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The Medical Group Management Association’s (MGMA) 2026 Regulatory Burden Report 
highlights the negative impacts that increased regulatory burden and decreased 
reimbursement has on the healthcare system. These factors contribute to increased 
physician burnout, consolidation, and ultimately, make it more difficult for patients to 
access the care they need.

Prior authorization, Medicare Advantage requirements, and quality reporting are the most 
critical issues requiring practices to divert time and resources away from patient care and 
into administrative tasks. With over 25% of healthcare spending going towards administrative 
overhead, Congress and the Administration must enact comprehensive policy reforms to 
promote reliable payment systems, while reining in regulatory burdens to ensure continued 
patient access and the sustainability of medical practices.

Executive Summary

About the Respondents 
The Report includes survey responses from executives representing over 230 group 
practices. Fifty-two percent of respondents are in practices with 20 or fewer physicians, and 
twenty-six percent are in practices with 100 or more physicians. Sixty percent of respondents 
are in independent practices.
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Overview: 
Regulatory 
Burden 
Regulatory and administrative requirements 
continue to plague medical groups, and 
coupled with reimbursement that fails to 
cover the cost of providing care, leads to 
physician burnout. 

The top-ranked administrative burdens 
reflect the range of issues impacting all 
aspects of practice operations, from audits 
and appeals to electronic health record 
(EHR) interoperability and credentialing. 
Regulatory hurdles are time-consuming and 
costly, as they take physicians’ time away 
from providing care and require practices 
to hire staff to handle administrative tasks. 
Medical groups report almost unanimously 
that administrative burden has increased in 
the past three years. 

It’s becoming more difficult for practices 
to serve patients in their communities, 
as an ever-growing list of administrative 
requirements divert resources from 
providing care. Without policy intervention, 
administrative burdens will expand leading 
to more financial challenges and physician 
burnout, threatening patients’ access to care.

K E Y  F I N D I N G S

Top regulatory burdens according to MGMA members
1	 Audits & Appeals

2	 Prior Authorization in Medicare Advantage

3	 Medicare Advantage Denials

4	 Automatic Downcoding in Medicare Advantage

5	 EHR Interoperability & Information Blocking

6	 Medicare Quality Payment Program Reporting

7	 Medicare & Medicaid Credentialing

8	 Medicare Advantage Contracting/Network Issues

9	 Surprise Billing & Good Faith Estimates

10	HIPAA/Cybersecurity

Days are spent delivering emotionally demanding care to patients with 
complex disorders. That work is meaningful. What is exhausting is the layer 
of documentation, coding, quality reporting, payer rules, downcoding, 
denials, appeals, and enrollment systems that must be managed after the 
clinic closes. We have experienced periods where patients were seen and 
cared for, but payments were delayed or frozen because of PECOS errors, 
address mismatches, or reporting conflicts …” –  M E M B E R  T E S T I M O N I A L

“
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Overview: 
Regulatory 
Burden 

K E Y  F I N D I N G S

95%
Yes

No/Unsure
5%

MGMA members saw an increase  
in regulatory burden in their practice 
over the past 3 years

Administrative burden and payer requirements increasingly 
rely on manual tasks—completing forms, making calls, and 
navigating duplicative processes. Combined with ongoing 
Medicare, Medicaid, and commercial payer reimbursement 
reductions, these pressures have led not only to physician 
burnout but also to physicians and staff seeking opportunities 
outside of direct patient care.”  –  M E M B E R  T E S T I M O N I A L

“

40%
of practices have three or more  
full-time administrative staff per 
physician to assist physicians with 
administrative and regulatory-related 
tasks such as prior authorization, 
denials, and quality reporting

We have had to hire or take on more administrative burden 
in terms of prior authorizations, good faith estimates, new 
regulations from HIPAA or cyber security to adhere to, etc. 
We’ve also experienced automatic denials, reimbursements not 
keeping pace with costs and more recently have been made 
aware of a payer that now requires referral authorizations.”  
–  M E M B E R  T E S T I M O N I A L

“
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Medicare Advantage has quickly become 
the leading source of administrative 
burden for medical groups. 

Three of the top five regulatory burdens are 
exclusively related to Medicare Advantage 
(MA) (downcoding, prior authorization, and 
denials). The top regulatory burden, audits 
and appeals, also is commonly associated 
with MA as practices must comply with 
mandatory Risk Adjustment Data Validation 
(RADV) audits and appeal denied claims.

In recent years, MA has grown to the 
point where over half of Medicare-eligible 
individuals are enrolled in an MA plan. 
For enrollees, MA plans often cost less 
than Traditional Medicare and provide 
supplemental benefits not covered by 
Traditional Medicare. While MA has benefited 
certain patients and helped jump-start value-
based care arrangements in practices, it’s 
also placed a significant burden on practices.

With the growth of MA and the administrative 
burdens that come with the program, practices 
are forced to invest more time and money in 
administrative processes just to receive their 
negotiated MA payments. If providers are 
not promptly paid their negotiated rates and 
are subject to overly burdensome utilization 
tactics, participating in MA will become 
increasing unsustainable and practices may 
decide to end MA contracts.

K E Y  F I N D I N G S

Medicare 
Advantage  

of practices have 
seen a shift to 
Medical Advantage

of those practices say 
it’s had a negative 
impact on their practice  

90%

79%
No Impact

Positive Impact

Negative Impact

Have Seen a 
Shift to MA

Have Not Seen 
a Shift to MA

13%

8%

79%

90%

10%
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In the last year, I have had to add two new staff dedicated to handle 
the growing volume of prior authorizations, bringing the team to a total 
of four working on them full-time. This was the only way to ensure prior 
authorizations were completed on time and to avoid rescheduling patients, 
since nearly all of our visits require authorization. As a result, our payroll and 
overall clinic costs have increased significantly.”   –  M E M B E R  T E S T I M O N I A L

Prior authorization remains one of the most 
significant administrative and financial challenges 
in our practice. Clinical staff and physicians spend 
substantial time navigating inconsistent payer 
requirements, duplicative documentation requests, 
and unclear approval criteria — often for services that 
are evidence-based and routinely provided. These 
processes delay care, frustrate patients, and divert 
physician time away from clinical work, contributing 
directly to burnout.”  –  M E M B E R  T E S T I M O N I A L

“

“

Frustration grows as payers increase 
burdensome prior authorization requirements.

Prior authorization remains a top regulatory 
burden for medical groups and results 
in a significant and uncompensated 
administrative workload for both physicians 
and administrative staff. Requiring health plan 
approval before patients receive treatment 
can delay necessary care. Private 
payers continue to have the most 
burdensome prior authorization 
tactics in commercial and Medicare 
Advantage plans. Now, the expansion 
of prior authorization in Traditional 
Medicare through the Wasteful and 
Inappropriate Service Reduction 
(WISeR) Model poses a new threat to 
practices providing certain services. 

While new regulations require 
faster prior authorization response 
times from Medicare Advantage 
payers, improved turnaround times alone will 
not alleviate the immense burden of prior 
authorization on practices. Meaningful reform 
to rein in the volume of services requiring prior 
authorization is needed to ensure practices 
can focus resources on providing actual patient 
care rather than explaining the necessity of 
treatments to health plans. 

Prior 
Authorization  

K E Y  F I N D I N G S
MGMA members cited Medicare Advantage and 
commercial plans as the most burdensome payers  
for obtaining prior authorization

1	 Medicare Advantage

2	 Commercial Plans

3	 Medicaid

4	 Traditional Medicare

90%
of practices report 
an increase prior 
authorization 
burden in the past 
12 months
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Quality Payment 
Program 

K E Y  F I N D I N G S

As development of clinically-relevant 
APMs has stalled, medical groups remain 
stuck in MIPS, which rewards reporting 
over quality.

Over half of practices remain in 
the Merit-based Incentive Payment 
System (MIPS) and continue to 
suffer from the laborious and time-
consuming reporting burden which 
force clinicians to report on quality 
measures that are not clinically 
relevant to them and even holds 
them responsible for costs outside 
their control. Ultimately, MIPS does 
not provide value to practices or 
reflect the quality of care provided.

A reduction in reporting burden, alignment 
of performance measures with clinical care, 
and additional reforms are necessary to 
ensure MIPS is a sustainable program for 
providers until participation in Advanced 
Alternative Payment Models (APMs) is 
achievable. In the meantime, increased 
development of Advanced APMs that 
expand participation opportunities to a 
wider variety of specialties is needed to 
successfully transition away from MIPS.

86%

31%

Quality reporting has  
led to increased 
administrative burden

Participate in  
an Advanced APM

Unsure
6%

Quality reporting has 
had no impact on 
administrative burden

8%

MGMA members cited 
MIPS quality reporting 
greatly impacts physician 
administrative burden

Less than half of practices 
are participating in an 
Advanced APM and many 
practices report being 
unable to participate 
due to a lack of clinically 
relevant models

MIPS has created an environment of 
fear and excess workflows that add 
little to no value for staff and patients. 
Licensed providers are under the foot of 
regulatory burden, preventing patients 
from accessing appropriate treatments 
in a timely fashion.”  
–  M E M B E R  T E S T I M O N I A L

“

Remain in 
MIPS 

69%
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More time spent on 
regulatory and administrative 
matters led to decreased 
time with patients, resulting 
in provider frustration. 
Couple that with declining 
reimbursement, no salary 
increases, and at times, 
decreased paychecks.”  
–  M E M B E R  T E S T I M O N I A L

“

Top factors contributing to physician burnout 
Excessive regulatory/administrative burden

Financial stress on practices (e.g., declining reimbursement, rising costs)

Inefficient or overly complex EHR workflows, systems

Staffing shortages that shift additional work to physicians

High patient volume or inadequate visit time

Work-life imbalance or extended hours

Pressure to meet productivity, RVU, scheduling targets

Emotional strain from patient care

Other

Top 4 impacts of physician 
burnout on patient access 

Physician 
Burnout  

K E Y  F I N D I N G S

Growing regulatory and administrative 
burdens are the leading cause of 
physician burnout.

Physician burnout is an escalating threat to 
the stability of the medical workforce, driven 
largely by financial pressures and growing 
regulatory demands. When physicians retire 
early or leave clinical practice altogether, 
medical groups must devote substantial time 
and resources to recruitment — a process 
that can take months or even years. 

In the meantime, staffing shortages place 
additional strain on remaining clinicians, 
increasing workloads and contributing to 
even higher burnout rates. Patients also 
feel the impact through longer wait times 
and reduced access to care. The financial 
consequences are significant: prolonged 
vacancies limit a practice’s ability to operate 
at full capacity and optimize revenue. 

Regulatory burden not only fuels burnout 
but also complicates recruitment efforts. 
As these requirements continue to expand, 
they risk intensifying the cycle of workforce 
shortages and physician fatigue. 

To help reverse this trend, MGMA supports 
policies that reduce unnecessary regulatory 
burden while strengthening and expanding 
physician training programs to ensure a 
sustainable pipeline of future clinicians.

Longer  
wait times  
for appointments

1

3 4

2

Shorter visit lengths, 
less time for patient 
concerns

Inability to accept 
new patients

Reduced practice 
hours and services 
available
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Physician 
Burnout  

K E Y  F I N D I N G S

No
10%

Unsure
13%

(e.g., Prior Authorization,  
Appeals, Quality Reporting, 

Documentation)

77%
Yes 

MGMA members cited 
regulatory burden as 
a significant factor in 
physician burnout

Administrative burden 
has caused physicians to 
be wary of participating 
in certain programs or 
insurance types. The 
additional work required 
to comply with these 
programs, which have not 
shown to increase quality 
outcomes, eats into clinic 
time, reducing the amount 
of patients that can be seen 
each day which increases 
access burdens.”  
–  M E M B E R  T E S T I M O N I A L

Part of the burnout  
stems from declining 
reimbursement. It’s difficult for 
providers to watch the value 
of their work consistently 
decrease over time while still 
being expected to deliver 
the same high level of care. 
Physicians are doing more 
work for less pay,  
which also makes it harder 
to recruit new physicians, 
all while contributing to the 
physician shortage.”  
–  M E M B E R  T E S T I M O N I A L

“Physician burnout has 
manifested through increased 
after-hours documentation, 
reduced clinical availability, 
transitions to part-time status, 
and delayed retirement 
decisions. Providers frequently 
cite regulatory documentation, 
prior authorization workload, 
and EHR inefficiencies 
as primary drivers, with 
downstream impacts on 
recruitment, retention, and 
patient access.”  
–  M E M B E R  T E S T I M O N I A L

““
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MGMA believes the following reforms are necessary

Quality Payment Program:  

	 • �Comprehensive overhaul of the MIPS 
program to reduce reporting burden and 
end tournament-style model of scoring 

	 • �Long-term extension of the Advanced APM 
incentive payment and QP threshold freeze 

Prior Authorization:  

	 • �Standardization in electronic prior 
authorization transactions and increased 
transparency for prior authorization in MA 
and commercial plans 

	 • �Reduction of the overall volume of 
prior authorization across federal and 
private payers

Medicare Advantage:  

	 • �Increased oversight of MA plans to 
ensure prompt payment of accurately 
coded claims 

Workforce Development:  

	 • �Increased investment in federally funded 
graduate medical education slots 

Fee-for-Service Reimbursement:  

	 • �Annual Medicare conversion factor 
updates tied to inflation 

	 • �Modernize antiquated Medicare budget 
neutrality requirements

For more information on MGMA’s recommendations 
on these issues, please see our position papers.

2026 ADVOCACY AGENDA

 2026 ISSUE BRIEF

The foundation of MGMA’s federal advocacy agenda is to ensure the sustainability of medical group practices
and advance their ability to provide high-quality patient care. 

@MGMA | #MGMAAdvocacyMGMA GOVERNMENT AFFAIRS

PROTECTING THE FINANCIAL VIABILITY OF MEDICAL GROUP PRACTICES  
MGMA advocates for physician payment policies that establish appropriate reimbursement rates. At a minimum,
government rates should cover the cost of delivering care and be regularly updated commensurate with inflation.
Policies should support medical practices' ability to provide a full range of ancillary services, such as imaging, testing,
and physician-administered drugs. MGMA works to protect medical practices against predatory business tactics and
supports regulatory flexibilities that allow practices to focus their time and resources on delivering high-quality and
efficient care.  

 REDUCING PRIOR AUTHORIZATION BURDEN  
To promote patients’ timely access to care and reduce the burden on both providers and patients, MGMA seeks to
eliminate or significantly reduce the volume of prior authorizations and other prerequisites for coverage. There must
be greater health plan transparency, uniform national standards, and full adoption of electronic prior authorization.
Utilization review policies should never interfere with the delivery of medically necessary care.  

ADVANCING VALUE-BASED CARE
Value-based delivery reform should ensure that group practices have the option to transition from fee-for-service to
advanced alternative payment models (APMs). Advanced APMs must be designed to offer participants appropriate
support, incentives, reimbursement, and flexibility. New voluntary advanced APMs should be launched to expand
participation opportunities for group practices of all specialties. Multi-year incentive payments for participation in
advanced APMs should be reinstated and qualifying participant (QP) thresholds should be frozen. 

IMPROVING QUALITY REPORTING  
While recognizing the significant shortcomings of the Merit-based Incentive Payment System (MIPS) program, MGMA
supports retaining it as an option as we work to improve overall quality reporting within the Medicare program. MIPS
should be reformed to improve its clinical relevance, reduce the cost and administrative burden of reporting, and
eliminate punitive penalties that disproportionally impact small, rural, and other practices unable to participate in
advanced APMs. Quality reporting programs must be streamlined and support providers’ ability to focus on efforts to
improve patient care, not distract from them.  

MEDICARE ADVANTAGE  
As Medicare Advantage enrollment continues to grow, and in many places exceeds traditional Medicare enrollment,
practices are facing new administrative burdens and payment challenges. Medical groups that contract with Medicare
Advantage plans face significantly more administrative burdens than traditional Medicare and are subject to policies
such as prior authorization, automatic downcoding, and narrow networks. MGMA supports regulatory and legislative
efforts to ensure Medicare Advantage plans fulfill contractual obligations to providers without undue burden. 

CURRENT LANDSCAPE

Health plans and prescription benefit managers increasingly require healthcare professionals to obtain
prior authorization before providing medical services and prescription drugs. Prior authorization not
only requires the practice to expend significant clinical and administrative resources but, more
importantly, can interrupt, delay, and even prevent patient care. Obtaining prior authorization is often
manually completed by the practice using the phone, fax, mail, or via a health plan proprietary web
portal. Further complicating the process, health plans typically have different medical necessity
requirements, and the authorization submission and appeals process varies across payers. Going into
2025, medical practices continued to rank prior authorization as the most significant regulatory burden
they face. 

Since prior authorization requirements are disruptive and burdensome for physician practices and
their patients, MGMA is advocating for industry-wide solutions.

PRIOR AUTHORIZATION

MGMA advocates for a concurrent, multi-step approach to reduce the overall volume and burden of
prior authorization requirements. This includes working with others in the provider community, health
plans, policymakers, and other critical stakeholders on solutions that more selectively implement prior
authorization requirements and automate any remaining requests.

 2025 ISSUE BRIEF

Source: MGMA Stat, May 18, 2021

@MGMA | #MGMAAdvocacyMGMA GOVERNMENT AFFAIRS

MEDICAL PRACTICES OVERWHELMINGLY
REPORT HAVING HIRED OR REDISTRIBUTED

STAFF TO WORK ON PRIOR AUTHORIZATIONS
DUE TO THE INCREASE IN REQUESTS:

92%
Yes

No 
8%

Source: MGMA’s Annual Regulatory Burden Report

MEDICAL PRACTICES OVERWHELMINGLY
REPORT PRIOR AUTHORIZATION
REQUIREMENTS BEING VERY OR

EXTREMELY BURDENSOME:

89%

Very or
extremely

burdensome

Moderately
burdensome

7%

Slightly burdensome
2%

Not burdensome
2%

TELEHEALTH

MGMA has long advocated for expanding coverage and reimbursement of virtual services to increase patient access to care. In response
to the COVID-19 pandemic public health emergency (PHE), Congress and the Centers for Medicare & Medicaid Services (CMS) allowed
greater flexibility in how telemedicine is delivered to safely treat patients. While the COVID-19 PHE ended on May 11, 2023, many of these
flexibilities were renewed multiple times in the subsequent years following the PHE. In addition to these PHE-related waivers, Congress
and CMS have used subsequent legislation and rulemaking, such as the annual Medicare Physician Fee Schedule (PFS) and temporary
statutory extensions, to further expand or maintain telehealth access and payment policies. MGMA believes that the flexibilities
implemented under the COVID-19 PHE should be made permanent to allow practices to continue to provide virtual care to vulnerable
patient populations.

 2026 ISSUE BRIEF

@MGMA | #MGMAAdvocacyMGMA GOVERNMENT AFFAIRS

POLICY PRE-PHE POLICY POST-PHE EXPIRATION

Originating
site/geographic location

Beneficiaries must receive
services at originating site in
a rural area (not the home)

Location is waived –patients can be seen
anywhere

December 31, 2027

Qualifying providers Certain providers are allowed
to deliver telehealth services

Provider types extended to PTs, OTs,
and SLPs

December 31, 2027

Audio-only services
CMS does not cover audio

visits without a visual
component

CMS will reimburse for services via
phone (E&M visits)

December 31, 2027 (Per the 2025
Medicare

 PFS services provided in a
 beneficiary's home under
 certain conditions will be

 permanently covered)

FQHCs and RHCs FQHCs and RHCs could not qualify
as distant site providers

Can qualify as distant site providers

Telehealth medical visits (G2025) can
be billed at PFS-equivalent rates,

including audio only

Behavioral/mental telehealth
remains paid under AIR/PPS rule

December 31, 2026 for site
providers for non-behavioral

telehealth
December 31, 2027 for site

providers for behavioral health

FQHCs and RHCs

Required supervising and teaching
physicians to be physically present

in the same location to provide
direct supervision of care. 

Allows virtual direct supervision using
real-time audio/video

N/A

Payment Parity
Telehealth services are

 reimbursed at typically lower
 facility rates

Telehealth services billed using
Place of Service Code 10 will be

reimbursed at the higher non-facility
rate

N/A
 **exception: mental

 health services

Requirements for
telehealth prescriptions

Required in-person evaluation
before prescribing controlled

substances via telehealth
Waived in-person requirement December 31, 2026

Home Enrollment

Providers must separately enroll
and bill for each location from
which they deliver telehealth

services

Providers may bill from their existing
practice location when delivering

telehealth from home. Virtual-only
providers must list their home address

as their practice location

N/A (Per the 2026 Physician Fee
Schedule, virtual-only providers can

suppress opt to suppress street
addresses when providing

telehealth services from home for
privacy concerns)

CURRENT STATUS OF MEDICARE TELEHEALTH POLICIES  

Policy 
Recommendations 
Administrative burdens, inadequate 
reimbursement, and physician burnout 
have created an environment that threatens 
medical groups’ ability to provide patient 
care. The complexity of these issues will 
require systemic change that includes 
reduction in regulatory burdens, sustainable 
reimbursement, and a reliable workforce.

https://www.mgma.com/advocacy/position-papers
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Survey 
Participant 
Demographics  

Number of 
Full-Time 
Equivalent (FTE) 
at Participant 
Organization

Participant Organization Type

23%

29%

13%

9%

26%

61%

29%

4%

1%

1%

0%

4%

Independent Medical Practice

Hospital, integrated delivery system (IDS),  
or medical practice owned by a hospital or IDS

Medical school faculty practice plan  
or academic clinical science department

Management services organization (MSO)

Physician practice management company (PPMC)

Independent practice association (IPA)

Other

1 - 5

6 - 20

21 - 50

51 - 100

100+
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About MGMA
With a membership of more than 
60,000 medical practice administrators, 
executives, and leaders, MGMA 
represents more than 15,000 medical 
groups comprising more than 350,000 
physicians. These groups range from small 
independent practices in remote and other 
underserved areas to large regional and 
national health systems that cover the full 
spectrum of physician specialties. 

For more information on how MGMA 
is advocating for medical practices in 
Washington DC, please contact us at  

		  mgma.com/advocacy

		  govaff@mgma.org

https://www.mgma.com/advocacy
mailto:govaff%40mgma.org?subject=MGMA%202026%20Regulatory%20Burden%20Report



