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Opening Statement 
 
Chairman Guthrie, Chairman Griffith, Ranking Member Pallone, Ranking Member DeGette, 
and members of the House Energy and Commerce Committee: thank you for the opportunity to 
testify today and share the experiences of large, self-insured employers and public purchasers* 
of health care as they seek to reduce health care costs, improve quality, and increase access and 
affordability for their employees. 
 
Over 180 million Americans receive health insurance coverage through employers,1 and they rely 
on the commercial market to ensure care is affordable and high quality. That is increasingly 
difficult. Soaring costs can quickly turn a medical emergency into a financial disaster. 
Affordability for American workers is reaching a crisis point. 
 
My name is Elizabeth Mitchell. I am the President and CEO of the Purchaser Business Group on 
Health, or PBGH. We are a nonprofit coalition of large, self-insured employers and public 
purchasers that spend over $350 billion annually purchasing health care for 21 million Americans. 
PBGH facilitates employer-led innovation in the commercial market. For nearly 40 years, we have 
worked directly with purchasers and health care practices to improve quality and affordability 
through active purchasing strategies and actions. 
 
Our members have implemented employer-led innovations that deliver real results – from HMO 
purchasing that reduced premiums by more than nine percent, 2 to advanced primary care 
initiatives that saved hundreds of millions of dollars and avoided tens of thousands of hospital 
admissions, 3 to some of the nations̓ earliest Centers of Excellence programs that dramatically 
improved outcomes while cutting total costs of care.4 More recently, we have worked to combine 
price, quality, safety, and claims data to support value-based purchasing.5 In short, we know what 
it takes to deliver high-value care, and we appreciate this Committee s̓ leadership on affordability. 

 
* Throughout this testimony, “purchasers” is used to refer collectively to public and private employers as well as non-

employer purchasers of health care (e.g., Taft-Hartly benefit funds, state health plans, and state exchanges). 
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However, while employers and public purchasers are leading the way on innovation, policy 
intervention is necessary to address anticompetitive business practices and restore a functional 
market. The health care industry has been largely unresponsive to the concerns of employers 
and patients, erecting barriers to access and affordability, and stymieing efforts to innovate. 
When this happens, American businesses, American workers, and their families are the ones 
left holding the bill.6 
 
But there is good news: we know what works. Evidenced-based strategies can improve care 
while lowering costs – if they are scaled and supported. Based on the experience among our 
members, we urge Congress to focus on three priorities: 
 
First, ensure meaningful price and quality transparency so purchasers and patients can make 
informed decisions. 
 
Second, redirect resources to underfunded yet high-value care areas including primary care, 
maternity care, and mental health care; and 
 
Third, stop anticompetitive business practices enabled by consolidation and strengthen 
policies, such as site-neutral payment and anti-competitive contracting reform, that restore 
competition and accountability. 
 
Employers have demonstrated they are prepared to confront the health care cost crisis – but 
they cannot do this work alone. By advancing these reforms, Congress can directly improve 
affordability and quality for more than half the country through market-based solutions. 
 
Thank you for the opportunity to testify today and for the Committee s̓ leadership on health care 
affordability. We look forward to working with Congress to advance transparency, competition, 
and market-based solutions that lower costs and improve care for American families.  
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The Dual Problem of Affordability and Quality 
 
Health care affordability is a crisis felt acutely by our nations̓ working families and employers 
alike. When PBGH surveyed C-suite business executives five years ago with the Kaiser Family 
Foundation, 87% believed the cost of providing health benefits would become unsustainable in 
the next 5 – 10 years.7 Even more surprising, over 90% of these private sector executives 
supported action from the Federal government to address pricing. Leading actuaries recently 
reported the annual cost to provide health care to an American family has risen an average of 
6.1% per year for 20 years, to over $35,000 last year.8 The rate of cost growth has only accelerated 
in recent years with many of our members experiencing double digit increases since 2023. 
Employers have held out hope that health system leaders would responsibly manage care and 
costs but rather than acknowledge and address the health care affordability crisis, industry 
actors are exacerbating it.  
 
Today, PBGH members consistently list “affordability” as their top health care concern, as they 
confront double digit increases in their total health care costs. Sadly, for patients, these stark 
increases have no commensurate increase in care quality, are associated with diminishing 
access, and are accompanied by an utter lack of responsiveness from health insurers, PBMs,* 
hospitals, and health systems to employersʼ concerns.9 Our members consistently report that 
these cost increases are not explained by increases in care utilization or acuity in their 
population – and independent research supports this firsthand experience.10 
 
So, if access is worse and quality has not improved, what is driving double digit cost increases? 
Many cost increases are driven by expanding administrative fees from health plans and 
pharmacy benefit managers (“PBMs”), point solutions, private equity and other non-clinical 
expenses. Those are important but are the focus of other hearings. But many of the biggest cost 
increases are driven by hospitals and health systems and can be addressed today. Top cost 
growth drivers reported by PBGH members in a survey include: 
 

• Physician-Administered Drugs 
• High-cost Claims 
• Emergency Room Visits 
• Inpatient Hospital Admissions 
• Outpatient Facility Care 

 
These top cost growth drivers are enabled and amplified through consolidation, which began 
with an “aggressive wave” of hospital mergers in the 1990s and has only intensified over the last 
two decades,11 with over 1,150 acute-care hospital mergers between 2002 and 2020.12 
Furthermore, consolidation has led to price increases not only in the top cost growth categories, 
but across all services provided at consolidated health systems.13 
 
Rather than investing to improve preventive health through robust primary care to avoid 
hospitalizations, some health systems are incentivized to maximize revenue from ER 

 
* PBGH thanks Congress for its recent historic reforms to PBMs in CAA 2026. The additional transparency for 

purchasers that will result from these reforms, paired with the actions of the Department of Labor in its proposed 
rule on PBM fee disclosure, will enable employers to radically improve their PBM relationships and lower drug costs. 
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utilization, high-cost hospital admissions, and hospital-administered drugs despite the 
availability of high-value alternative sites-of-care and generic options that could save patients 
tens of thousands of dollars.14 Even procedures or treatments that would have been deemed 
high-cost at $100k several years ago are more than doubling in price to $350 - 500k with no 
change in patient acuity. Hospital prices have increased even when acuity has not.  
 
The fee for service (“FFS”) model is alive and well and driving business decisions. Consolidation 
and anticompetitive practices are protecting health systems from competition and an 
innovation mindset that is present in virtually every other market. Many hospitals and provider 
groups insist they need more money to transition away from fee for service to more ʻvalue 
basedʼ care models. After nearly two decades ʻvalue based careʼ remains largely elusive with few 
providers taking on real risk or achieving meaningful results.15 
 
A healthy market requires competition, but in health care, consolidation often means many 
hospitals and other providers are owned by the same system and alternatives donʼt exist. This 
market share is used to cement anticompetitive contracting practices like anti-tiering and anti-
steering clauses prohibit employers from removing a high-cost, low-quality provider from a 
network or incentivizing employees to visit high-value providers. Even the largest employers in 
the world often have inadequate leverage to overcome these terms and consolidation means 
they have few alternatives when they do.16 
 
The relentless march of increasing costs and flat or decreasing quality for our health care 
system is exacerbated by consolidated provider markets,17 incentives that put profits over 
patient outcomes, administrative burdens that add to cost and not care, and other market 
perversions that have rendered our health care delivery system largely unresponsive to the 
needs of those it is intended to serve: patients and the purchasers who want to pay a fair price 
for the best outcomes.18 Even the largest employers often do not have market power to address 
all of the varied and complex incentives that prevent us from reducing health care costs.19 
 
Our members are particularly concerned about health system consolidation, which allows 
hospitals and affiliated providers to raise prices and resist both public and private efforts to rein 
in the resulting cost growth.20 Employers have very limited recourse if they want access to care 
for their employees. 
 
By buying up nearby independent facilities, large health systems can leverage needed access to 
certain specialties like maternity care or care in rural areas to command high prices across the 
system. This was exemplified in the case against Sutter Health, in which Sutter withheld access 
to maternity care unless employers contracted with their entire system. Sutter settled out of 
court but returned over $500 million to employers and unions – suggesting significant 
overcharging.21 Although this was one health system in one region, it suggests this is a common 
and widespread practice across the U.S. with corresponding widespread overcharging. 
 
Consolidation is not just among hospitals and health systems. This committee has already 
addressed health plans in its first hearing on affordability in January,22 but they too deserve further 
scrutiny. Employers have traditionally relied on health plans to effectively negotiate lower costs on 
their behalf. However, rather than serve employers, some actors in the insurance industry are now 
vertically integrated behemoths with tendrils in virtually every aspect of the health care system – 
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including ownership of health care providers. New arrangements between health plans, TPAs, 
PBMs, and providers often mean that they have joined forces. A report from July 2025 profiling 
UnitedHealth Group enumerated its 2,700 subsidiaries throughout the insurance, pharmacy, 
clinical, data, technology, and consulting industries.23 In 2023, UnitedHealth Group alone 
employed or was affiliated with over 90,000 doctors nationwide – or 10% U.S. physician 
workforce.24 In these cases, health plans and health systems both benefit when health care costs 
increase and are increasingly partnering from mutually beneficial relationships – all at the 
expense of employers and patients.25 
 
 
Purchasersʼ Role in U.S. Health Care 
 
The interests of self-insured employers are aligned with employees. ERISA designates 
employers as fiduciaries 26 who must exercise the “highest standard [of care] known to the law” 
and who must act in the “sole interest” of their employees when making health care purchasing 
decisions.27 This responsibility requires them to provide high-quality benefits “at only 
reasonable expense.” 28, 29 Public purchasers, too, are often subject to fiduciary standards that 
are substantially similar to ERISA.30 Aside from purchasers, no other entity in the industry 
consistently owes fiduciary duty and loyalty to the health care consumer nor do they have the 
clear incentive to ensure a healthy and productive workforce. 
 
Despite rising costs, employers remain committed to driving accountability and affordability 
and ensuring their employees and families have access to high-quality care. While employers 
increasingly understand that their traditional partners may not have aligned interests, 
employers continue to drive innovation with encouraging results of better access, better 
outcomes, and lower costs. 
 
 
Purchaser-Driven Innovations 
 
 
Direct Primary Care  /  Directly Contracted Advanced Primary Care 
 
Investment in primary care continues to demonstrate the unusual opportunity to lower costs 
through providing more care. Research has proven that robust primary care systems can lower 
overall health care utilization, decrease rates of disease and mortality, increase the use of 
preventive services, and avoid unnecessary ER visits and hospitalizations – enabling a health 
care system that truly promotes patient health and reduces costs.31 
 
PBGH members have consistently advocated for and demonstrated commitment to wide 
availability of primary care.32 However, primary care in the US is chronically underfunded. 
While primary care accounts for 55% of visits in the U.S., it receives only 4 - 7% of health care 
dollars, on average.33 Despite this undervaluation, evidence shows that even basic primary care 
results in improved health outcomes and lower costs. For example, one PBGH member reports 
that plan members with a primary care physician have total costs of care that are 31% less on a 
risk-adjusted basis than those members without one. Risk-adjusted costs associated with 
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several chronic conditions are 25 - 49% lower. Another independent study shows that patients 
receiving routine primary care have 62% lower total medical and pharmaceutical costs.34 
 
However, robust advanced primary care (“APC”) offers even greater benefits.35 Another PBGH 
member conducted a study of its primary care pilot project, which showed that team-based, 
highly coordinated primary care reduced health care costs by 20% and improved patient 
outcomes while increasing employee productivity by 56%.36 While all primary care is good, the 
availability of robust APC, with integrated behavioral health and referral pathways to high-
value specialists, has dramatically better results over traditional primary care in terms of 
access, outcomes, and affordability. This is why PBGH has invested heavily in defining and 
promoting APC models that redirect existing health care spending to high-quality, evidence-
based care while holding total cost flat. 
 
PBGH started its first primary care improvement initiative in 2012 through our California Quality 
Collaborative (“CQC”). * From 2015 - 2019, a CMS-funded multi-stakeholder quality program 
helped avoid nearly 50,000 hospital bed days, reduced emergency room utilization and generated 
about $186 million in total savings.37 Based on our success with the CMS demonstration project, 
PBGH worked with our purchaser members to reach consensus on a shared definition of 
advanced primary care, select priority measures, define optimal payment models, and enable 
improved access.38 In addition to working with health plans to scale this approach, we have 
established innovative regional direct contracting relationships with primary care clinicians to 
deliver high-quality advanced primary care. 
 
In January 2022, PBGH launched the Advanced Primary Care Measurement Pilot,39 which 
brought together six health plans 40 and four large purchasers in California –Covered California, 
California Public Employeesʼ Retirement System (“CalPERS”), eBay, and San Francisco Health 
Services System – to test our advanced primary care measures 41 for practice-level performance 
at the state level. The pilot, which concluded in 2023, is a great example of ways to ease the 
administrative burden on providers, as it relies on common measures and existing data 
aggregated across purchasers and health plans to provide a more complete picture of practice 
performance.  
 
The experience gained in the pilot is already being used by purchasers and health plans in both 
the public and private sectors to better connect patients to practices delivering the best primary 
care in the market and incentivize improvement for other providers, thereby increasing the 
availability of advanced primary care.42 In April 2024, PBGH launched the PBGH Care 
Excellence Program to identify high quality advanced primary care practices that meet 
employer standards by leveraging learnings from the pilot, clinical guidance, best practice, and 
employer input.43 In September 2024, PBGH announced the first clinics that achieved the PBGH 
Care Excellence Award.44  
 
Despite the impressive improvements in clinical outcomes and costs, PBGH has been 
unsuccessful in convincing health plans outside of those APC-participants in California to adopt 
or scale the APC model and the corresponding payment changes required. Despite requests 

 
* Note: This program was not a direct contract and did not involve purchasers. It did, however, provide valuable 

insights for purchasers to use in later defining the type of advanced primary care they wanted to purchase. 



Mitchell, House E&C Testimony          7 
March 2026 

from employers, many health plans have declined to make needed investments in primary 
care, often citing the challenges of changing contracts and reallocating funding from hospitals. 
To overcome these barriers, PBGH and others are now facilitating employers easily arranging 
direct contracts with identified APC practices to offer their employees and families the highest 
standard of advanced primary care. PBGH is also advocating for policies that support primary 
care and reinvestment of health care dollars toward primary care.45 
 
PBGH has numerous examples of self-insured employer members directly contracting with 
APC practices and achieving better care and reduced costs. There have also been significant 
improvements in needed access to care. This is in part due to payment changes that self-
insured employers make to both pay more and pay differently for APC,* allowing practices to 
redesign care for whole-person health. In exchange for higher and more flexible payment, APC 
practices agree to meet key outcome and access standards for employers and their workforce. 
With adequate participation, practices can scale this model to make better care available for 
everyone in their communities. 
 
Given these results and the potential savings and care improvements from scaling this strategy, 
PBGH sincerely thanks Congress for facilitating Direct Primary Care (“DPC”) in H.R. 1,46 and 
strongly urges policymakers to continue facilitating DPC and direct contracting in health care, 
generally. To that end, we encourage Congress to work with the Administration to clarify their 
intent that employers can provide first dollar coverage for DPC services (i.e. that they can pay for 
employeesʼ DPC below the deductible in a high-deductible health plan without compromising the 
employee s̓ HSA eligibility).† 
 
Supporting quality primary care is a solution we should all be able to agree on. 
 
 
Direct Contracting, Centers of Excellence, and High-Quality Specialists 
 
PBGH members do and will pay for high-value care with quantified outcomes. We have stellar 
examples of bold innovations driven by our employer members to buy high quality care. For 
example, one PBGH member has created a Centers of Excellence (“COE”) program for high-
quality, low-cost surgeons for joint replacements, bariatric surgery, and spine surgery – all 
costly procedures. This member has created tiers of “preferred” and “non-preferred” hospitals 
to encourage members to seek care at the high-quality, lower-cost facilities in exchange for 
waiving member copays and providing free transportation to and from surgery. This member 
cites saving ~ $80 million dollars since 2019 from deploying this COE model. 
 
Another PBGH member has leveraged multiple years of longitudinal quality data on maternity 
care services to develop a high-performance OBGYN network of the top 10 best performing 
providers in the employer s̓ plan. The high-quality providers in this network have a C-section 

 
* It is well-established that the fee-for-service model is unable to appropriately compensate primary care physicians 

for their services, and that prospective, flexible payment models are required. 
 
† PBGH recently submitted a comment letter to the Treasury / IRS and co-organized a joint letter as well, which each 

ask Treasury / IRS to issue such clarifying guidance in their implementation of H.R. 1. 
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rate that is less than half the rate observed in non-participating providers (22% vs. 46%). This 
employer built a tiered plan design that steers members directly to the highest-quality care. 
Because C-sections, for this employer, are 8 times as costly as normal deliveries, this is not only 
a win in terms of patient outcomes, but financially as well. 
 
PBGH has other examples of COEs and high-performance networks saving significant costs on 
care while improving quality for patients. The Employers Centers of Excellence Network 
(“ECEN”) – which was managed by PBGH for many years on behalf of our members – 
demonstrated meaningful improvements in patient outcomes and health care costs.47 ECEN set 
high quality standards, vetted and selected the best providers and facilities in the country for 
specific procedures, and encouraged employees to use these COEs for needed care. 
 
The ECEN program showed it is possible to save money by reducing unnecessary services while 
improving outcomes and patient experience. Even when factoring in travel expenses and 
waived co-pays, the negotiated bundled payments for surgical procedures performed by COEs 
cost considerably less, on average, than what employers paid for these services in the 
traditional model. The cost equation improved even further, since these high-quality 
procedures produced quality outcomes that mitigated costly readmissions and infections. Much 
of the cost reduction came from avoiding unnecessary procedures, with top-performing 
surgeons using evidence-based medicine to determine surgical appropriateness. Although the 
ECEN program was sunset in 2021, many employers continue to achieve significant savings and 
better outcomes on specialty care through Centers of Excellence strategies. Leading employers 
are now combining Advanced Primary Care and COE strategies to ensure top quality primary 
and specialty care. This often challenges health systems referral relationships but ensures care 
quality and cost are prioritized over ownership or other business incentives.  
 
PBGH members continue to participate in existing direct contracting relationships and to form 
new ones that increase care accessibility and affordability for employees: 
 

• One PBGH member has offered employees in certain regions of the U.S. access to health 
care services through direct contract arrangements between the company and large, 
integrated health systems that have resulted in significant savings for both the company 
and its employees. These direct contracts are structured around achieving the triple aim 
of (1) improving quality, (2) enhancing the member experience, and (3) lowering costs. 
The company, also, has directly contracted for primary care – first in a pilot for 
employees in Mesa, AZ, then in St. Louis, MO and the Puget Sound area, and soon in San 
Antonio, TX and North Charleston, SC.48 
 

• Another PBGH member, recently announced a landmark direct contract with Northwell 
Direct, establishing access for 170,000 plan members with significantly lower co-pays, 
cost-growth guarantees, and projected savings of 20% - or $46 million – in 2026.49 The 
Fund more recently announced a direct contract with Mount Sinai Health System,50 
likewise enabling continued access to care for 100,000 plan members after Anthem 
failed to reach contract terms with the health system in early March 2026.51 
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• Another PBGH member has a direct contract with a large and innovative health system. 
Recently, this member was able to leverage the Hospital Price Transparency (“HPT”) 
and Transparency in Coverage (“TiC”) price transparency data to validate that the 
directly negotiated prices in their direct contracts with this health system were indeed 
competitive with the health systems̓ network-contracted rates. 

 
When employers contract directly for care with high-quality providers that are willing to meet 
the high standards they set, as fiduciaries, for their employee population, all parties benefit. 
The patient benefits from high quality health care at a price that is far more affordable to them. 
As required by fiduciary standards, the employer pays a fair price for high-quality medical 
services and has full transparency in the experience and the quality of what they are 
purchasing. And the provider benefits from reduced administrative burden, less overhead, and 
complete clarity on what they will be paid. 
 
 
Choosing High-Value Hospital Systems 
 
Inpatient and outpatient hospital care is the largest category of health care spending for 
employer-sponsored health plans, representing between 45 – 55% of total costs.52 Outpatient 
facility care, in particular, has been identified as a leading driver of cost-growth.53 This is due in 
part to the uptick in acquisitions of independent physician groups (who make referral 
decisions) by large, well-resourced health systems and hospitals.54 
 
One of PBGH s̓ members, facing unsustainably high costs from a particular hospital in their 
area and an unwillingness by the hospital to reduce costs, was forced to make the difficult 
decision to remove this high-priced hospital from their network.55 Removing this one hospital 
has saved this purchaser an estimated $120 million over four years. Put differently, eliminating 
a single hospital that priced their services unreasonably high has reduced this member s̓ total 
annual health care spending by 2%. In a functioning market, providers can set their own prices 
but buyers must be able to choose not to do business with hospitals that will not meet their 
terms. In this case, the decision to exclude an unwilling partner benefits all plan participants. 
 
As hospital prices continue to rise at a rate far greater than the rate of inflation (or any other 
factor of the economy),56 purchasers will increasingly face difficult choices about whether to 
exclude egregiously priced providers from their network. While once very difficult, identification 
of these outlier providers has been made much easier in recent years due to the price 
transparency data made available under the HPT and TiC rules.  
 
 
Changing Payment Models 
 
It has been established for many years that a primary barrier to improved quality and 
affordability is the Fee-For-Service (“FFS”) system. FFS incentives maximize treatments and 
tests, and limit clinician autonomy, time with patients, and ability to optimize care. FFS rewards 
expensive and fragmented care rather than enabling holistic preventive care that benefits 
patients and reduces spending.57 Despite a decade of work by CMS/CMMI, Health Care Payment 



Mitchell, House E&C Testimony          10 
March 2026 

Learning & Action Network (“HCP-LAN”), and the Payment Model Technical Advisory 
Committee (“PTAC”) developing alternative payment models to change these incentives, such 
payment models have not scaled and have not been widely deployed by health plans that are 
still reliant on legacy claims systems. Many clinicians continue to name payment as a primary 
barrier to improved care delivery.58 
 
Employers have sought to overcome these barriers to pay more flexibly for primary care, to pay 
more and differently for undervalued services like doulas and maternity care, and to shore up 
rural clinics and hospitals who may not have the volume required to succeed in FFS. Many 
PBGH members have led innovative payment strategies including direct payment or bundled 
payments for maternal health services and capitated payments for advanced primary care with 
integrated behavioral health care. Too often, employers need to carve this out from their health 
plan contract in order to implement these models with provider partners. In some cases, new 
independent TPAs with more flexible business models are entering the market and are more 
willing to implement these changes,59 but in some cases employers must find alternative ways 
to administer these programs. In this area, employer and provider interests are well-aligned – 
but without a willing administrative partner, scaling has remained challenging. 
 
 
Leveraging Price Transparency Data 
 
We applaud Congress and the Administration for requiring hospitals and health plans to 
publish their prices – something the industry has resisted for many years.* PBGH and our 
purchaser members have been at the forefront of using the data made available under the HPT 
and TiC rules – with a first-of-its-kind Data Demonstration Project.60 In January 2025, PBGH 
announced the first deployment of this initiative, which aggregated deidentified claims and 
demographic data from five large employers and public purchasers across 10 regional markets. 
These datasets were analyzed in concert with the TiC and HPT price transparency data as well 
as independent sources of provider quality scores at the physician-level and safety metrics at 
the hospital-level.  
 
This Transparency Data Demonstration Project has proven the price transparency data is 
interpretable, usable, and actionable. It has delivered on the promise of transparency that 
Congress intended: remarkable insights for purchasers on how the prices they pay compare to 
the market and what network selection, benefit design, and direct contracting opportunities 
exist. It is noteworthy that health plans and benefits consultants did not share this data with 
employers previously and have not leveraged the data to seek savings for their employer 
customers. However, this work required philanthropic funding from the Peterson Center on 
Healthcare because current market incentives do not support reducing health care costs on 
behalf of employers and patients, and the data as it exists today is massive and messy. 
Furthermore, the price transparency data must be paired with quality and claims data to make 
it actionable for employers. The findings also enable purchasers to meet their fiduciary 

 
* Not only did the industry sue the Administration over the price transparency rules (hospital suit / PBM suit), but 

hospitals have resisted both cost containment policies and quality/safety transparency, as shown in two prominent 
examples within the last several months, and many hospitals still remain noncompliant with the HPT rule more than 
5 years after it went into effect (See PBGH s̓ July 2025 RFI Response on the Hospital Price Transparency Rule). 
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requirements, which were enhanced by Congress under the Consolidated Appropriations Act of 
2021 (“CAA 2021”), by enabling them to provide higher-quality, competitively priced health care 
benefits to employees and families. 
 
Use cases for the price transparency data include but are not limited to: 
 

• Determining what fair prices for health care are in the commercial market and 
benchmarking one s̓ own costs and quality against other networks in the market. 

 
• Identifying Centers of Excellence, building high performance networks, steering 

employees to low cost, quality providers, and direct contracting with providers. 
 

• Holding existing partners accountable for competitive prices/rates, performance 
guarantees, and full compliance with the TiC price transparency rule. 

 
The results of this first iteration of PBGH s̓ demonstration project were released to the public on 
September 24, 2025,61 and a final report was published on October 6, 2025.62 Some of the 
project s̓ findings demonstrate and reaffirm the inconsistency of provider pricing and the 
complete lack of correlation between price and quality:  
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Finding #1: There is No Correlation with Price and Safety or Quality Overall 
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Finding #2: Prices for the Same Services Vary Significantly Within the Same Hospital 
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Finding #3: Regional Price Variation is Not Consistent and Defies Economic Logic 
 
 

 
 
 
Finding #4: Hospital Drug Pricing Data Also Shows Extreme Variation 
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Finding #5: Price for Routine Services Varies Widely Based Only Upon Site-of-Care 
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Finding #6: Hospital Price Transparency Data Usability Still Highly Variable 
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Challenges Persisting from the Health Care Industry 
 
 
Consolidation, Anticompetitive Business Practices, and Unintended Policy 
Consequences Have Rendered Health Care Increasingly Inaccessible and Unaffordable 
 
The staggering amount of horizontal and vertical consolidation that has occurred within the 
health care industry over the last two decades has allowed the health care industry to amass 
huge amounts of unchecked market power to raise prices. 
 
Over a 36-year history, PBGH and our members have directly experienced the impact of 
increased provider consolidation and market power and the resulting anticompetitive practices 
and high prices. For example, PBGH played a catalyzing role in the landmark antitrust case 
against Sutter Health,63 which highlighted the anticompetitive practices and monopolistic 
business practices employed by Sutter Health given its extreme market-dominant position in 
Northern California. Sutter s̓ profits from commercially insured patients averaged over $1.5 
billion annually, representing a 43% higher margin than in the previous decade. Additionally, 
average hospital inpatient procedures in Northern California cost $223,278 compared to 
$131,586 in Southern California.64 
 
Although the Sutter case s̓ settlement terms included 10 years of injunctive relief from 
anticompetitive practices by the health system for purchasers in Northern California, 
anticompetitive contracting practices by health systems in provider-insurer contracts still exist 
across the country. Health systems and hospitals routinely include anti-tiering, anti-steering, 
and all-or-nothing clauses in their contracts with insurers, to which self-insured employers are 
bound.65

 For their part, health insurers and TPAs include most-favored nation clauses in their 
agreements with providers and – either in their agreements with purchasers or their provider 
network agreements* – include anticompetitive restrictions on: 
 

• Purchasers directly contracting outside of the insurer s̓ network, 
 

• Purchasers directly negotiating lower prices with in-network providers, 
 

• Purchasers fully accessing their deidentified health care claims data or being able to 
share it with business associates (which Congress made impermissible in Section 201 of 
the Consolidated Appropriations Act, 2021).66 
 

• Purchasers steering their plan members to lower-cost, higher-quality (or both) health 
care providers through benefit design or incentives. 
 

• Purchasers removing high-cost, low-quality (or unsafe) providers from their network. 
 

 
* It is sometimes unclear whether these prohibitions are driven by the health insurer / TPA, the health care 

provider(s), or both. In any case, the net anticompetitive effect is the same. 
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These barriers have obstructed PBGH membersʼ ability to consistently provide high-quality, 
affordable health care to their employees. These contractual restrictions allow consolidated 
health systems and insurers to capitalize on their market power and raise the costs of health 
care with no gain in services or quality.67 
 
Congress has recently shown interest in addressing anticompetitive practices,68 which limit 
purchasersʼ ability to innovate, lower health care prices by purchasing care differently, and use 
the price transparency data from the HPT and TiC rules. We appreciate that transparent 
information and fair rules alone will not change the trajectory of U.S. health care – and that 
purchasers will need to leverage these changes for better results. If purchasers are given the 
tools, data, and information they need to make informed decisions, they have demonstrated 
they are prepared and willing to hold their partners accountable and exercise their health care 
purchasing power wisely. 
 
Congress can also combat consolidation by reducing the policy incentives that are driving 
further consolidation (or allowing already-consolidation entities to extract higher prices) in 
health care markets. A prominent example is reforming site dependent payments. The 
bipartisan “Site-based Invoicing and Transparency Enhancement Act” (SITE Act, S. 1869), 
introduced a site neutral legislative framework in 2024. PBGH has long been a proponent of 
site-neutral payment reforms in the Medicare program,69 which would reduce incentives for 
provider consolidation and would support site-neutral payment innovation in purchaser 
contracting.70,* 

 
PBGH takes an interest in Medicare s̓ payment policies, and the extent to which they may be 
distorting health care markets, for two reasons: 

 
1. Direct: Medicare s̓ payment policies, in many ways, provide a model for the 

payment policies of private health insurers – carrying direct implication for health care 
prices in the commercial market 71 which are already high.72 
 

2. Indirect: When Medicare payment policies incidentally discriminate against 
independent, freestanding physician offices, this incentivizes further health care 
consolidation,73 which is well-documented to allow providers to charge higher prices in 
the commercial market without commensurate gains in quality of care.74 

  
PBGH supported the Administrations̓ inclusion of site neutral payment reforms for drug 
administration services performed in hospital outpatient departments (“HOPDs”),75 and 
supports further site-neutral action from policymakers for medical services where there is no 
clinical benefit to performing the service in a hospital outpatient setting.  

 
* The medical billing reforms included in Section 6225 of the CAA 2026 for the Medicare program may, also, increase 

transparency into the site-of-service of care and accelerate site-neutral payments in the commercial market. PBGH s̓ 
members are interested and actively pursuing this strategy through our Purchaser-Driven Contracting project. 
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Unintended Consequences and Provider Abuse of the No Surprises Act 
 
While the No Surprises Act (“NSA”) has largely succeeded in shielding patients from balance 
billing, it has failed to contain costs for purchasers as CBO originally projected.76 One analysis 
places the additional total cost to the health care system from 2022 to 2024 at $5 billion, with 
less than half that comprised of actual payment amounts to providers.77 The NSA statute was 
intended to anchor out-of-network payments to the “Qualified Payment Amount (“QPA”) – 
generally the median in-network rate – thereby preventing surprise billing from becoming a 
backdoor mechanism for price inflation. In practice, however, arbitration outcomes from the 
independent dispute resolution (“IDR”) process have routinely exceeded in-network 
benchmarks, driving higher prices for the commercial market. Analyses of federal IDR data 
show that arbitration utilization has resulted in millions of disputes initiated (almost all by 
providers) and with payment determinations frequently multiple times the QPA.78 As a result, 
costs that were once constrained through network contracting are increasingly being reset 
through arbitration, undermining the NSA̓s cost-containment intent. 
 
The IDR process has emerged as the NSA̓s most significant design flaw. Congress envisioned 
IDR as a narrow, last-resort mechanism, yet the data released to-date shows it has become a 
provider reimbursement strategy, with providers prevailing in approximately 80–85 percent of 
cases.79 Furthermore, evidence increasingly makes clear that a subset of providers are actively 
exploiting the NSA and IDR process to extract higher payments from commercial health 
plans.80 The result is a system that is administratively burdensome, slow to resolve disputes, 
and structurally biased toward higher payment outcomes – costs that are borne almost entirely 
by purchasers and ultimately patients in the form of higher premiums. 
 
Lastly, there is simply far too little transparency into the IDR process, which limits purchasersʼ 
ability to manage the arbitration process (within their plan) and understand how its costs 
directly and indirectly affect their health plan. Some of our members – frustrated by the lack of 
transparency and agency they have in the NSA̓s IDR process – have resorted to handling the 
arbitration process in-house.81 The flaws with the IDR process have increased administrative 
burden and costs for employers without achieving Congressional intent.  
 
 
Upcoding 
 
Provider upcoding is a growing driver of health care affordability challenges in the commercial 
market.82 In fact, a study published in 2024 using data from 2011 – 2019 found that upcoding in 
hospital billing led to price increases that were higher in the commercial market than in public 
programs ($5.8 billion vs. $4.6 billion in Medicare and $1.8 billion in Medicaid).83 Another study in 
2025 found that from 2018 – 2023, visits coded at higher complexity levels increased across all 
outpatient settings, including emergency departments, urgent care centers, and physician offices.84 
 
Because employer-sponsored plans often rely on negotiated rates tied to billing codes and severity 
levels, inflated coding directly raises allowed amounts, employer premiums, and employee cost 
sharing without delivering additional clinical value. Purchasers often lack transparency into 
coding patterns across health systems, making it difficult to identify inappropriate variation. 
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Health Care Industry Leadership Challenges 
 
Policymakers, employers, and patients have historically relied on health care industry leaders, 
executives, and boards to manage their costs as stewards of public and private resources (as the 
case warrants). Given the persistent cost increases with attenuating quality – especially in 
recent years – that reliance and trust looks increasingly misplaced. It is only because health 
care markets so clearly do not function that we are here today and that PBGH and our 
purchaser members are managing health care costs ourselves. 
 
American businesses should not be tasked with fixing the U.S. health care system. American 
companies have core businesses that should be prioritized, whether it is building cars or 
computers or selling groceries. They should be able to rely on vendors like health plans and 
consultants to effectively work on their behalf. And they should be able to expect responsible 
leadership from a more than $5 trillion industry that they pay for on behalf of their workforce. 
Unfortunately, that is not the case. What is increasingly clear is that no actor in the system has 
been willing to prioritize health care affordability over their own revenue. 
 
It is also clear that health care executives and Boards of Directors have not prioritized 
affordability despite concerns from their customers. In fact – as is evident from positions taken 
today – the industry opposes efforts to contain costs. A recent example that exemplifies this 
position is the California Hospital Association s̓ decision to sue the Office of Health Care 
Affordability for limiting cost growth to approximately 3% annually, a target that was set with 
median household income growth in mind. Even though that limit would permit more than 
15% cost growth over 5 years (far from seeking to lower costs), the hospital association sued 
over the existence of any limits whatsoever. In their press coverage, a hospital CEO said that 
these limits will prevent them from demanding double digit cost increases. That is precisely the 
point. Unfortunately, the leaders of the industry have not assumed a leadership role in 
addressing the affordability crisis, leaving it to policymakers and purchasers.  
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Conclusion 
 
Thank you for your leadership in driving improved affordability and competition in U.S. health 
care through transparency and accountability for stakeholders across the health care system. 
We believe that policy intervention is necessary to create the conditions for a competitive 
market. Employers that purchase health care on behalf of over 180 million Americans can 
leverage those changes to achieve better care at lower costs. Employers want to partner with 
high-quality providers and invest in care that improves health – specifically primary and 
maternity care.85 We need to redirect funds away from administrative waste and unjustified 
profit margins into care that keeps people healthy and out of the hospital in the first place. 
 
We also appreciate that hospitals serve essential care roles in their communities. We want and 
need all areas of the country to have access to high-quality hospital care and want to ensure 
payment models (and amounts) enable that goal. Rural and safety net hospitals need support, 
and all hospitals need adequate funding. But fair hospital prices do not include paying for 
multi-billion-dollar investment funds,86 excessive ad campaigns,87 or other non-clinical 
activities – especially when hospital bills are bankrupting everyday Americans.  
 
New hospital price transparency confirms that pricing currently has no correlation to quality, 
and we know that lower cost hospitals can and do provide excellent care. Rational pricing for 
all U.S. hospitals, enabled through competition and useable quality data will translate into 
affordable care for all Americans. 
 
We look forward to working with you to make the improvements we need and that American 
businesses and patients deserve.  
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