://www.kff.org/medicaid/state-indicator/nonelderly-medicaid-rate-

mailto:squinn@aafp.org
https://c212.net/c/link/?t=0&l=en&o=3208864-1&h=3844999657&u=https%3A%2F%2Fwww.primarycareforamerica.org%2F&a=primarycareforamerica.org
https://doi.org/10.17226/25983
https://doi.org/10.7189/jogh.09.020318
https://broadbandnow.com/research/fcc-broadband-overreporting-by-state
https://sgp.fas.org/crs/misc/RL33816.pdf
https://www.census.gov/quickfacts/fact/table/US/PST045219
https://www.aamc.org/data-reports/workforce/report/diversity-medicine-facts-and-figures-2019#:%7E:text=About%2030%25%20to%2040%25%20of,and%2030.6%25%20of%20White%20physicians
https://www.aamc.org/data-reports/workforce/report/diversity-medicine-facts-and-figures-2019#:%7E:text=About%2030%25%20to%2040%25%20of,and%2030.6%25%20of%20White%20physicians
https://www.aamc.org/data-reports/workforce/report/diversity-medicine-facts-and-figures-2019#:%7E:text=About%2030%25%20to%2040%25%20of,and%2030.6%25%20of%20White%20physicians
about:blank


byraceethnicity/?dataView=0¤tTimeframe=0&sortModel=%7B%22colId%22%3A%22Location%22%2C%22sort%22%3A%22a 
sc%22%7D 

[10] Wagnerman, K., Brooks, T., Whitener, K., Alker, J., & Park, E. (2020, May 20). Medicaid and CHIP help Address Racial/ethnic 
disparities in children's health. Retrieved February 10, 2021, from https://ccf.georgetown.edu/2017/04/26/medicaid-and-chip-help-
address-racialethnic-disparities-in-childrens-health/  

[11] Gaskin, D. J., Dinwiddie, G. Y., Chan, K. S., & McCleary, R. R. (2012). Residential segregation and the availability of primary 
care physicians. Health Services Research, 47(6), 2353-2376. doi:10.1111/j.1475-6773.2012.01417.x. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3416972/  

[12] Brown, E., Polsky, D., Barbu, C.M., Seymour, J.W., Grande, D. (2016, August 01). Racial disparities in GEOGRAPHIC access 
to primary care In Philadelphia: Health Affairs Journal. Retrieved March 24, 2021, from 
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1612  

[13] Petersen EE, Davis NL, Goodman D, et al. Vital Signs: Pregnancy-Related Deaths, United States, 2011–2015, and Strategies 
for Prevention, 13 States, 2013–2017. MMWR Morb Mortal Wkly Rep 2019;68:423–429 

[14] Building U.S. Capacity to Review and Prevent Maternal Deaths. (2018). Report from nine maternal mortality review committees. 
Available at https://reviewtoaction.org/Report_from_Nine_MMRCs    

[15] Petersen EE, Davis NL, Goodman D, et al. Racial/Ethnic Disparities in Pregnancy-Related Deaths — United States, 2007–
2016. MMWR Morb Mortal Wkly Rep 2019;68:762–765. DOI: http://dx.doi.org/10.15585/mmwr.mm6835a3  

[16] Tikkanen, R., Gunja, M. Z., FitzGerald, M., & Zephyrin, L. (2020). Maternal Mortality Maternity Care US Compared 10 
Other Countries | Commonwealth Fund. The Commonwealth Fund. https://www.commonwealthfund.org/publications/issue-
briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries 

[17] Shi, L., Macinko, J., Starfield, B., Xu, J., Regan, J., Politzer, R., & Wulu, J. (2004). Primary care, infant mortality, and low birth 
weight in the states of the USA. Journal of Epidemiology & Community Health, 58(5), 374–380. 
https://doi.org/10.1136/JECH.2003.013078  

about:blank
about:blank
https://ccf.georgetown.edu/2017/04/26/medicaid-and-chip-help-address-racialethnic-disparities-in-childrens-health/
https://ccf.georgetown.edu/2017/04/26/medicaid-and-chip-help-address-racialethnic-disparities-in-childrens-health/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3416972/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2015.1612
https://reviewtoaction.org/Report_from_Nine_MMRCs
http://dx.doi.org/10.15585/mmwr.mm6835a3
https://www.google.com/url?q=https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries&sa=D&source=docs&ust=1638463955446000&usg=AOvVaw0063l7jri8nF5DDg9u7YeG
https://www.google.com/url?q=https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries&sa=D&source=docs&ust=1638463955446000&usg=AOvVaw0063l7jri8nF5DDg9u7YeG
https://doi.org/10.1136/JECH.2003.013078

