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Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1850-P

P.O. Box 8010

Baltimore, MD 21244-8010

RE: CY 2027 Hospital Outpatient Prospective Payment and Ambulatory Surgical Center
Payment Systems; and Quality Reporting Programs

Dear Administrator Oz:

On behalf of the American College of Physicians (ACP), we appreciate the Centers for Medicare
& Medicaid Services’ (CMS) continued efforts to improve affordability, transparency, efficiency,
and program integrity through the proposed Hospital Outpatient Prospective Payment System
(OPPS) and Ambulatory Surgical Center (ASC) Payment System rule for Calendar Year (CY) 2027.
ACP supports the agency’s goal of encouraging care in clinically appropriate settings while
reducing unnecessary costs for Medicare beneficiaries.

The American College of Physicians is the largest medical specialty organization and the second-
largest physician group in the United States. ACP members include 163,000 internal medicine
physicians (internists), related subspecialists, and medical students. Internal medicine physicians
are specialists who apply scientific knowledge and clinical expertise to the diagnosis, treatment,
and compassionate care of adults across the spectrum from health to complex illness.

As CMS finalizes this rule, ACP encourages the agency to preserve access to care, minimize
unnecessary administrative burden, and avoid unintended consequences for Medicare
beneficiaries and the internal medicine physicians who care for them. Our comments address
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CMS’s proposals concerning site-neutral payment, 340B-acquired drugs, prior authorization, the
Inpatient Only list, Software as a Medical Service, quality reporting, and hospital price
transparency.

Site-Neutral Payment

ACP supports CMS'’s efforts to encourage the delivery of services in clinically appropriate, lower-
cost settings and to reduce beneficiary cost-sharing. We recommend, however, that site-neutral
payment policies be implemented carefully and consistently. Accordingly, ACP generally
supports CMS'’s proposal to apply the Physician Fee Schedule-equivalent payment rate to
imaging-without-contrast services furnished in excepted off-campus physician-based
departments when those services can be delivered safely and appropriately at a lower cost.
These policies should be expanded only when evidence demonstrates that services can be
furnished with comparable clinical appropriateness, patient outcomes, and resource use across
settings. CMS should also finalize the proposed exemption for rural Sole Community Hospitals
and assess whether appropriate safeguards are needed for geographically isolated facilities,
safety-net institutions, and other facilities that serve low-income, medically complex, and
vulnerable populations. CMS should monitor effects on service availability, appointment wait
times, patient travel, and beneficiary access before extending the policy to additional services.

Payment for 340B-Acquired Drugs

ACP strongly supports the 340B Drug Pricing Program and its role in helping eligible health care
organizations expand access to services for underserved populations. ACP is concerned about
CMS’s proposal to pay for 340B-acquired drugs at Average Sales Price minus 33.4 percent.
Reducing payment for 340B-acquired drugs to ASP minus 33.4 percent could disproportionately
affect safety-net hospitals and the patients they serve. The 340B program is intended to enable
participating entities to stretch limited resources and provide more comprehensive services to
vulnerable populations. The College also encourages CMS to closely monitor the effect of this
proposed payment reduction. Although CMS has an important responsibility to promote
appropriate payment and protect Medicare resources, changes in reimbursement should not
reduce access to hospital-based infusion therapy. CMS should provide sufficient transparency
regarding its acquisition-cost survey methodology and results and evaluate whether payment
reductions affect infusion capacity, service availability, referral patterns, patient travel, or out-of-
pocket costs. Particular attention should be given to beneficiaries who rely on hospital
outpatient departments because other treatment options are not reasonably available in their
communities. CMS should also evaluate the combined effects of this proposal and the proposed
increase from 0.5 percent to 3 percent in the annual OPPS conversion-factor reduction for non-
drug items and services associated with the 340B remedy payment offset.

Prior Authorization for Botulinum Toxin Services



With respect to CMS’s proposal to extend prior authorization to eight additional botulinum
toxin injection codes, ACP recommends a focused and evidence-based approach. Prior
authorization should be limited to clearly identified outlier cases, patterns that indicate
potential misuse, or services for which CMS has documented program-integrity concerns. Broad
prior authorization requirements could delay medically necessary treatment and impose
significant documentation burdens on physicians and their staff. CMS should pair targeted
oversight with clear and publicly available clinical criteria, streamlined electronic processes, and
expedited approval pathways for patients who require timely care. CMS should also protect
continuity of care by exempting or simplifying review for patients who are stable on an
established, previously approved course of treatment.

Elimination of the Inpatient Only List

ACP supports moving appropriate procedures to lower-cost settings when the evidence
demonstrates that doing so is safe and clinically appropriate. As CMS continues its three-year
phaseout of the Inpatient Only list by proposing to remove 638 additional services for CY 2027,
the agency should continue to preserve physician clinical judgment. CMS should make clear that
eligibility for outpatient payment does not create a presumption that the outpatient setting is
appropriate for every patient. Decisions regarding the appropriate site of care should reflect
each patient’s medical complexity, comorbidities, functional status, social circumstances,
available caregiver support, and risk of complications. Payment policy should support, rather
than override, individualized clinical decision-making. CMS should monitor transfers, emergency
department visits, readmissions, complications, and beneficiary cost-sharing associated with the
affected procedures.

Payment for Software as a Medical Service (SaMS)

ACP appreciates CMS’s effort to establish a more consistent payment pathway for software-
based technologies that support clinical decision-making. ACP supports CMS’s proposed change
in terminology from Software as a Service to Software as a Medical Service (SaMS) and generally
supports the interim proposal to assign separately payable SaMS services to New Technology
Ambulatory Payment Classifications with status indicator O1 for separate OPPS payment. ACP
believes separate payment may be appropriate initially for genuinely novel SaMS technologies
that demonstrate incremental clinical value, particularly when they improve diagnostic
accuracy, clinical decision-making, patient outcomes, safety, or efficiency in ways not otherwise
reflected in existing payment. However, CMS should treat this policy as a transitional approach
and develop a transparent, evidence-based, and sustainable long-term payment methodology.
CMS should require periodic reassessment of separately payable SaMS technologies and
consider bundling payment once the technology becomes routine, its incremental cost declines
substantially, or its clinical function is already reflected in existing payment rates.



ACP also recommends that CMS evaluate new SaMS products against meaningful comparators,
not simply against the absence of software. For example, CMS should assess how a new product
performs compared with existing competing algorithms, ordinary physician interpretation, and
current standards of care. If multiple coronary CT algorithms or similar technologies ultimately
perform substantially the same clinical function with comparable outcomes, Medicare should
not necessarily provide each product with a separate premium new-technology payment.
Payment should reflect demonstrated clinical utility, safety, comparative effectiveness, and
meaningful improvements in patient care, while avoiding inconsistent or duplicative payment
for technologies with substantially similar clinical functions. SaMS and other Al-enabled
technologies should augment, rather than replace, physician judgment and should be subject to
appropriate standards for transparency, clinical validation, ongoing performance monitoring,
privacy, equity, and accountability.

Hospital Outpatient Quality Reporting

ACP further recommends that changes to hospital outpatient quality reporting meaningfully
reduce administrative burden. CMS should remove duplicative and low-value measures, align
requirements across federal programs, and streamline data-validation processes. ACP therefore
supports CMS’s proposal to remove the Appropriate Follow-Up Interval for Normal Colonoscopy
in Average-Risk Patients measure because another measure in the program is more closely tied
to clinical outcomes rather than documentation alone. Any new electronic measures should be
tested for feasibility, validity, and reliability, and integrated into existing electronic health record
(EHR) workflows before they are broadly required. As CMS updates validation and appeals
procedures for digital quality measures, hospitals should receive transparent standards,
adequate notice, reasonable opportunities to correct data problems, and a meaningful appeals
process. Facilities and physicians should not be penalized for failures attributable to third-party
technology vendors outside their control. Quality reporting should also produce information
that improves patient care without diverting excessive physician and staff time away from
clinical responsibilities. ACP additionally supports CMS’s consideration of an advance care
planning measure, provided that the measure promotes meaningful, voluntary, and patient-
centered conversations rather than operating as a documentation checkbox or requiring
completion of an advance directive.

Hospital Price Transparency

ACP also appreciates CMS’s continued focus on hospital price transparency. To be useful,
however, pricing information must be reliable, standardized, searchable, comparable, and
understandable. Patients and referring physicians should be able to compare expected costs
across sites of service without navigating large, inconsistent, or highly technical data files. CMS
should work toward common definitions, formats, and presentation standards that support



informed decision-making. In particular, ACP supports greater standardization of machine-
readable files and clearer reporting of complex contract mechanisms, including outlier
payments, stop-loss provisions, rate tiers, and carve-outs. Consumer-facing estimates should
also clearly identify which ancillary and bundled services are included and provide meaningful
information about expected out-of-pocket costs.

Effects on Internal Medicine Practices

ACP encourages CMS to evaluate the downstream effects of these policies on internal medicine
practices. Changes in sites of service or hospital outpatient capacity may increase the
responsibilities of internists related to preoperative evaluation, medication reconciliation and
management, care coordination, referral support, and post-procedure follow-up. These effects
should be considered when assessing the administrative and clinical impact of the final rule and
when monitoring whether the policies create unintended gaps in care.

ACP supports CMS'’s goals of advancing affordability, efficiency, transparency, and responsible
stewardship of Medicare resources. These objectives can be achieved most effectively through
policies that preserve access, support physician clinical judgment, reduce unnecessary
paperwork, and protect medically complex beneficiaries from disruptions in care.

Thank you for considering our recommendations. ACP looks forward to continuing to work with
CMS to ensure that Medicare payment policies support high-quality, patient-centered, and
accessible care. Please contact Brian Outland, PhD, Director, Regulatory Affairs, by phone at
202-261-4544 or email at boutland@acponline.org with any questions or requests for additional
information.

Sincerely,
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Matthew F. Hollon, MD, MPH, MACP
Chair, Medical Practice and Quality Committee
American College of Physicians



