
Resolution (Tennessee D)  

Primary Care Payment Parity  
Introduced by the Tennessee Chapter 

 

WHEREAS, Payment parity between primary care physicians and other specialty physicians is a 
vital policy consideration for ensuring a balanced, effective, and sustainable healthcare systemi, 
and  

WHEREAS, Historically, Primary Care Specialist Physicians (PCPs) have been paid at significantly 
lower rates than other specialists despite playing the central role in health promotion, disease 
prevention, and care coordination, and  

WHEREAS, Value-based healthcare depends on strong PCP-led teams that reduce costs and 
improve outcomes as evidenced by numerous studies demonstrating reduced hospitalizations, 
fewer emergency visits, overall lower healthcare costs and improved population health outcomesii, 
and 

WHEREAS, Underpayment of PCPs fuels workforce shortages, where income disparity between 
PCPs and other specialists discourages medical students from choosing primary care. According to 
the AAMC, the U.S. could face a shortage of up to 48,000 primary care physicians by 2034iii, a 
devastating shortage, and  

WHEREAS, Equalizing compensation would make primary care a more attractive and sustainable 
career pathiv, and  

WHEREAS, Primary care is foundational to health equity, as often the first and most frequent point 
of contact for underserved and marginalized populations, and  

WHEREAS, The current payment model rewards subspecialty care over primary care, creating a 
perverse incentive structure that undervalues the total body of work provided by PCPs, including 
procedures, cognitive work and longitudinal care coordination, and  

WHEREAS, The current efforts toward PCP payment parity have resulted in a dizzying array of 25 
payment and 42 reporting codes above and beyond Office Visit and Wellness codes, that requires 
documenting unreasonable time requirements, and 

WHEREAS, Payment parity would rebalance toward value and health outcomes rather than 
incentivizing pure volume of procedures, and  

WHEREAS, Payment parity between PCPs and specialists is therefore a strategic imperativev,vi now, 
therefore, be it  

RESOLVED, That the American Academy of Family Physicians (AAFP) advocate for full payment 
parity for family physicians for equivalent services across all payer types, including Medicare 
programs, Medicaid programs, and commercial insurance plans, and be it further 



RESOLVED, That the AAFP work toward creating this payment parity such that it does not 
require the current byzantine array of codes currently being promulgated, and be it further 

RESOLVED, That the AAFP work with federal and state policymakers, regulators, and private 
payers to implement payment models and policies that eliminate unjustified disparities in 
payment and ensure that the most comprehensive primary care specialty of Family Medicine 
is adequately funded to support the broad and far-reaching patient-centered care that is 
foundational to a sustainable healthcare system.  
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