November 15, 2021
The Honorable Ron Wyden
Chairman
Committee on Finance
United States Senate
Washington, D.C. 20510

The Honorable Mike Crapo
Ranking Member
Committee on Finance
United States Senate
Washington, D.C. 20510

Dear Chair Wyden and Ranking Member Crapo:
On behalf of the American Academy of Family Physicians (AAFP), which represents more than
133,500 family physicians and medical students across the country, I am writing to share the family
physician’s perspective in response to the recent request for information on improving access to
mental health care.
Mental health concerns are highly prevalent in the United States and are associated with an
increased risk of morbidity and mortality. The COVID-19 pandemic has exacerbated existing issues
with anxiety, depression, and post-traumatic stress disorder amid a growing shortage of mental health
and behavioral health providers. Family physicians are critically important to addressing the mental
health crisis because nearly 40% of all visits for depression, anxiety, or cases defined as “any mental
illness” were with primary care physicians.i Primary care physicians are also more likely to be the
source of physical and mental health care for patients with lower socioeconomic status and for those
with co-morbidities.ii
The AAFP supports integration of behavioral health services within a patient’s medical home. This
can include consistent coordination of referrals and exchange of information, colocation of services in
the primary care setting, or full integration of treatment plans shared between primary care and
behavioral health clinicians. Behavioral integration has shown significant cost-savings for payers and
physicians, as well as more equitable access to mental health services for traditionally underserved
populations.iii, iv Despite interest from family physicians, implementing behavioral health integration in
primary care practices faces several barriers including a limited workforce, payment and reporting
requirements, and burdensome start-up costs.
Strengthening Workforce
There are significant gaps in the provision of mental health care services in the U.S., especially
related to vulnerable populations. Psychiatric and other mental health professionals are necessary for
high-quality mental health care services, but primary care physicians are the main providers for most
patients. Primary care physicians serve as the first point of contact for patients navigating the
healthcare system, and most people with poor mental health will be diagnosed and treated in the
primary care setting. Mental illness also complicates other medical conditions, making them more
challenging and more expensive to manage. Together, this makes mental health an important issue

November 15, 2021
Chairman Wyden and Ranking Member Crapo
Page 2 of 9
for primary care physicians. Preserving scope of practice requirements would benefit primary care
physicians by allowing them to practice at the top of their license. However, when primary care
physicians need to refer patients to other mental health providers, approximately two-thirds reported
they were unable to find the appropriate outpatient mental health services for their patient.v This is
largely attributed to a shortage of mental health providers and lack of insurance coverage.
Strengthening the mental health workforce is critically important to achieve greater uptake of
behavioral health integration into primary care practices.
Similarly, to equitably increase access to behavioral health services through primary care settings,
availability of primary care physicians must also be prioritized. The AAFP has long been concerned
about the shortage of primary care physicians in the U.S., particularly the supply of family physicians,
who provide comprehensive, longitudinal primary care services for patients across the lifespan,
including chronic disease management, treatment of acute illnesses, and preventive care. It is
projected that the U.S. will face a shortage of up to 48,000 primary care physicians by 2034.vi
The lack of a diverse physician workforce also has significant implications for public health. 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.vii viii While primary care specialties fares 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.ix x
Correcting the shortage and maldistribution of physicians, to ultimately improve equitable
access to high-quality care, requires immediate action to expand the federal Graduate Medical
Education (GME) program in a way that meets the needs of our nation.
Telehealth serves as an interim solution to workforce shortages but is restricted by arbitrary
regulations. The AAFP has consistently advocated to waive the in-person requirement for mental
health services provided via audio/visual technology to Medicare beneficiaries. We urge Congress to
reject arbitrary restrictions that would require an in-person visit prior to a telehealth visit. Not only is
there no clinical evidence to support these requirements, but they also exacerbate clinician shortages
and worsen health inequities by restricting access for those individuals with barriers preventing them
from traveling to in-person care.xi

Increasing Integration, Coordination, and Access to Care
Payment Barriers
The AAFP has applauded the inclusion of collaborative care management codes for family physicians
and appreciates this necessary step to ensuring primary care physicians have payment options
available when patients present with mental health concerns. Additionally, the AAFP recently
endorsed the COCM Act to expand the Collaborative Care model (CoCM). However, the AAFP
remains concerned about payment mechanisms that limit expansion of behavioral health integration
models. Uptake of collaborative care management codes by family medicine physicians has
remained low due to the complexity of the billing and coding requirements, a shortage of behavioral
health practitioners, and the need for improved training for staff and physicians alike.
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Additionally, these codes rely on a fee-for-service (FFS) structure. Although the ability to bill these
codes aids a practice in building capacity for integration, behavioral health integration is best
supported through alternative payment mechanisms (APMs) and value-based payment. Many
alternative payment models (APMs) for primary care have generally not included collaborative care
management codes in their calculations for care management fees or other prospective payments,
which has limited use of the codes. To correct this, APMs need to be designed to provide sufficient
resources to primary care practices for the integration of behavioral health. The flexibility provided by
value-based payment, either through prospective payments or a capitated system, is best suited to
allow physicians to develop innovative ways to meet their patients’ behavioral health needs. APMs
designed to support integration should also be risk-adjusted, promote quality care, and be paid within
a patient’s medical home to avoid care fragmentation, such as from third-party direct to consumer
telehealth providers. Not only is this payment infrastructure beneficial to practices intent on delivering
holistic, person-centered care, it is essential to ensuring access to high quality, continuous primary
care and behavioral health care for patients. When primary care practices are supported by a
predictable, prospective revenue stream for the full range of care needs presented by their patients,
primary care practices thrive, and patients have better outcomes.
Finally, it is imperative that private health insurance coverage offer adequate and equitable coverage
of mental and behavioral health services. The AAFP has long supported mental health parity.
Because of the ACA, health plans are required to cover certain preventative services, and since 2019
IRS guidance expanding that definition, HSA-eligible high deductible health plans (HDHPs) now have
the flexibility to cover certain chronic care management services and medications. Specifically, the
HDHPs can cover medication for depression, but the screening and additional office visits are not
considered by the IRS as preventative services, meaning they are still subject to the deductible. Cost
barriers like those associated with screenings and counseling discourages patients, especially those
of lower socioeconomic status, from seeking necessary care. This is problematic for many primary
care services as well, which is why the AAFP has endorsed the Primary and Virtual Care Affordability
Act (H.R. 5541) to waive cost sharing for necessary primary care services, including initial screenings
for depression.
Interoperability Barriers
Integrating behavioral health in primary care practices, either through telehealth or colocation,
requires significant workflow and technological updates. Appropriate medical information must be
readily available to share between primary care physicians and mental health providers when
approved by the patient when transitioning between clinicians. This requires functional and (Health
Insurance Portability and Accountability (HIPAA)- compliant electronic medical record platforms in
colocation models and additional technology updates if administered primarily through audio/visual
platforms. Despite the tremendous cost savings potential of CoCM, many practices, especially small
and solo physician practices, do not have the resources or technology to immediately integrate
behavioral health. Upfront funding for these adjustments, like those provided by the COCM Act, are
critical to ensuring physicians have the processes in place to successfully integrate behavioral health
care services.
Barriers for Underserved Populations
Rural areas often suffer from a shortage of health care professionals, making access to and
coordination with sub-specialists difficult, particularly for behavioral and mental health services.
Additionally, there are limited opportunities for physicians and care teams to train in rural health
settings, which coupled with a lack of incentives to draw primary care physicians and clinicians to
rural areas, further exacerbate limited access and coordination opportunities for patients.
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Once a primary care physician is practicing in a rural area, they face additional barriers to optimizing
their care delivery. Many rural practices do not have access to reliable broadband services that
enable effective use of telehealth, which limits their ability to provide important care coordination
services. The Medicare physician fee schedule (MPFS) also typically pays less for services provided
in rural payment localities, meaning Medicare funds care coordination less in those areas than it does
in urban and suburban localities. Accordingly, the AAFP supports the elimination of all geographic
adjustment factors from the MPFS except for those designed to achieve a specific public policy goal,
such as encouraging physicians to practice in underserved areas.
Additionally, many APMs have been focused on the Medicare population, with limited attention
provided to Medicaid and safety net providers. The AAFP acknowledges underserved populations
should be more intentionally engaged in value-based care and calls for increased collaboration
between the Centers for Medicare & Medicaid Innovation (CMMI), Medicare, Medicaid, as well as
private payers. Embedding equity as a shared aim regardless of the patient population and across all
models will resource providers more efficiently to ensure all patients receive high quality, affordable,
patient-centered care.
Additional opportunities to increase equitable access exist, including expansion of geographic testing
of models and incentivizing patient participation. Current primary care models have been
geographically limited in scope and repeatedly tested in the same regions. Since primary
care is uniquely qualified to care for patients of all ages in diverse settings nationwide, efforts should
be made to expand where models are tested to increase equitable access and avoid further
exacerbation of disparities. Additionally, models should be designed with incentives that remove
patient barriers to access, such as waiving co-pays or co-insurance for primary care. Waived co-pays
should be covered by the payer rather than being waived by the practice to avoid financially
penalizing practices.
Finally, telehealth expansion during the Public Health Emergency has expanded care for everyone,
including minority populations and geographically underserved communities. Continuing to allow
access to these services and compensation for these services will ensure more and better access to
behavioral health. Additional recommendations are detailed in the “Telehealth” section below.
Crisis Intervention Models
The AAFP supports reforms to policing practices that mitigate disparities caused by biased and
discriminatory policing, reduce health disparities caused by traumatic stress and over-policing in
communities of color, and reduce the risk of exposure to direct and indirect police-related violence to
members of the public – with particular attention to the impact on BIPOC and other marginalized
populations. Successful interventions should encompass system-wide, anti-racist strategies at the
community and policy levels. Additional research and funding are needed to identify and evaluate
scalable, evidence-based reforms to current policing practices. This includes routing calls from the
police department to a community response department (staffed by medical, social work, and mental
and behavioral health professionals) for situations involving medical, mental health, disability-related,
or other behavioral or social needs, using sobering centers as an alternative to incarceration for
individuals publicly intoxicated, and using mental health courts and other community diversion
alternatives to incarceration, including critical connections to vocational and housing assistance
services.
Connecting Patients to Resources
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The AAFP’s policy on social determinants of health outlines how family physicians are uniquely
qualified to identify social needs and connect patients with third-party services and public programs in
their community to address those needs. To best address health equity and social determinants of
health, we first need a robust and healthy public health infrastructure. While physicians and other
clinicians, inclusive of all specialties, can potentially assist in identifying and facilitating addressing
social needs, they cannot and should not be held responsible for resolving them. Existing FFS
structures typically do not pay for or support robust care coordination activities for social needs within
a patient’s community, which can disadvantage patients who require more support and the physicians
who care for them. As such, APMs need to be designed to support the needs of patients, inclusive of
health-related social needs, without inappropriately holding primary care physicians responsible for
outcomes outside their control.
Additionally, although health plans offer a variety of services and many offer care coordination and/or
management directly to patients, it may not be effectively coordinated with the patient’s
existing primary care physician. When primary care plays a central role in care coordination, it is
much more encompassing than care coordination outside of primary care, which is often episodic in
nature or limited to a single organ system or disease state. Primary care provides patient advocacy in
the health care system to accomplish cost-effective and equitable care by coordination of health care
services.

Ensuring Parity
The Mental Health Parity and Addiction Equity Act and the Affordable Care Act require parity for the
payment of mental health and substance use disorder treatment at the same level as physical health
treatments. However, enforcement by the U.S. Department of Labor is limited to investigations and
non-monetary actions. The AAFP supports giving the Department of Labor the authority to issue civil
monetary penalties for insurers not offering parity for mental health services.
Additionally, access to mental and behavioral health care services is often impeded by burdensome
regulations like prior authorization or step therapy. These barriers exist in primary care as well, but
more stringent requirements for mental and behavioral health services would violate parity laws.
Prior authorization requires approval from a health plan before the delivery of a procedure, device,
supply, or medication for insurance to cover the cost. According to a 2020 survey conducted by the
American Medical Association (AMA), 85 percent of physicians report that the burden associated with
prior authorization is “high” or “extremely high” and 30 percent of physicians report that prior
authorization has led to a serious adverse event for a patient in their care. The AMA survey reports
that physicians and their staff spend almost two business days each week completing an average of
40 prior authorizations per physician, per week. Studies show providers suffer costs of $11 per
manual prior authorization and $4 per electronic prior authorization, which amounted to a total of
$528 million in prior authorization costs for providers in 2019.xii Further, prior authorization
interactions with insurers cost practices $82,975 per physician annually.xiii The AAFP urges
Congress to pass the Improving Seniors’ Timely Access to Care Act (H.R. 3173/S. 3018) and
permanently reduce the volume of prior authorization requirements across Medicare and
Medicaid payers.
Step therapy is an insurance protocol that requires patients to try one or more insurer-preferred
medications prior to a physician recommendation. This practice is also known as “fail first” and can
take weeks or months. Once a patient finds a medication that does work for them, they may have to
repeat the step therapy process if they switch insurance plans. When implemented improperly, step
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therapy can result in patients not being able to access the treatments they need in a timely manner.
Physicians can request exceptions to step therapy requirements, but insurers may not respond
promptly to such requests, resulting in a further delay of treatment. The AAFP urges Congress to
pass the Safe Step Act (S. 464 / H.R. 2163) to implement transparency guidelines to prevent
inappropriate use of step therapy in employer-sponsored health plans and create a clear
process for patients and physicians to seek reasonable exceptions to step therapy.

Expanding Telehealth
Quality and Cost-Effectiveness
As outlined in our Joint Principles for Telehealth Policy, the AAFP strongly believes that the
permanent expansion of telehealth services should be done in a way that advances care continuity
and the patient-physician relationship. Expanding telehealth services in isolation, without regard for
previous physician-patient relationship, medical history, or the eventual need for a follow-up hands-on
physical examination, can undermine the basic principles of the medical home, increase
fragmentation of care, and lead to the patient receiving suboptimal care. In fact, a recent nationwide
survey found that most patients prefer to see their usual physician through a telehealth visit,
feel it is important to have an established relationship with the clinician providing telehealth
services, and believe it is important for the clinician to have access to their full medical
record. Telehealth can enable timely, first-contact access to care and supports physicians in
maintaining long-term, trusting relationships with their patients, both of which are central to continuity
of care and high-quality services.
As previously referenced, the AAFP has consistently advocated to waive the in-person requirement
for mental health services provided via audio/visual technology to Medicare beneficiaries. Requiring
in-person visit prior to a telehealth visit for mental health care does not improve the quality or costeffectiveness of telehealth services.xiv
Additionally, permanently remove geographic and originating site restrictions to ensure that all
Medicare beneficiaries can access telehealth care at home can help patients access timely
care and prevent more costly services. Transitional care management (TCM) services illustrate
how permanently eliminating geographic and originating site requirements could improve utilization of
high-value care and ultimately improve care coordination and patient outcomes. TCM services are
provided after a patient is discharged from a hospital stay, with the goal of ensuring care continuity
once they return home. Facilitating TCM via telehealth allows patients to easily access their care and
primary care physicians to make appropriate changes to their care to prevent hospital readmissions.
To bring clarity and provide certainty to patients and providers, we strongly urge Congress to address
these restrictions in statute by striking the geographic limitation on originating sites and allow
beneficiaries across the country to receive virtual care in their homes, or the location of their
choosing, where clinically appropriate and with appropriate beneficiary protections and guardrails in
place.
Equitable Expansion
Coverage of audio-only E/M services is vital for ensuring equitable access to telehealth services for
patients who may lack broadband access or be uncomfortable with video visits. Furthermore, seniors
and those with limited English-proficiencies would benefit most from audio-only services. According to
the Pew Research Center, only about 53% of patients over the age of 65 own smartphones, while
91% own any type of cell phone. Recent studies of telehealth utilization by patients with limited
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English proficiency show that non-English speakers have used telehealth far less than Englishspeakers. Many physicians routinely use telephone translation services to provide linguistically
appropriate care, and these services can be more seamlessly integrated into telephone visits,
whereas integrating translation services into audio-video platforms can be costly and complex.
Requiring Medicare to cover audio-only evaluation and management services beyond the
public health emergency will ensure equitable access to care.
Finally, additional studies are needed to inform the direction of permanent telehealth policies and
should include collection and reporting of data stratified by race, ethnicity, gender, language, and
other key factors. The AAFP has called on Congress to pass the Evaluating Disparities and
Outcomes in Telehealth (EDOT) Act. The EDOT Act requests data on telehealth utilization broken
down by service modality (i.e. audio-video and audio-only). This data, in conjunction with data on
patient outcomes, will be invaluable as the Centers for Medicare and Medicaid Services (CMS) and
state Medicaid agencies weigh whether and how to continue covering telephone services beyond the
PHE. In addition to these and other factors specified by the EDOT Act, the AAFP also strongly
recommends that any studies of telehealth utilization analyze volume, patterns and patient outcomes
for visits provided by a patient’s usual source of care versus one-off visits provided by a clinician with
whom the patient has no relationship. There is ample evidence that greater care continuity leads to
higher quality of care and lower health care utilization and costs.xv, xvi, xvii Telehealth technologies can
enhance patient-physician collaborations, increase access to care, improve health outcomes by
enabling timely care interventions, and decrease costs when utilized as a component of, and
coordinated with, longitudinal care as well as an existing physician-patient relationship.

Improving Access for Children and Young People
Caring for children’s behavioral health needs can be more complicated. Clinicians working with
children and adolescents will need to be aware of privacy concerns and will need to consider
workflow/ways to integrate confidential or one-on-one time with patients to address some behavioral
health issues. Ninety percent of adolescents and young adults received care from their family
physician in the past two years. Of these patients, 50 percent of adolescents and 33 percent of young
adults said they felt their parents' presence might affect their comfort level or change the outcome.
Additionally, access to subspecialty care is challenged, particularly in under resourced areas. The
AAFP has published a number of resources for family physicians who see children and teens that
include special considerations for social and behavioral health needs.
Medicaid is a critical component of the response to the children’s mental health crisis because it
provides health insurance to 1 in 5 Americans and covers some of our most vulnerable populations,
including low-income children, pregnant women, and families, children with special health care needs,
non-elderly adults with disabilities, and other adults, many of whom are uniquely susceptible to
COVID-19 and a host of other adverse health outcomes. When Congress raised Medicaid primary
care payment rates to Medicare levels in 2013 and 2014, patient access improved.xviii Improving
access to primary care through improved payment will in turn improve screening, diagnosis, and
treatment of mental health and behavioral health needs. The Ensuring Access to Primary Care for
Women and Children Act would return Medicaid payments for primary care services to Medicare
payment levels for two years and expand the number of clinicians eligible for this increase to ensure
that all Medicaid enrollees have access to the primary and preventive care they need. The legislation
also raises Medicaid payment rates to those of Medicare for the duration of any future public health
emergency and six months thereafter. During this time of crisis and once things return to normal, it is
critical that the Medicaid program be able to respond to take on any qualified new individuals and
ensure physicians have the means to serve these new patients.
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AAFP’s joint recommendations on improving mental health care for children outlines the importance
of telehealth flexibilities and Medicaid expansion. It also includes detailed recommendations on
improving investments in pediatric mental health infrastructure and supporting a robust, diverse
mental health workforce. There are currently not enough inpatient beds to support children in crisis
situations, which increases the number of children boarding in emergency departments. Congress
should provide resources to support efforts to scale-up inpatient care capacity, including costs
associated with reallocation of existing resources, such as the conversion of general beds to
accommodate mental health patients or to update psychiatric facilities to meet current safety
standards and the unique needs of children and adolescents. There is also a vital need to increase
access to alternatives to inpatient and emergency department care. Congress should provide funding
specifically for the creation of additional pediatric care capacity for new sites of care to improve
access to mental health services including step-down, partial hospitalization and day programs.
Moreover, shortages in the mental health workforce are persistent, more severe within pediatric
specialties and projected to increase over time. To address barriers to entry into these critical
professions and to recruit a more diverse workforce, Congress should invest additional funding in
both new and existing pediatric mental health workforce training and loan repayment programs
Thank you for the opportunity to respond to the committee’s request for information. The AAFP is
eager to support the committee in finding solutions to address the growing mental health crisis. For
additional questions, please reach out to Erica Cischke, Director, Legislative and Regulatory Affairs at
ecischke@aafp.org.
Sincerely,

Ada D. Stewart, MD, FAAFP
Board Chair, American Academy of Family Physicians
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