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U.S. House of Representatives U.S. House of Representatives
Washington, D.C. 20515 Washington, DC 20515

Greg Murphy, MD
U.S. House of Representatives
Washington, D.C. 20515

Dear Representatives Joyce, Schrier, Murphy et al.,

On behalf of the American College of Physicians (ACP), we appreciate the opportunity to
respond to the Request for Information (RFI) issued by the bipartisan House Doctors Caucuses
to provide our views on the Patients First Act of 2026 (“the Act”), H.R. 9693, and to thank you
and the 35 cosponsors for their support of this critical legislation. ACP supports the Act which
would strengthen Medicare beneficiaries’ access to primary care and help independent
physician practices remain financially viable. These objectives are especially important in rural
and underserved communities, where the number of independent physician practices has
declined significantly over the last several decades. The continued loss of independent
physician practices can further limit access to care, requiring patients to travel longer distances
or wait longer to see a physician.

ACP is the largest medical specialty organization and the second-largest physician group in the
United States. College members include 163,000 internal medicine physicians, 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. Additionally, internal medicine is
the specialty with the largest number of active physicians specializing in primary care, with
120,342 internal medicine physicians being identified as specializing in primary care in 2021.

While ACP supports H.R. 9693, we offer several suggestions to the RFl on ways to improve the
Act to encompass those physicians providing primary care services to patients in community-
based settings regardless of their employment status or setting. Notably, ACP supports the
legislation’s intent of helping independent practices remain viable by disallowing participation
by majority owned private equity, insurance and other corporate entities from participating in
the hybrid payment model pilot. However, the legislation should be modified to ensure that it
does not preclude physicians in accountable care organizations (ACOs) or those physicians
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serving patients in the community but who are employed by primary care clinics or rural health
clinics serving the public from being able to participate in the pilot. We also offer the following
recommendations on the Act.

Title | — Strengthening Reimbursement and Patient Access

Sec. 101. Modifying the conversion factor updates applicable to physicians’ services under the
Medicare program

ACP supports the Act’s proposed Medicare Economic Index (MEI) based update, subject to the
specific floor and ceiling, as a meaningful improvement over current law. ACP continues to
support a full MEI update so that physician payment reflects increases in the cost of furnishing
care, but the proposed methodology would provide substantially greater stability and
predictability than the current Medicare physician fee schedule (PFS). Congress should preserve
an inflationary update and direct the Secretary of Health and Human Services (HHS) to monitor
its effects on practice sustainability, beneficiary access, and consolidation, so that policymakers
can evaluate whether further adjustments are warranted.

In response to the RFI’s questions regarding offsets, ACP supports site-neutral payment for
equivalent services that can be furnished safely and effectively in a physician office or other
lower-cost setting. Medicare and its beneficiaries should not pay more for the same routine
service solely because a hospital-owned practice or outpatient department furnishes it.
Congress should consider appropriately designed site-neutral reforms as a potential source of
savings while protecting rural, safety-net, and other facilities where payment changes could
threaten patient access. Savings should not come from further across-the-board PFS reductions,
reductions in primary care payment, or policies that shift costs to patients or physician
practices.

As an additional offset, the Bipartisan Infrastructure Law (Infrastructure Investment and Jobs
Act) used an extension of the mandatory 2% Medicare sequestration cuts through fiscal year
2031 as a financial offset. This extension generated an estimated $21 billion in savings over 10
years to help fund physical infrastructure projects whereby neither physicians or health care
delivery at-large were the direct beneficiary. Since the Federal Highway Trust Fund is used to
collect revenues from national fuel taxes for surfacing projects, we support collecting the $21
billion from that fund as a partial offset for implementation of the Act’s provisions.

Payment updates are necessary but will not, by themselves, preserve independent primary care
practices or resolve the primary care crisis. The longstanding undervaluation of primary and
longitudinal care, inadequate Medicare payment, administrative burden, workforce shortages,
and the costs of technology and practice transformation also drive practice closures and
consolidation. This legislation should be part of a broader, sustained investment in primary care
that supports the workforce, reduces administrative burden, improves interoperability, and
provides technical and infrastructure assistance to small practices. Piecemeal payment changes,
even beneficial ones, will not be sufficient if these underlying pressures remain unaddressed.



Sec. 102. Hybrid payment model for primary care services

ACP supports testing a hybrid payment model that provides primary care practices with more
predictable resources and flexibility, without cost sharing for patients. This approach is
consistent with ACP’s position paper, Reforming Physician Payments to Achieve Greater Equity
and Value in Health Care, which supports appropriately structured prospective payment for
primary and comprehensive care. However, replacing fee-for-service payment for designated
services with a prospective monthly payment transfers financial risk to practices. Physicians
cannot always anticipate the services a patient will need during a particular month. A new
diagnosis, an acute change in a chronic condition, a hospital discharge, or another unexpected
circumstance may require multiple visits, additional care management, or substantially more
time from the physician and care team than the prospective payment covers. Congress should
establish guardrails to ensure that practices are not required to furnish medically necessary
care at a loss.

Congress should also direct the Secretary, acting through the Centers for Medicare and
Medicaid Services (CMS), to develop the payment methodology in consultation with practicing
primary care physicians, primary care specialty societies, and representatives of small, rural,
and independent practices. The methodology should account for clinical complexity, frailty,
functional status, social risk, recent hospitalizations, changes in health status, geographic
variation, staffing and technology costs, and the resources required to manage multiple chronic
conditions. It should also include protections when patients' needs materially exceed the
prospective amount, such as complexity adjustments, outlier payments, risk coordinators, stop-
loss protection, or timely adjustments following a significant change in health status. As ACP
recommends in Modernizing Risk Adjustment in Health Care, risk adjustment methodologies
should be dynamic, hybrid models that combine elements of both prospective and concurrent
risk adjustment. These protections should be designed to prevent practices from bearing open-
ended financial risk without subjecting them to routine retrospective recoupments that would
undermine the stability the prospective payment is intended to provide. ACP looks forward to
working with CMS on these technical implementation issues.

To achieve its intended result, it is essential that the model provide a genuine increase in
primary care resources rather than changing the timing of existing fee-for-service payments.
Paying approximately the same amount prospectively may improve cash flow but will not
address uncompensated work or longstanding underinvestment. The prospective payment
should recognize work necessary to provide comprehensive, longitudinal care that is not
adequately compensated today, including care coordination, communication with patients and
caregivers, work performed between visits, team-based care, and the infrastructure necessary
to manage a patient population.

ACP recommends promoting comprehensive, longitudinal, physician-led primary care across
practice settings and ownership models. This recommendation is consistent with ACP’s
Principles for the Physician-Led Patient-Centered Medical Home and Other Approaches to Team-
Based Care, which emphasizes physician leadership, clinical accountability, and patient-
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centered team-based care. Strengthening primary care requires appropriate investment across
practice settings because patients receive primary care from independent practices, group
practices, rural health clinics, federally qualified health centers, academic practices, hospital- or
health-system-affiliated practices, and other arrangements. An ACO participation agreement,
shared-savings agreement, data-sharing agreement, or provision of administrative support
should not constitute an ownership interest or de facto control when the practice retains
control over clinical decisions, staffing, compensation, coding, contracting, and its assets.
Congress should clarify that an independent practice does not lose eligibility for participating in
a Medicare Shared Savings Program Accountable Care Organization (MSSP ACO) or another
alternative payment model (APM). Payment policies should promote high-quality primary care
regardless of ownership while ensuring that additional investment reaches the physicians and
care teams responsible for furnishing care.

Supporting primary care across ownership models must be accompanied by safeguards
addressing the risks associated with certain private equity and corporate arrangements.
Practice size alone should not create a safe harbor from appropriate oversight. Consistent with
ACP’s position paper, Requlatory Framework for Private Equity and Corporatization in Health
Care, participating entities should disclose beneficial ownership and management service
arrangements and preserve physician control over clinical decisions, staffing, appointment
length, referrals, coding, and standards of care. Congress should direct the Secretary to monitor
access, spending, quality, patient experience, workforce stability, and health equity outcomes
and to take corrective action when financial incentives adversely affect patient care. This
approach would support primary care regardless of ownership while excluding or mitigating
arrangements that prioritize financial returns over patients.

Exclusions for those not permitted to participate in the hybrid model should apply to majority
owned private equity, insurers and other commercial entities investing in practices as only a
portion of their diversification portfolios and profit-making ventures, and not to publicly
focused healthcare clinics serving the most vulnerable populations. Research shows that private
equity-backed physician practices generally experience higher commercial prices and service
utilization than independent practices, but they show little to no measurable improvement in
direct clinical quality metrics. Private equity ownership of physician practices has added a
distinctly private and market-driven influence towards the broader trends in corporate
consolidation of physicians by health systems and insurers. This may lead to potential
overutilization and higher spending on care that will be important for policy makers to monitor.
Private equity's acquisition of health care facilities and physician practices remains substantial,
raising serious concerns for patients and frontline physicians.

Consistent with the principles in ACP’s Telemedicine Policy and Practice position paper, ACP also
recommends expressly including clinically appropriate remote physiologic and remote
therapeutic monitoring in the definition of “designated primary care services.” These services
can support longitudinal management of hypertension, diabetes, heart failure, and other
chronic conditions and improve access for patients facing geographic, transportation, or
mobility barriers. If remote monitoring is included in the monthly payment, the rate must
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account for equipment, software, data transmission, clinical staff, and physician work. Congress
should direct the Secretary, acting through CMS, to develop and periodically update the
designated service list in consultation with primary care physicians and specialty societies.

Finally, participation in the hybrid model should not preclude those eligible from being able to
participate in other models and demonstration projects at CMS or as authorized by Congress.

Sec. 103. Work geographic floor adjustment for high inflationary years

ACP supports extending the 1.00 geographic practice cost index floor and providing additional
adjustment during high-inflation years. These recommendations are also consistent with ACP’s
Improving Health and Health Care in Rural Communities position paper. These policies would
help protect access in rural and lower-cost areas, where practices are also experiencing
increases in staffing and operating costs. Congress should direct the Secretary to monitor
whether the adjustments adequately reflect practice costs and protect beneficiary access.

Title Il - POINTS (Patient Outcome Improvement National Tabulation System)

Sec. 101. Implementation of POINTS
ACP has no concerns with the name transition from MIPS to POINTS.

Sec. 102. Payment reform

ACP supports the creation of a new care efficiency performance category. The goals of reducing
avoidable hospitalizations, appropriately managing medication burden, preventing chronic
disease complications, and reducing costs have the potential to recognize important aspects of
high-quality primary care that are often not captured by process measures. In particular, this
category could reward clinicians who successfully coordinate care and keep complex patients
stable enough to avoid unnecessary hospitalizations.

ACP requests additional information on what constitutes the “lowest-cost clinically appropriate
setting.” Clinicians should not feel pressed to refer patients to lower-cost settings to meet a
performance measure, particularly when caring for medically complex patients or practicing in
rural areas where fewer options may be available. Clinical appropriateness is inherently
complex, and cost-efficiency measures should not inadvertently penalize physicians for
referrals, utilization, or services that are in the best interests of their patients. ACP suggests
using clinical guidelines developed by the relevant specialty society as an important reference
for determining clinical appropriateness. Risk adjustment will also be particularly important for
the care efficiency category. ACP requests clarification on how the program will account for
patient complexity and other factors outside a physician’s control.

The proposed category weighting of 65% for quality, 20% for cost and resource use, and 15%
for care efficiency is reasonable, as the greater emphasis on quality provides more clinically
meaningful feedback for clinicians as they transition into the program. However, because care
efficiency is a new category, ACP recommends a more gradual transition in weighting. When
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the MIPS program was initially implemented, cost was weighted at 0% and slowly increased to
allow clinicians to acclimate to the new category. A similarly phased approach would allow CMS
and clinicians to understand the implications of care efficiency measures better before they
have a substantial impact on overall performance scores.

ACP also recommends that the POINTS program ensure that quality and care-efficiency
measures are evidence-based, clinically meaningful, appropriately risk-adjusted, and limited to
outcomes that physicians and practices can reasonably influence. Given that these categories
would account for 80 percent of the total POINTS score, there must be safeguards against
penalizing physicians for patient complexity, social risk, inadequate sample size, or care
delivered outside their control. Awarding higher scores for reporting new, substantively
changed measures without an established benchmark creates an incentive to report measures
even when sufficient data are not yet available to establish a benchmark, and can help establish
benchmarks for future performance. ACP requests clarification on whether POINTS will retain
the existing MIPS benchmark methodology and on what constitutes a substantive measure of
change.

ACP is concerned with assigning the lowest possible score to physicians who fail to report
measures through Certified Electronic Health Record Technology (CEHRT) or a Qualified Clinical
Data Registry (QCDR). This requirement could disproportionately disadvantage small and rural
practices that lack the administrative and technological infrastructure available to larger
organizations. ACP recommends considering alternative reporting pathways or exemptions to
ensure small and rural physicians are not penalized by limited resources.

Sec. 203. Quality Reform Task Force

ACP supports the creation of a Quality Reform Task Force with significant representation from
professional medical organizations and health care professionals. Providing clinicians with a
greater role in determining which quality measures are included in POINTS can ensure that
measures address meaningful gaps in care, align with high-quality evidence, and are not
unnecessarily burdensome to report. ACP also supports the proposed 75% voting majority
threshold for including a measure in the program. However, there are concerns with the
provision that allows the rejection of a measure approved by the Task Force based on a written
explanation by the Secretary. This could undermine the Task Force’s expertise and authority.
ACP recommends that the measure be returned to the Task Force for reconsideration and, if
appropriate, a re-vote, rather than immediate exclusion.

Congress should direct the Secretary, acting through CMS, to ensure the appropriate specialty
representation on the Task Force. It would be helpful to understand whether some specialty
societies will have standing representation based on the number of clinicians they represent, or
whether the Task Force will have term limits. ACP recommends transparency in the Task Force
deliberations, including opportunities for public comment, which can help guide the Task
Force’s decisions.



Sec. 204. Modification of MIPS payment adjustments

ACP supports reducing the maximum negative payment adjustment to 2% during the initial
transition period, with gradual increases thereafter. A lower negative adjustment will provide a
more reasonable transition into POINTS and is particularly advantageous for small and rural
practices that may have fewer resources to adapt to program changes.

ACP also strongly supports the requirement that CMS provide timely feedback on
administrative claims-based measures. Requiring CMS to provide feedback within one year,
along with quarterly reports within 60 days after the end of each quarter, will give clinicians a
much clearer understanding of patient attribution and the services affecting their performance
scores before the end of the performance year. This is especially valuable for smaller practices
that rely more heavily on administrative claims-based measures. Additional clarification is
requested regarding the proposed incentive payment adjustments for excluded practices,
including whether and how these provisions would affect physicians practicing within larger
health systems.

Sec. 205. Requirements and approval periods for QCDRs

ACP supports allowing specialty societies to maintain autonomy over their QCDRs and the data
they collect. The proposed QCDR requirements are reasonable and maintain appropriate data-
quality standards. QCDRs can provide timely, actionable, and specialty-specific feedback to
clinicians participating in POINTS and play an important role in quality improvement and
measure development. A 3-year designation period is also reasonable, although a 5-year
designation period may be less burdensome.

Sec. 206. Expanded access to claims data for research and qualitative improvement (Ql)

ACP supports allowing QCDRs to request Medicare claims data. Greater access to CMS claims
data will enable measure developers to conduct appropriate measure testing, quality
improvement research, and risk adjustment analyses. The Secretary, acting through CMS,
should clarify what constitutes a “reasonable” fee for providing this data. Excessive fees could
create a barrier for smaller specialty societies and other measure developers, undermining the
intended benefit of expanded data access.

Sec. 207. Modification of appropriate use criteria (AUC) data collection for applicable imaging
services

ACP supports exempting small practices with fewer than 15 physicians and rural physicians
practicing in professional shortage areas. ACP also supports exemptions for important
screening and preventive imaging services, including mammography, lung cancer CT, CT
colonography, emergency imaging, and other preventive or screening services. ACP requests
clarification on how additional preventive or screening imaging services qualify for an
exemption.

ACP requests clarification on the threshold for “low compliant ordering professionals” and
whether there will be future penalties for clinicians who are not considered low-compliant. A



compliance percentage could appear to indicate inappropriate utilization, even when a
clinician’s imaging orders were clinically appropriate. Additionally, linking an ordering
physician’s National Provider Identifier (NPI) to the imaging service claim may not account for
the clinical circumstances underlying the imaging order.

Sec. 208. Rules of construction

ACP supports the proposal for QCDRs to maintain ownership of their measures and scoring
methodologies. This provision appropriately recognizes the significant investment required for
specialty societies to develop and maintain clinical registries and protects their ability to
manage their measures.

Title lll - APM Improvement

Sec. 302. CMMI model requirements

ACP supports greater transparency and meaningful public input when the Secretary expands or
terminates a CMS Innovation Center. Physicians make significant investments and change their
clinical and administrative workflows to meet model requirements. Abrupt or inadequately
explained changes can leave practices with unrecoverable costs and can disrupt patient care.
Notice-and-comment rulemaking should explain the evidence supporting the proposed action
and its anticipated effects on patients and participating practices. Congress should also direct
the Secretary to provide adequate advance notice and avoid material changes to payment,
benchmarking, attribution, quality, or risk requirements during a performance period.
Physician engagement should occur throughout the model life cycle. ACP looks forward to
working with CMS, alongside practicing physicians, specialty societies, patients, and
representatives of small, rural, and independent practices, as models are designed,
implemented, evaluated, and modified.

ACP also supports greater public reporting, but savings alone are not a sufficient measure of a
model’s success. Congress should require the Secretary’s reports to explain the savings
methodology and account for incentive payments, infrastructure investments, and
administrative costs. Reports should also assess quality, beneficiary access, patient experience,
health equity, physician participation and retention, administrative burden, and effects on
practice consolidation. A model should not be considered successful solely because it lowers
Medicare spending if it also restricts access, worsens outcomes, increases physician burden, or
makes participation impractical for independent practices.

Sec. 303. Report on barriers to participation in value-based payment models

ACP supports examining barriers to participation but recommends expanding the report
beyond specialty clinicians to include primary care physicians, particularly those in small, rural,
underserved, and independent practices. The report should examine access to capital, data and
technology infrastructure, reporting burden, beneficiary minimumes, risk adjustment,
benchmark stability, downside risk, delayed data and payments, and the availability of clinically
relevant models. Results should be evaluated by specialty, practice size, ownership, geography,
and patient population.




The report should specifically examine whether independent practices can participate in MSSP
ACOs and other APMs without acquisition, employment, or loss of clinical control. ACOs can
provide independent practices with access to shared infrastructure, data analytics, care
management resources, and a pathway into value-based payment. However, the terms of
participation, governance arrangements, capital requirements, allocation of shared savings and
losses, data access, and the degree of control exercised by the ACO can determine whether
participation preserves practice independence. Recommendations should protect practices’
authority over clinical decisions, staffing, contracting, and their assets.

The Comptroller General should evaluate policies that could lower barriers, including
prospective or advance investment, technical assistance, shared data and reporting
infrastructure, more timely claims data and performance feedback, gradual pathways to
downside risk, risk protection, proportionate reporting, and stable multi-year model rules.
Because practices now face these barriers, Congress should require an interim report before
the December 31, 2029 deadline. The Secretary, acting through CMS, should continue
addressing known barriers while the report is underway.

Title IV — Physician Payment Improvements

Sec. 401. Updating the budget neutrality threshold

ACP strongly supports increasing the budget neutrality threshold from $20 million to $57.64
million in 2028 and periodically updating it based on cumulative MEI growth. The current
threshold was established in 1992 and no longer reflects the size of the Medicare program or
the cost of furnishing care. Increasing and indexing the threshold would give the Secretary
greater flexibility to make appropriate changes to valuation and coverage without automatically
reducing payment for all PFS services.

This provision would mitigate, but not resolve, the structural problem of financing
improvements to physician payment through reductions to other physician services. Congress
should monitor whether the change reduces the frequency and magnitude of budget neutrality
adjustments. Additional investment in primary care and other high-value services may need to
be financed outside the PFS rather than through further reductions to physician payment.

Sec. 402. Budget neutrality corrections relating to estimated utilization

ACP supports correcting material differences between estimated and actual utilization. A
transparent and symmetrical reconciliation process would improve conversion factor accuracy
and prevent permanent payment reductions based on utilization that did not occur. Congress
should direct the Secretary to publish the data, assumptions, and methodology used to
calculate each reconciliation adjustment and to use sufficiently complete claims data before
correcting. In implementing this provision, CMS should consult affected specialty societies to
identify changes in coding, coverage, clinical practice, or claims processing that may explain
differences between projected and actual utilization.




Sec. 403. Timely updates to direct costs used to calculate practice expense RVUs

ACP supports requiring the Secretary to update direct practice inputs, including clinical staff
wages and the medical supply and equipment prices, at least once every 5 years. Outdated data
can substantially distort payment and particularly disadvantage office-based practices that
directly bear these costs. Congress should direct the Secretary, acting through CMS, to establish
a transparent process that includes specialty societies, practicing physicians, and
representatives of small, rural, and independent practices. CMS should publish its data sources
and methodology and recognize differences in purchasing power, staffing arrangements, and
costs across practice settings. National averages based disproportionately on large
organizations could understate the costs incurred by smaller practices.

CMS should model the effects of proposed updates by specialty, service, geography, site of
service, and practice type. Congress should provide the Secretary with authority to establish
appropriate transitions when simultaneous updates would cause abrupt reductions that
threaten access or the viability of practice. Updating direct inputs should also complement
continued improvements to the data and methodology for indirect expenses, including rent,
health information technology, billing, administrative staff, and regulatory compliance.

Sec. 404. Limitation on year-to-year conversion factor variance

ACP supports limiting large, unpredictable changes resulting from budget neutrality
adjustments. The proposed 2.5% limit would provide greater short-term stability and help
practices budget, retain staff, and continue caring for Medicare patients. Congress should
clarify how the Secretary must treat any adjustment exceeding the limit. Because the
underlying budget neutrality requirement remains in effect, an unapplied adjustment could
otherwise be deferred or accumulated, producing a larger reduction in a later year. The
provision should reduce volatility rather than postpone it.

The limit should also not prevent or delay policies that improve access or appropriately value
primary care, telehealth, care management, behavioral health integration, or other high-value
services. When a beneficial policy would cause the adjustment to exceed the limit, Congress
should consider an exemption from budget neutrality or funding outside the PFS.

Conclusion

We hope our recommendations are helpful as you seek ways to refine the statutory language of
the Act and ways to pay for this important piece of legislation. We look forward to working with
you as you continue to improve the Act to ensure its success in passage and implementation to
help independent and other physicians better care for their patients. If you have any questions
regarding this RFI, please do not hesitate to contact George Lyons, Director of Legislative
Affairs, at glyons@acponline.org
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Sincerely,
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Jan K. Carney, MD, MPH, MACP, FRCP
President, American College of Physicians

11



