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Introduction

On July 14, 2026, the Centers for Medicare & Medicaid Services (CMS) issued the proposed Calendar
Year (CY) 2027 Medicare Physician Fee Schedule (PFS), including proposals for the Quality Payment
Program (QPP), Medicare Shared Savings Program (MSSP), and other Medicare Part B policies effective
on or after January 1, 2027. CMS’s press release links to the relevant fact sheets and rulemaking
materials. Comments are due September 14, 2026. Throughout this summary, “proposed” refers to
policies that may change following public comment.

CY 2027 PFS Rate Setting and Conversion Factors

Beginning in CY 2026, statute requires separate PFS conversion factors for qualifying APM participants
and clinicians who are not qualifying APM participants. For CY 2027, CMS proposes a qualifying APM
conversion factor of $33.17, a decrease of $0.40 (-1.19%) from the current $33.57, and a nonqualifying
APM conversion factor of $32.84, a decrease of $0.56 (-1.68%) from the current $33.40. The proposed
factors reflect the statutory updates of 0.75% and 0.25%, respectively; an estimated 0.53% positive
budget-neutrality adjustment; and the expiration of the one-year 2.5% statutory increase that applies
only in CY 2026.

Determination of PE RVUs

Practice Expense Methodology, Indirect Practice Expense per Hour Data, and Allocation of PE to Services

CMS proposes several changes to the PE methodology that could affect payment for services commonly
furnished by internal medicine physicians. CMS would revise the allocation of indirect PE to account for
both physician work and clinical labor for nearly all services except those with 10- and 90-day global
periods. Under the current methodology, clinical labor is generally included in place of physician work
when the clinical labor PE RVUs exceed the work RVUs, while both are included for services with
separately billable professional and technical components. CMS states that this approach has resulted in
a comparatively larger allocation of indirect PE to services with professional and technical components,
including many diagnostic and imaging services.

CMS also proposes to phase out the Indirect Practice Cost Index (IPCl), which relies largely on specialty-
level PE data collected in 2007 or earlier. The IPCl would be phased out over two years, with half of its
measured variation applied in CY 2027 and no IPCl adjustment applied beginning in CY 2028. CMS states
that the current methodology places too much weight on outdated specialty-level survey data and limits
the effect of more recent code-level inputs and allocation methodologies.

To mitigate payment volatility, CMS proposes a PE stabilization adjustment that would generally limit
annual increases or decreases in a code’s PE RVUs to 5%. The adjustment would not apply to new,
revised, nationally priced, or revaluated codes. In addition, other statutory adjustments could result in a
code’s final PE RVUs changing by more than 5%.

Adjusting RVUs To Match the PE Share of the Medicare Economic Index (MEI)
For CY 2027, CMS proposes to continue using the current PE per-hour data and 2006-based MEI cost

shares, rather than transitioning to the 2017-based MEI cost shares. CMS previously cited concerns


https://www.cms.gov/newsroom/press-releases/cms-proposes-transformational-medicare-reforms-expand-accountable-care-modernize-physician-payment

about data quality, payment stability, and predictability in deciding to maintain the existing
methodology.

Updates to PE Methodology — Site of Service Payment Differential

CMS proposes to equalize PE RVUs for nursing facility E/M visits regardless of whether the beneficiary’s
stay is billed under place of service 31, which is treated as a facility setting, or place of service 32, which
is treated as a non-facility setting. A PE methodology change finalized for CY 2026 unintentionally
created different payment rates for these services based solely on the beneficiary’s Part A status.
Because CMS does not expect the physician’s resource costs to differ based on that status, the agency
proposes to set the facility PE RVUs equal to the non-facility PE RVUs for nursing facility E/M codes
99304-99310 and 99315-99316.

CMS also requests comment on whether the current facility/non-facility distinction adequately accounts
for differences in physicians’ employment arrangements and actual practice costs. Among other issues,
CMS seeks feedback on whether hospital-employed physicians incur less than the 50% indirect PE
currently allocated for services furnished in facility settings and whether a new HCPCS modifier should
be used to identify employed physicians and reduce facility PE for their services. CMS also requests data
on which practice costs physicians incur under different employment arrangements. These questions
warrant attention because of their potential implications for independent and employed physicians,
hospitalists, practice sustainability, and site-neutral payment.

Strategies to Improve Payment Transparency, Accuracy, and Congruency Across Payment Systems

CMS discusses inconsistencies in how professional and technical resources are represented across the
PFS. Most services are paid using facility and non-facility rates, while certain diagnostic and imaging
services may be billed using separate professional and technical components. Approximately 4,100
services are paid as global surgical packages that bundle multiple components of care, including
postoperative visits presumed to occur in particular settings. CMS states that these different payment
structures make it difficult to compare payment rates and underlying resource costs across services,
settings, and Medicare payment systems.

To improve transparency and comparability, CMS has developed a public-use file that displays
informational professional and technical RVU amounts for certain PFS services that are not currently
billable with professional and technical component modifiers. In developing these values, CMS uses CPT
code 99204, a level-four new patient office/outpatient E/M visit, as a reference for identifying the
professional resources associated with services that do not have separately billable professional and
technical components. These informational values would not change existing billing or payment policies.
CMS excluded 10- and 90-day global surgical packages and certain other services from the file because
of challenges in disaggregating their component resources.

CMS seeks comment on the usefulness of the informational values, how they could support
comparisons across settings, and how the agency could more clearly identify and disaggregate the
components of global surgical packages in future rulemaking. CMS also seeks feedback on how it could
eventually “right-size” global surgical payments to reflect current clinical practice and resource costs.



CMS emphasizes that it is not proposing payment or billing changes to global surgical packages at this
time.

Payment for Medicare Telehealth Services

Changes to the Medicare Telehealth Services List

In the CY 2026 Medicare PFS, CMS finalized a three-step process to consider requests to add or remove
services from the Medicare Telehealth Services List. As a reminder, the steps are listed below.

e Step 1 - Determine whether the service is separately payable under the PFS.

e Step 2 — Determine whether the service is subject to the provisions of section 1834(m) of the
Act, which determines whether the service is inherently a face-to-face service.

e Step 3 — Review the elements of the service as described by the HCPCS code and determine
whether each of them is capable of being furnished using an interactive telecommunications
system.

For CY 2027, CMS did not receive any requests to add or remove services from the Medicare Telehealth
Services List.

CMS is proposing to add the following codes to the Medicare Telehealth Services List:

e GACP1 (Advance care planning including the explanation and discussion of advance directives
such as standard forms (with completion of such forms, when performed), first 20 minutes of
clinical staff time with the patient, family member(s), directed by a treating physician or other
treating qualified health care professional);

e  GACP2 (Advance care planning including the explanation and discussion of advance directives
such as standard forms (with completion of such forms, when performed), each additional 20
minutes with the patient, family member(s), directed by a treating physician or other treating
qualified health care professional (List separately in addition to code for primary procedure));

e  GSMAS (Voluntary, group-based medical session involving multiple patients with common
medical condition(s), receiving medical care in a group setting; billed and led by a physician or
qualified nonphysician practitioner and may include services provided by other qualified
healthcare professionals, clinical staff, or auxiliary personnel under the direction of the
supervising physician or other practitioner. Session integrates group education, counseling, and
peer support with individualized patient clinical assessment and care, 2-10 patients, billed once
per patient, per session.);

e GSLPP (Treatment of speech, language, voice, communication, and/or auditory processing
disorder; individual; for the pediatric population up to age 21);

e GADV1 (Office or other outpatient evaluation and management service(s) for the diagnosis and
treatment of vaccine adverse effects, new or established patient; each 15 minutes personally
performed by the physician or qualified healthcare professional (list separately in addition to
CPT codes 99202, 99203, 99204, 99205, 99211, 99212, 99213, 99214, 99215, 99341, 99342,
99344, 99345, 99347, 99348, 99349, 99350)).



Telehealth Flexibilities and Modifiers
Multiple telehealth flexibilities have been extended by Congress since the expiration of the COVID-19

Public Health Emergency, most recently through the Consolidated Appropriations Act, 2026. As part of
this legislation, CMS is required to establish modifiers for certain telehealth claims. The modifiers would
not affect payment. They would be required on claims for services furnished through a virtual telehealth
platform when the physician or practitioner contracts with the entity that owns the platform or has a
payment arrangement with the entity for use of the platform, and on claims for telehealth services
furnished incident to a physician's or practitioner's professional service. CMS is creating modifiers BB
and BC and will publish future guidance on their use.

Telehealth Critical Care Consultations
In the CY 2026 Medicare Physician Fee Schedule, CMS finalized permanently removing frequency

limitations on furnishing critical care consultations via telehealth. Physicians and practitioners have the
greatest insight into the needs of their patients and are able to use their professional judgment to
determine the appropriate service modality. As a result of this removal of the frequency limitations,
CMS is proposing revised code descriptors to provide clarity and to remove the words initial and
subsequent.

e (G0508: Telehealth consultation, critical care; first 30 to 74 minutes.
e GO0509: Telehealth consultation, critical care; each additional 30 minutes (List separately in
addition to code for primary service).

Changes to Teaching Physicians’ Billing for Services Involving Residents or Teaching Physicians with

Virtual Presence
In the CY 2026 PFS final rule, CMS finalized a proposal that allows teaching physicians to have a virtual

presence in all teaching settings, only in clinical instances when the service is a three-way telehealth
visit, with the teaching physician, resident, and patient in different locations. CMS has received feedback
that this has created logistical complexities where either the teaching physician or resident is in the
same physical location as the patient. CMS is proposing a modification to allow teaching physicians to
bill for services involving residents when either the teaching physician or resident is in the same physical
location as the beneficiary. This would only apply for services on the Medicare Telehealth Services List.

Telehealth Originating Site Facility Fee Payment Amount Proposed Update

Each calendar year, the telehealth originating site facility fee is increased by the percentage increase in
the Medicare Economic Index (MEI). The proposed percentage increase in the MEI for CY 2027 is 2.5
percent, and the final rule will have the updated MEI increase based on historical data through the
second quarter of 2026. The CY 2027 proposed payment for HCPCS code Q3014 (Telehealth originating
site facility fee) is $32.65.

Valuation of Specific Codes, Including Potentially Misvalued Codes (PMVC)

Methodology for Establishing Work RVUs




CMS independently reviews RUC recommendations when establishing work RVUs, considering physician
time and intensity and using methodologies such as survey data, building blocks, comparisons to similar
services, and magnitude estimation. CMS remains concerned that, for some RUC-reviewed codes,
recommended work RVUs have not adequately reflected substantial decreases in the time required to
furnish the service. Although reductions in time do not necessarily require proportional reductions in
work RVUs, CMS generally expects significant time reductions to result in lower work values unless
supported by evidence of increased intensity. CMS states that it remains open to alternative valuation
approaches supported by empirical evidence.

Methodology for the Direct PE Inputs to Develop PE RVUs
CMS reviews RUC-recommended direct PE inputs for new, revised, and potentially misvalued codes on a

code-by-code basis. Direct PE inputs include clinical labor, disposable supplies, and medical equipment.
CMS considers information submitted by the RUC, the Health Care Professionals Advisory Committee
(HCPAC), and other interested parties; medical literature and comparative databases; Medicare claims
data; and consultation with physicians and other health care professionals. CMS accepts the
recommended inputs when it determines that they reflect the resources required to furnish the typical
service and are consistent with relativity and Medicare payment policy. Otherwise, CMS may refine the
inputs, including to account for changes in physician work time, standardize clinical labor tasks, or
eliminate duplicative resources when a service is typically billed with an E/M visit.

Potentially Misvalued Services Under the PFS

CMS is required to periodically identify and review potentially misvalued services and make appropriate
adjustments to their relative values. CMS considers nominations submitted by the public and other
interested parties, recommendations from the RUC and MedPAC, Medicare claims data, and other
available evidence. For CY 2027, CMS evaluates several publicly nominated services and seeks additional
information where it concludes that the available evidence is insufficient to determine whether
revaluation is warranted. The specific services most relevant to internal medicine and ACP are discussed
below.

Methodology for Establishing Work RVUs
CMS reiterates that it independently reviews RUC recommendations when establishing work RVUs,

considering physician time and intensity and using methodologies such as survey data, building blocks,
comparisons to similar services, and magnitude estimation. CMS remains concerned that, for a
significant number of RUC-reviewed codes, recommended work RVUs have not adequately reflected
substantial decreases in the physician time required to furnish the service. While CMS recognizes that
reductions in time should not necessarily result in proportional reductions in work RVUs, it generally
expects significant decreases in time to result in lower work values unless there is a persuasive rationale
demonstrating increased intensity. CMS also continues to adjust values when it believes the RUC has not
adequately accounted for overlapping resources, including overlap between procedures and E/M
services furnished on the same day. CMS maintains that it must independently consider both time and
intensity and notes that it is open to alternative valuation approaches supported by empirical evidence.

Efficiency Adjustment




CMS reiterates the 2.5 percent efficiency adjustment finalized for CY 2026, which reduces work RVUs
and corresponding intraservice physician time for certain non-time-based services to account for
assumed gains in efficiency over time. The adjustment will be recalculated and applied every three years
and does not apply to certain services, including time-based codes, services on the Medicare telehealth
services list, and new codes. For CY 2027, CMS also clarifies that where the RUC submitted
recommendations based on work RVUs before the CY 2026 efficiency adjustment was finalized, CMS
generally treats the RUC recommendations as reflecting the lower, efficiency-adjusted value. CMS states
that this affects a relatively small number of codes reviewed for CY 2027.

Remote Monitoring

In response to recent OIG findings regarding utilization and oversight of remote monitoring, CMS
proposes several significant changes to RPM (Remote Patient Monitoring) and RTM (Remote
Therapeutic Monitoring) beginning in CY 2027. CMS proposes to require that RTM, like RPM, be
furnished only to established patients and that practitioners furnish a separately reportable initiating
visit before beginning either RPM or RTM. The initiating visit would need to be conducted by the billing
practitioner through an in-person or telehealth encounter, include a discussion of remote monitoring
and assessment of its clinical appropriateness, and provide an opportunity to obtain beneficiary
consent. The initiating visit could be separately billed.

CMS also proposes prohibiting practices from counting services performed by clinical staff contracted
through third-party remote monitoring companies toward RPM or RTM billing. Beginning January 1,
2027, clinical staff furnishing these services would need to be directly employed by the billing
practitioner or practice, although they could work remotely under general supervision. CMS cites
concerns that third-party arrangements can fragment care and result in inadequate practitioner
oversight and is seeking comment on the potential effects on access to remote monitoring services.

CMS additionally proposes to revalue several RPM and RTM services, citing limited information about
the devices typically used and concern that existing PE values may overstate actual resource costs. CMS
proposes to use PE inputs from self-measured blood pressure services to value RPM and RTM setup and
education and RPM device-supply services, and inputs from an external cardiac monitoring service to
value RTM device-supply services. For the RPM and RTM treatment-management codes, CMS proposes
to eliminate direct PE inputs while maintaining current work RVUs and physician work times, based on
its view that these services typically do not involve clinical staff. CMS is seeking detailed information on
actual device costs, pricing arrangements, and clinical workflows.

Finally, CMS is considering a more fundamental restructuring of remote monitoring payment in
response to concerns about administrative complexity and OIG findings that approximately 43% of
beneficiaries receiving remote monitoring did not receive all three components: setup and education,
device supply, and treatment management. CMS seeks comment on replacing 17 existing RPM and RTM
codes with four bundled G-codes: separate setup and education codes for RPM and RTM (GRPM1 and
GRTM1) and monthly monitoring and management codes (GRPM2 and GRTM2) that would bundle
device supply, at least two days of transmitted data, and at least 20 minutes of treatment management,
including a real-time interaction with the patient or caregiver. CMS seeks comment on the structure,



valuation, and application of these potential codes to RHCs and FQHCs and states that it could finalize
payment for the new G-codes after considering public comments.

Smoking and Tobacco Use Cessation and SBIRT Services

CMS proposes to increase the work RVUs for smoking and tobacco use cessation counseling and SBIRT
services by 19.1%, aligning their valuation with the adjustment finalized for psychotherapy services. CMS
notes that these services have not been revalued in several years and believes their current values do
not adequately reflect the clinical intensity and work involved in delivering these evidence-based
interventions, which play an important role in preventing and managing chronic disease, tobacco use,
and alcohol and substance misuse.

CMS proposes to increase the work RVU for CPT code 99406 from 0.24 to 0.29 and for CPT code 99407
from 0.50 to 0.60. For SBIRT services, CMS proposes to increase G2011 from 0.33 to 0.39, G0396 from
0.65t0 0.77, and G0397 from 1.30 to 1.55. Unlike the four-year phase-in used for psychotherapy
services, CMS proposes to apply the full 19.1% increase in CY 2027 so that these services are fully
aligned with the psychotherapy code adjustments at the end of that transition period.

Psychiatric Collaborative Care Model (CoCM) and APCM BHI Add-On Codes
CMS proposes significant increases in the valuation of psychiatric CoCM services, responding to

concerns that current payment undervalues the medical decision-making of the treating practitioner
and psychiatric consultant and the clinical labor of behavioral health care managers. While interested
parties recommended valuing the physician work based on a blend of level 4 and 5 office/outpatient
E/M visits, CMS determined that a blend of level 3 and 4 E/M visits is more appropriate based on
Medicare claims showing substantially lower utilization of level 5 visits. CMS therefore proposes
increasing the work RVU for 99492 from 1.88 to 2.75, 99493 from 2.05 to 2.26, and 99494 from 0.82 to
1.13.

CMS proposes corresponding increases for related CoCM and APCM CoCM add-on codes. The work RVU
from G2214, the 30-minute CoCM service, would increase from 0.77 to 1.13. The APCM CoCM add-on
codes would also be aligned with the corresponding standalone CoCM services: GO568, for initial-month
CoCM furnished in conjunction with APCM, would increase from 1.88 to 2.75, while G0569, for
subsequent-month services, would increase from 2.05 to 2.26.

CMS also proposes to increase the clinical labor rate used for Behavioral Health Care Managers from
$0.57 to $0.70 per minute, reflecting a crosswalk to social work/psychologist labor rather than genetic
counselor labor. The increase would apply to the CoCM and APCM CoCM services as well as certain
office-based opioid use disorder treatment codes (G2086-G2088). Overall, the proposals would increase
recognition of both practitioner work and behavioral health care management resources involved in
integrating behavioral health into primary care, making them particularly relevant to ACP’s priorities
around BHI and advanced primary care.

E/M Visit Complexity Add-On Code (G2211)
CMS proposes replacing G2211 with a new placeholder modifier (MOD1), concluding that the additional

resources associated with longitudinal care are inherent to the underlying E/M visit rather than a



separate service. MOD1 would be billed under the same circumstances as G2211 and would apply to
qualifying office/outpatient and home or residence E/M visits. CMS believes using a modifier would also
reduce administrative burden by eliminating the need to submit a separate claim line.

CMS also proposes to change how the complexity adjustment is valued. Currently, G2211 provides the
same flat payment regardless of the level of the underlying E/M visit, meaning it represents a much
larger percentage increase for lower-level visits than higher-level visits. CMS therefore proposes to value
MOD1 at 16% of the total RVUs for the underlying E/M service, based on a utilization-weighted
calculation designed to maintain budget neutrality. This would make the complexity adjustment
proportional to the intensity and value of the underlying visit.

CMS further proposes a separate placeholder modifier (MOD2) for qualifying longitudinal care furnished
by clinicians participating in Medicare Shared Savings Program (MSSP) ACOs or the LEAD Model. MOD2
would be valued at 32% of the total RVUs for the underlying E/M service — twice the MOD1 adjustment
—to recognize what CMS views as the additional resources and complexity associated with managing a
beneficiary’s overall health, coordinating care, and assuming accountability for quality and cost within
an ACO. Use of MOD2 would be voluntary and limited to visits that meet the longitudinal complexity
criteria; simply participating in an ACO would not make every E/M visit eligible. Eligible ACO clinicians
could use MOD?2 for any Medicare beneficiary they treat, regardless of whether the beneficiary is
assigned, aligned, or attributed to the ACO. ACO PC Flex participants would also be eligible through their
participation in the Shared Savings Program. Clinicians would select MOD1, MOD?2, or neither, as
appropriate for each visit. Payments associated with the modifiers would be included in ACO
expenditure calculations for benchmarking and performance-year purposes.

CMS proposes to maintain the current G2211 restrictions involving modifier -25 for both MOD1 and
MOD2, meaning the complexity modifier generally could not be reported when modifier -25 is used,
except in currently permitted circumstances involving annual wellness visits, vaccine administration, and
Medicare Part B preventive services. However, in light of other proposed changes to payment for E/M
visits furnished on the same day as procedures, CMS seeks comment on whether MOD1 and MOD2
should also be permitted when a separately identifiable E/M service is furnished on the same day as a
0-, 10-, or 90-day global procedure.

Shared Medical Appointments (GSMAS)
CMS proposes new HCPCS code GSMAS for voluntary group-based medical sessions involving two to ten

patients with one or more common medical conditions. A physician or qualified practitioner would lead
and bill the service once per patient. The session would combine individualized clinical assessment and
care with group education, counseling, and peer support and could include services furnished by other
health care professionals, clinical staff, or auxiliary personnel under the billing practitioner’s direction.
CMS proposes 1.73 work RVUs and 45 minutes of total physician work for GSMAS, along with direct PE
inputs, and seeks comment on the coding and valuation. CMS also proposes adding GSMAS to the
Medicare Telehealth Services List.

Vaccine Adverse Effects Management (GADV1)




CMS proposes a new add-on code, GADV1, to recognize additional physician or qualified health care
professional work involved in diagnosing and managing suspected vaccine adverse reactions that goes
beyond the resources captured in a typical E/M visit. The code would account for activities such as
addressing patient concerns, communicating information based on individual needs and beliefs,
evaluating potential causes, providing appropriate resources, and developing a treatment plan. GADV1
could be billed in 15-minute increments with qualifying office/outpatient or home/residence E/M visits
when the practitioner documents a temporal relationship to vaccination and performs a medically
appropriate assessment to rule out alternative causes.

CMS proposes to crosswalk GADV1 to prolonged E/M code G2212, resulting in 0.61 work RVUs per 15
minutes, along with the corresponding direct PE inputs, and proposes adding GADV1 to the Medicare
Telehealth List. CMS also seeks comment on whether to establish a separate stand-alone 15-minute
code for encounters focused exclusively on a suspected vaccine-related adverse effect, rather than
requiring GADV1 to be billed as an add-on to an E/M visit for a separate complaint, and whether such a
code should also be valued based on G2212.

Health Coaching

CMS proposes to establish national payment and conditions of payment for three existing Category Il
health and well-being coaching codes: 0591T for an individual initial assessment lasting 60-90 minutes,
0592T for individual follow-up sessions of at least 30 minutes, and 0593T for group coaching of at least
30 minutes, billed once per beneficiary participating in the group. CMS describes health coaching as a
patient-centered approach that supports patients in setting goals and making sustainable behavioral and
lifestyle changes to improve health and manage or prevent chronic disease.

CMS proposes that appropriately trained and certified auxiliary personnel could furnish these services
under the direct supervision of the billing practitioner. CMS identifies several qualifying certification
standards and proposes recognizing training through certain evidence-based health promotion and
disease prevention programs. As an exception to the direct-supervision framework, health coaches
employed by qualifying community-based organizations could furnish the services under the general
supervision of the billing practitioner, provided the applicable training and certification requirements
are met.

For payment, CMS proposes work RVUs of 1.00 for 0591T, 0.70 for 0592T, and 0.23 for 0593T, using
chronic care management services as crosswalks for the individual services and group diabetes self-
management training for the group service. CMS proposes no frequency limitations, provided the
services are reasonable and necessary, and notes that the codes are already on the Medicare Telehealth
Services List. CMS seeks comment on the proposed valuation and conditions of payment and whether it
should instead establish new HCPCS G-codes for health coaching rather than nationally pricing the
existing Category Il CPT codes.

E/M Resource Overlap Between Stand-Alone Visits and Global Periods

CMS proposes to reduce payment when a separately identifiable office/outpatient E/M visit billed with
modifier -25 is furnished by the same physician, or a physician in the same group practice, on the same
day as a procedure with 0-, 10-, or 90-day global period. CMS believes the current methodology may

10



result in duplicative payment because global surgical packages already include certain pre- and post-
service E/M resources, even when the same-day E/M service is significant and separately identifiable.

Under the proposal, the most expensive service would be paid at 100%, while all other E/M visits and
surgical procedures furnished that day would be paid at 50%. CMS states that the 50% reduction is
consistent with its longstanding multiple procedure payment reduction policy. CMS seeks comment on
whether a smaller reduction, such as 25%, would be more appropriate. CMS also seeks comment on
whether the policy should extend beyond office/outpatient E/M visits to other settings, including
inpatient E/M services, and whether additional conditions of payment are needed to prevent physicians
from scheduling services on separate days solely to avoid the reduction.

Strategies for Improving Global Surgery Payment Accuracy

CMS proposes to pause the claims-based data collection on postoperative visits required by section 523
of MACRA while it evaluates how best to improve the accuracy of global surgical payments and reduce
reporting burden. CMS states that available data indicate that many postoperative visits included in 10-
and 90-day global packages are not occurring as assumed. CMS is also publishing a public-use file that
displays imputed RVUs for postoperative visits included in 10- and 90-day global packages and seeks
comment on additional data sources and potential future valuation strategies. CMS is not proposing to
revalue global surgical packages through this component of the rule for CY 2027.

Revisions to Teaching Physician Policy Related to the Primary Care Exception

CMS proposes to expand the primary care exception by removing the regulatory restriction limiting
eligible office/outpatient E/M services to those of “lower and mid-level complexity.” This would allow
CMS to include level 4 and 5 visits among the E/M services that residents may furnish without the
teaching physician’s presence, as specified through program instructions, when the existing
requirements of the primary care exception are met. The teaching physician would still provide direct
supervision and determine whether allowing the resident to furnish the service without their presence is
clinically appropriate.

To implement this change, CMS proposes removing the regulatory limitation that restricts the exception
to visits of “lower and mid-level complexity,” thereby allowing CMS to specify eligible E/M codes
through program instructions. CMS notes that level 4 visits have become the most commonly billed
office/outpatient E/M services and believes the proposal would provide greater autonomy to residents
and flexibility to teaching physicians and GME programs while maintaining required supervision.

Redesigning Primary Care to Make America Healthy Again

Background
CMS continues to consider how traditional Medicare can incorporate incentives to invest in high-value

care and how primary care valuation can support the entire health care system. As part of the Make
America Healthy Again (MAHA) initiative, HHS is seeking to shift the focus toward preventive rather than
reactive care. The RFl seeks comment on three topics: relative payment for primary care under the PFS;
the payment implications of technology-enabled primary care; and prospective primary care payment
(PPCP) in the Medicare Shared Savings Program (MSSP).
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Reconsidering Relative Primary Care Payment in the Medicare Physician Fee Schedule

Traditional Medicare’s FFS payments for primary care are mostly made through traditional O/O E/M visit
codes. CMS reiterates its concern that these codes do not adequately distinguish a longitudinal care
relationship and the extra time, coordination, and resources that go into those visits. Even with recent
changes (increased E/M work RVUs, G2211), CMS is considering establishing distinct categories of O/0
E/M visits in future rulemaking, with distinctive categories such as longitudinal care, acute care, or
consultative visits. CMS notes that private payers, but not Medicare, pay for consultative services (CPT
codes 99242-99245) and requests feedback on whether the complexity of these services is closer to the
acute care services versus the longitudinal care services. CMS also asks a series of questions for
commenters to respond to that specifically address O/O E/M visits and requests specific data on these
types of services:

e What changes could be made to G2211 to ensure that the billing clinician serves as the focal
point for beneficiaries and considers preventive care, risk factor reduction, and other services
necessary for care coordination?

e Absent a change in CPT coding, should CMS consider creating G codes to recognize the
distinction between and among longitudinal, acute, and consultative visits?

e If CMS were to propose longitudinal or primary care visit types, what should the service period
be and should it be bundled with subsequent care management services?

Care Management Code ‘Family’
Over the past 14 years, CMS has unbundled services previously incorporated into E/M services through

separate coding and payment for care management services. This includes chronic care management
(CCM), principal care management (PCM), transitional care management (TCM), and advanced primary
care management (APCM) services. However, uptake of these codes has been limited due to cost-
sharing and documentation requirements. CMS is asking for feedback on the payment structure of the
newly finalized APCM codes and how to simplify the code set further. Other areas of interest for CMS
are effective relative payment options for between-visit care management services, how supervision
requirements may need to change in a digital environment, and concerns about fraud, waste, and abuse
in the care management code families. CMS also asks for commenters to consider if the current care
management codes are duplicative and how CMS can standardize requirements across these codes.

Payment Implications of Technology Enablement of Primary Care

CMS seeks comment on how the growing use of technology and clinical Al is changing primary care
delivery and how Medicare payment should account for these changes. CMS notes that Al applications
currently in widespread use are primarily focused on reducing administrative burden and supporting
clinical decision-making but anticipates that technology could increasingly shift primary care toward
more proactive, data-driven, and personalized care. CMS is particularly interested in how Al affects the
time, intensity, workflow, and resource costs of primary care, including how clinicians use additional
capacity created by productivity gains and where technology-enabled services are not adequately
captured under existing coding and payment structures.
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CMS also seeks input on developing a comprehensive and consistent approach to payment for
technology-enabled care given its potential to lower the cost of delivering services while improving
quality. CMS asks whether payment should be tied more directly to demonstrated clinical outcomes and
how it should evaluate the effects of technology on quality, downstream costs, clinical practice, and the
beneficiary experience. CMS is also interested in lessons from private payers; safeguards related to
safety, privacy, and fraud, waste, and abuse; and whether clinical outcomes or activity data could be
submitted through FHIR-based APIs without creating additional administrative burden. CMS also seeks
feedback on payment structures beyond outcomes-based and prospective payment.

Technology and Al-Augmentation in Primary Care via the Medicare AWV

CMS seeks comment on whether technology and clinical Al could improve the Initial Preventive Physical
Examination (IPPE) and transform the Annual Wellness Visit (AWV) from a point-in-time assessment into
a more continuous, data-driven, and beneficiary-specific preventive care function. Potential applications
include collecting pre-visit health-risk information and tailoring questions based on a beneficiary’s
language or health literacy; summarizing medical and family history; supporting standardized clinical
workflows and risk identification during the visit; recommending follow-up actions for clinician review;
and generating personalized post-visit instructions.

CMS notes that much of this activity may already be permissible under existing billing policy but seeks
feedback on which AWV components could be delivered more efficiently using Al and which continue to
require direct involvement by physicians, other medical professionals, or medical professionals under
physician supervision. CMS is also exploring whether existing enrollment, billing, supervision,
documentation, and data-sharing requirements create barriers to models in which Al technology
companies employ or contract with appropriately licensed medical professionals or partner with
Medicare-enrolled clinicians and suppliers. CMS asks whether payment or policy changes are warranted
to support these arrangements and what program-integrity concerns they may create.

CMS notes that existing evidence regarding the effect of AWVs on clinical outcomes, utilization, and
spending is mixed. Accordingly, CMS seeks evidence that Al-enabled AWVs improve meaningful clinical
and beneficiary-reported outcomes rather than merely increasing AWV volume, documentation
completeness, coding intensity, or downstream low-value care. CMS also asks how Al could improve
information sharing from the AWV throughout the patient’s ongoing primary care relationship and
which outcomes technology companies participating in AWV delivery should be held accountable for.

Developing Prospective Payment in the Shared Savings Program

CMS remains interested in developing prospective primary care payment (PPCP) in traditional Medicare,
beginning with the Shared Savings Program. Over the past decade, CMS has also repeatedly tested
Medicare primary care payment models for primary care services through hybrid payments, population-
based payments, and total care capitation. For more information on capitated payment arrangements in
CMMI models, please refer to Table A-E2. CMS notes that APCM retains the structure of FFS billing and
may not provide sufficient incentives for practices to focus on proactive, population-based, non-visit
care management activities.
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The overall goal of capitated payments is to give clinicians flexibility in care delivery and reduce the
volume-based incentives in traditional Medicare. CMS states that capitated payments can provide
steady, predictable cash flow that enables clinicians to deliver care in innovative and flexible ways, such
as non-face-to-face care management, telehealth, and electronic messaging. CMS remains interested in
increasing participation of primary care teams in Shared Savings Program ACOs and seeks feedback on
potential primary care capitated payment arrangements in the Shared Savings Program. Other areas on
which CMS seeks feedback include assessing ACO Participant readiness for capitated payment
arrangements, what operational changes ACOs would need to undertake, if there should be limited
eligibility and access to these payment arrangements, key elements of the payment design and
structure, and care delivery requirements.

While CMS is primarily focused on the development of PPCP within accountable care, it is also
considering a primary care global period for traditional Medicare in the future. After an initiating visit,
primary care services would be reimbursed over an interval of care consistent with the development of
a longitudinal relationship between clinician and patient. Some of the services that could potentially be
bundled as part of the primary care global code family could include the IPPE or AWV, O/O E/M services,
and care management services such as advanced primary care management services. Commenters are
asked to consider which and how many services should be bundled, whether there should be a hybrid
capitation model with a reduced FFS component, and how to establish payment levels best.

Comprehensive Outpatient Rehabilitation Facility (CORF) Services and KX Modifier Thresholds

Technical Corrections of CORF Regulations

CMS proposes to issue technical corrections to amend certain references for specific regulations (e.g.,
details for durable medical equipment can be found at § 410.100(k) instead of § 410.100(1)).

KX Modifier Thresholds

CMS proposes to increase the CY 2026 KX modifier thresholds by the 2.5% 2017-based MEI update,
raising the CY 2027 threshold from $2,480 to $2,540 for physical therapy and speech-pathology services
combined and, separately, for occupational therapy services.

Supporting Beneficiaries Planning for Future Medical Decisions

Advance Care Planning (ACP) Services (HCPCS Codes GACP1 and GACP2)
CMS adopted new coding in CY 2016 for payment of Advance Care Planning (ACP) services as a separate

Part B service or an optional element of the annual wellness visit (AWV). Over the past decade, CMS has
received feedback that ACP services may be underutilized because practitioners believe only time they
personally spend can count. While ACP utilization has risen, CMS believes that new coding could more
accurately distinguish the work of billing practitioners versus clinical staff.

CMS is proposing to create two new HCPCS codes to describe ACP services furnished by clinical staff
under the direct supervision of the billing physician or other practitioner (and incidental to their
professional services) and proposing that the existing CPT codes 99497 and 99498 would only be used to
report time personally spent by the billing practitioner.
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e GACP1 - (Advance care planning including the explanation and discussion of advance directives
such as standard forms (with completion of such forms, when performed), first 20 minutes of
clinical staff time with the patient, family member(s), surrogate directed by a treating physician
or other treating qualified health care professional). CMS is proposing a work RVU of 1.00, based
on a crosswalk to the work time of CPT code 99490 and for direct PE, 20 minutes of clinical labor
in the service period;

e GACP2 - (Advance care planning including the explanation and discussion of advance directives
such as standard forms (with completion of such forms, when performed), each additional 20
minutes with the patient, family member(s), surrogate directed by a treating physician or other
treating qualified health care professional (List separately in addition to code for primary
procedure)). CMS is proposing a work RVU of 0.7, based on a crosswalk to the work time of CPT
code 99439 and for direct PE, 20 minutes of clinical labor in the service period.

These new G codes and the existing CPT codes 99497 and 99498 could be reported together, as long as
the time thresholds were met. CMS is asking for feedback on whether it would be better if the G codes
could represent the combined time of a billing practitioner and their clinical staff within a single code in
case they did not individually meet time thresholds. CMS is also asking for practitioners to weigh in on
whether the “incident to” criteria are typically met for ACP services by a separately billed E/M visit or
might best be included in a new code inclusive of combined time spent by both a reporting practitioner
and clinical staff. CMS is seeking public comments that specify or clarify the alternative new coding, the
typical care team structure, how much time is typically spent by the billing practitioner and by their
staff, when, and the clinical circumstances of patients.

Request for Information (RFl) on Community-based Palliative Care

Drawing on prior CMS Innovation Center tests focused on complex and serious illness care, CMS seeks
comment on potential requirements for community-based palliative care and where it should focus on
fraud, waste, and abuse. CMS also requests feedback on:

e Eligibility of Serious lliness Care

e Eligibility for Palliative Services

e Future of Care Management Services
e Advance Primary Care Management

Request for Information on Intensive Lifestyle Interventions to slow progression of Alzheimer’s disease

CMS seeks information on the evidence, resource costs, and payment requirements for intensive,
multidomain lifestyle interventions intended to reduce the risk of or slow the progression of Alzheimer's
disease and related dementias (AD/ADRD). Questions address clinical and cost outcomes; eligibility;
essential intervention domains and interdisciplinary team members; supervision; frequency and
duration; virtual delivery; and fraud, waste, and abuse. CMS notes that MAHA ELEVATE is accepting
applications to generate evidence on lifestyle interventions, but CMS does not currently endorse specific
interventions.
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Current Procedural Terminology (CPT) Request for Information (RFI)

CMS raises concerns with the current CPT and RUC process, including reliance on a private organization
with a potential conflict of interest, and cites recommendations from MedPAC and National Academies
of Sciences, Engineering, and Medicine (NASEM) on establishing separate groups to make payment
recommendations and alternative sources for data collection. Given these concerns, CMS asks a series
of questions on the influence of the CPT coding system and the overall process of physician payment.

e What, if any, evidence is there for CMS to consider regarding the harms or challenges associated
with AMA’s monopoly over CPT-4 licenses for health care entities?

e What, if any, evidence is there that the generation of CPT-4 codes follows a process of
identification of medical necessity?

e  Which, if any, alternatives exist to CPT-4 for CMS to consider as part of the national coding
standard for physician services? Would CMS need to specify a separate legal standard, or could
CMS allow for private competition to supplement the existing CPT-4 coding standard?

e What objective alternatives exist, or could be developed, to maintain a more objective process
than the current AMA CPT and RUC committee processes? How would these alternatives
support or inhibit innovation?

e What are the benefits and drawbacks of paying for physician procedural services based on the
underlying ICD-10 procedure code, as an alternative to CPT-4 code? How could the ICD-10-PCS
services be grouped or bundled into payment categories? What other alternatives exist for
bundling or grouping procedural services?

Drugs and Biological Products Paid Under Medicare Part B: Discarded Drugs

Requiring Manufacturers of Certain Single-Dose Container or Single-Use Package Drugs to Provide

Refunds with Respect to Discarded Amounts

Under the Infrastructure Investment and Jobs Act, drug manufacturers are required to provide CMS a
refund for certain discarded amounts from single-dose or single-use packaged drugs. In the CY 2024 PFS
final rule, CMS finalized an application process for manufacturers to request an increase in the
applicable percentage threshold for discarded amounts beyond which the refund is applied due to
unique circumstances. In this proposed rule, CMS considers a resubmitted application for increased
applicable percentage for Leukine® (sargramostim). CMS proposes to maintain the existing applicable
percentages for this drug and declines to accept the requested increase.

Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs)

Payment for Certain Preventive Services

CMS is proposing to recognize Diabetes Self-Management Training (DSMT) and Medical Nutrition
Therapy (MNT) services as qualified preventive services that are covered and paid under the all-inclusive
rate (AIR) as stand-alone billable visits under the RHC benefit. CMS believes that continuing to exclude
DSMT and MNT from RHCs would limit access for rural Medicare beneficiaries, and this proposal would
strengthen access to services that address prevalent chronic conditions. Because these services may be
furnished by certified providers who are not necessarily RHC practitioners, these services would be
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furnished under direct supervision of an RHC practitioner. Similar to FQHCs, when DSMT or MNT is
furnished on the same day as another qualified visit, the RHC would be paid one AIR for that encounter.

Services Furnished Using Telecommunication Technology

As part of the Consolidated Appropriations Act, 2026, CMS was granted continued authority to pay for
FQHC and RHC non-behavioral health telecommunication technology services as Medicare telehealth
services. Also, as part of the legislation, Congress extended the suspension of the requirement of an in-
person visit every 12 months for mental health visits through December 31, 2027. CMS is proposing to
modify the regulatory text to align with the CAA, 2026.

Proposed CY 2027 FQHC PPS Market Basket Update
The FQHC PPS base rate is required to be updated annually by the percentage increase in a market

basket of Federally qualified health center goods and services as issued through regulations, or if such
an index is not available, by the percentage increase in the MEI. For CY 2027, CMS is proposing to use an
estimate of the percentage increase in the 2022-based FQHC market basket to update payments, which
is estimated to be 2.5 percent. Multiplying the CY 2026 FQHC PPS base rate amount of $207.72 by the
proposed CY 2027 FQHC market basket update of 2.5 percent results in a proposed CY 2027 FQHC PPS
base rate amount of $212.91. For the final rule, CMS proposes to update the market basket and
productivity adjustment using historical data through the second quarter of 2026.

Proposed Changes to the Ambulatory Specialty Model (ASM)

In the CY 2026 Medicare Physician Fee Schedule final rule, CMS established the Ambulatory Specialty
Model (ASM), a mandatory alternative payment model with five performance years beginning January 1,
2027. Based on feedback and internal review, CMS is proposing technical refinements and adjustments
to the model. This model is for physicians who treat patients with heart failure or low back pain and is
designed to facilitate better coordination between specialists and primary care physicians while also
reducing Medicare expenditures and avoidable hospitalizations.

CMS proposes several technical clarifications to participation and eligibility requirements, including
circumstances in which an existing ASM participant no longer meets eligibility requirements. CMS also
proposes exceptions from specified model requirements for certain heart failure participants whose
specialty designation changes and for participants affected by certain TIM changes. A participant
granted an exception would not be subject to performance assessment or payment adjustments and
would not be eligible for Medicare program waivers under the model for the applicable performance
year. CMS further proposes grounds for CMS to terminate participation and clarifies that participants
may not voluntarily terminate their participation.

CMS also proposes clarifications to data-submission requirements for small practices — those with 15 or
fewer clinicians — and group-level reporting of improvement activities. Administrative claims-based
quality measures would be scored at the individual level, reducing reporting burden and ensuring that
performance assessment reflects the individual participant’s performance. CMS proposes voluntary
submission of PROMIS and other patient-reported outcome data, with a quality-performance-category
scoring incentive for qualifying submissions. To align with the 2024 CMS Interoperability and Prior
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Authorization final rule, CMS proposes to make the Electronic Prior Authorization measure voluntary for
the 2027 performance year and required beginning with the 2028 performance year. CMS also proposes
a rural adjustment in calculating an ASM participant’s final score.

Limiting Medicare Coverage of Certain Individuals

Limiting Coverage Under Medicare Part A and Part B to Certain Individuals

Last year, the Working Families Tax Cut legislation was enacted and established that an individual may
be enrolled in Medicare only if they are part of one of the following four groups:

1. Acitizen or national of the United States;
An alien who is lawfully admitted for permanent residence under the Immigration and
Nationality Act;

3. Analien who has been granted the status of Cuban and Haitian entrant; or

4. Anindividual who lawfully resides in the United States in accordance with a Compact of Free
Association.

Previously, Medicare eligibility for noncitizens generally depended on whether an individual was
“lawfully present.” CMS proposes regulatory changes to implement the new statutory eligibility
categories by defining the term “eligible noncitizen.” This new framework would apply to Medicare
eligibility, while title Il Social Security benefits would continue to use the “lawfully present” standard.
Individuals who were entitled to or enrolled in Medicare as of July 4, 2025, but do not meet one of the
new eligibility categories, are subject to an 18-month statutory grace period. The Social Security
Administration would send termination notices to these individuals near the end of December 2026,
with termination effective February 1, 2027. For individuals outside this grace-period population who
later become ineligible, termination would generally take effect at the end of the month following the
month in which the notice is dated.

Enrollment Pathway for Individuals Who Gain or Regain Eligibility

Individuals may later become eligible if their citizenship, nationality, or immigration status or category
changes. CMS proposes to establish a special enrollment period (SEP) for these individuals, because an
individual might gain eligibility at a time that does not clearly fall within an established enrollment
period. The SEP would begin in the month in which the individual provides sufficient documentation to
establish eligibility, and the proposed special enrollment period would end 6 months later.

Limiting Coverage under Medicare Part C, Medicare Part D, and Cost Plans to Certain Individuals

Because eligibility for enrollment in an MA Plan, Part D plan, or cost plan is dependent on an individual’s
underlying entitlement to Medicare Part A and/or Part B, CMS is also applying the eligibility
requirements to all parts of Medicare. Individuals who do not meet the eligibility requirements will be
disenrolled from their MA, Part D, and cost plans. CMS proposes to create an involuntary disenroliment
process separate from the existing loss of entitlement to Part A/Part B disenrollment process.
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Medicare Prescription Drug Inflation Rebate Program

The Inflation Reduction Act of 2022 (IRA) requires manufacturers of certain drugs provided under Part B
and/or Part D to provide rebates to the federal government if their prices increase faster than the rate
of inflation (“Medicare Prescription Drug Inflation Rebate Program”). To further implement the Part B
Drug Inflation Rebate Program, this proposed rule clarifies which data source would be used to identify
the “first marketed date” in the absence of ASP data; modifies the skin substitute exclusion category to
apply only to certain products; and clarifies which CPI-U index data would be used to determine the
benchmark period when a certain month’s data is unavailable. To further implement the Part D Drug
Inflation Rebate Program, this proposed rule clarifies the definition of “applicable period CPI-U” when
first-month CPI-U data is unavailable; clarifies which CPI-U index data would be used to determine the
benchmark period when a certain month’s data is unavailable; and requires covered entities to submit
Part D 340B data to the 340B repository for claims with dates of service on or after January 1, 2027.

Medicare Part B Drug Rebates for Single Source Drugs and Biological Products with Prices that Increase

Faster than the Rate of Inflation

CMS proposes updating the definition of “first marketed date” to clarify that the Agency will identify the
first marketed date from an alternative public source, such as from the NDC Directory, when it is missing
from ASP data reported by NDC-11 to CMS.

CMS proposes to narrow the skin-substitute excluded-product category so that any skin substitute
licensed as a drug or biological product under section 351 of the Public Health Service Act would be
treated as a Part B rebatable drug. CMS notes that no skin substitute currently has such a license.

Due to appropriations lapses, the Bureau of Labor Statistics failed to release its October 2025 CPI-U data
that is used for calculating inflation rebates. November 2025 data was ultimately used. To codify this
approach, CMS is proposing to use the CPI-U data for the first month for which CPI-U data are available
following the month for which CPI-U data are unavailable.

Medicare Part D Drug Rebates for Certain Drugs and Biologicals with Prices that Increase Faster than the

Rate of Inflation

Due to the inability to access BLS CPI-U data in October 2025 as previously described in the section on
Part B rebates, CMS is proposing to use the CPI-U data for the first month for which CPI-U data are
available following the month for which CPI-U data are unavailable for Part D rebates as well.

Under the law, units of Part D drugs that receive a discount under the 340B program are exempt from
the inflation rebate. However, CMS does not currently have access to data on which units of Part D
drugs were purchased under the 340B program.

In last year’s rule, CMS finalized a methodology that identifies potentially 340B-eligible Prescription Drug
Event (PDE) records based on the prescriber’s affiliation with a registered covered entity and the
dispensing pharmacy’s designation as a 340B contract pharmacy. To address undercounting of 340B-
excludable units for AIDS Drug Assistance Program (ADAP) enrollees, CMS proposes treating all Part D
units for an enrollee as 340B-eligible when the ADAP is the supplemental payer.
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Last year’s rule established a voluntary Medicare Part D Claims Data 340B Repository (“340B
repository”) to collect data submitted by covered entities. CMS now proposes to require covered
entities to submit data for Part D claims with dates of service on or after January 1, 2027. Required
elements would include the date of service, prescription or service reference number, fill number,
dispensing pharmacy NPI, and NDC-11. Data would be submitted quarterly, within one calendar quarter
after the close of the reporting quarter.

Medicare Shared Savings Program

Beneficiary Assignment Methodology

For performance years beginning January 1, 2028, CMS proposes to broaden assignment eligibility to
beneficiaries who have at least one month of concurrent Part A and Part B enrollment, with no
Medicare Advantage or other Medicare group-health-plan enroliment during that month, within the
applicable 12-month assignment window. CMS also proposes excluding from the assignment calculation
the allowed charges for primary-care services that an ACO professional bills through a TIN that is not
participating in the ACO. This is intended to prevent services billed outside the ACO from affecting
whether the beneficiary is attributed to that ACO and to reduce opportunities to manipulate
assignment. CMS would also update the primary-care-service codes used for assighment to reflect PFS
coding changes; certain code updates would begin in PY 2027, while the broader methodology changes
would begin in PY 2028.

Quality Performance Standard and Other Quality Reporting Requirements

CMS proposes to retain MIPS CQMs as an available APP Plus collection type for PY 2027 and later years,
including continuation of the associated reporting incentive. It would also establish a new Medicare
eCQM collection type that applies eCQM specifications only to an ACO's assigned Medicare beneficiaries
rather than to its all-payer, all-patient population. ACOs could report all five clinician-reported measures
as Medicare eCQMs or use a combination of eCQMs, Medicare eCQMs, MIPS CQMs, and Medicare
CQMs. The APP Plus set would contain eight measures in PY 2027: five ACO-reported measures, two
administrative claims measures, and CAHPS for MIPS; CMS proposes removing Initiation and
Engagement of Substance Use Disorder Treatment and Adult Immunization Status. CMS would also
revise Medicare-CQM beneficiary eligibility to align with the assigned population, expand use of flat
benchmarks, and change the excluded-measure scoring policy so that the special scoring treatment
generally applies only when four or more measures are excluded. Beginning with PY 2026, an ACO could
exclude participant TINs from submissions for specified circumstances - such as events outside its
control or specialty CEHRT that cannot support APP Plus - if the remaining TINs cover at least 95% of
assigned beneficiaries before measure specifications are applied.

Shared Savings Program Certified Electronic Health Record Technology (CEHRT) Use Requirements

Beginning in PY 2027, CMS proposes replacing the current requirement that ACOs report all MIPS
Promoting Interoperability measures and activities. An ACO would instead satisfy the CEHRT
requirement through one of three pathways: (1) use CEHRT to report completely at least one of the five
ACO-reported APP Plus measures as an eCQM or Medicare eCQM; (2) use CEHRT to support complete
reporting of at least one of those measures and attest that the data were collected through a FHIR-
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based APl using a certified Health IT Module; or (3) attest that it meets at least one CMS-established,
ACO-level CEHRT-use metric. For PY 2027, the proposed metrics draw from Promoting Interoperability
concepts and address meaningful CEHRT use, including health-information exchange and electronic
access; specified exclusions would be available where an ACO cannot reasonably satisfy a metric. CMS
also proposes related public reporting so beneficiaries can see how an ACO met the CEHRT requirement.

Request for Information on Applying Electronic Prior Authorization Measures to Shared Savings Program
ACOs
CMS seeks input on whether and how electronic prior-authorization expectations should apply at the

ACO level. One approach would create an ACO-specific measure requiring an ACO to use designated
FHIR-enabled CEHRT modules to complete at least one electronic prior-authorization request and obtain
at least one determination for an eligible item or service. CMS is also considering how existing or
planned Promoting Interoperability prior-authorization measures might be adapted for ACOs, including
appropriate denominators, attribution of responsibility across participants, exclusions, data sources,
burden, and whether performance should be attested to or electronically reported.

Financial Methodology

CMS proposes a package of benchmark and shared-savings changes. For applicable agreement periods
beginning January 1, 2027, it would increase the BASIC track Level E maximum shared-savings rate from
50% to 60%, while retaining the 30% loss-sharing rate, and reduce the maximum positive regional-
adjustment weight for qualifying ENHANCED-track ACOs from 50% to 35%. CMS would raise the prior-
savings adjustment scaling factor from 50% to 75%, risk-adjust the 5% cap applied to positive regional,
prior-savings, and population benchmark adjustments, and add a growth adjustment for ACOs
expanding accountable care to clinicians and beneficiaries without prior value-based-care experience.
CMS also proposes calculating the Accountable Care Prospective Trend using performance-year-specific
modified USPCC growth rates rather than a fixed agreement-period schedule, with guardrails generally
limiting the trend to no more than 1 percentage point below or 1.5 percentage points above observed
national expenditure growth. The proposals are intended to lessen the benchmark-rebasing penalty for
successful ACOs, recognize population complexity, and encourage broader participation.

Beneficiary Engagement

Beginning as early as April 1, 2027, CMS proposes allowing approved ACOs and willing ACO participants
to enter into arrangements that reduce or eliminate Medicare Part B cost sharing for assigned
beneficiaries when the covered service is reasonably expected to maintain or improve the beneficiary's
health. The flexibility would generally apply to Part B items and services but would exclude prescription
drugs and durable medical equipment, prosthetics, orthotics, and supplies. The arrangements would
require CMS approval and safeguards governing eligibility, documentation, beneficiary notice,
nondiscrimination, and protection against inducements; CMS also anticipates making the CMS-
sponsored-model safe harbor available for qualifying arrangements. Separately, CMS proposes ending
the prepaid shared-savings option, which it views as administratively burdensome and less useful than
direct cost-sharing support.
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Proposal to Modify the Methodology and Use Description for Advance Investment Payments

CMS proposes to modify the methodology to determine advance investment payments for ACOs by
eliminating the Area Deprivation Index (ADI) used to capture local socioeconomic factors that are
associated with poor health outcomes and health care disparities. Instead, CMS proposes to establish a
new “rurality” component to the advance investment payment methodology which essentially
distinguishes between rural and non-rural beneficiaries, and is expected to increase payments for the
majority of ACOs by an aggregate sum of $3.6 million per year. Finally, CMS proposes to change the
term “social determinants of health” used to describe one of the options that ACOs can choose to spend
their advance investment payments on to, “upstream drivers of health.”

Identifying ACOs Experienced with Performance-Based Risk Medicare ACO Initiatives

CMS proposes to exclude Legacy TINs and CCNs from the performance calculation to determine whether
an ACO is “experienced with performance-based risk initiatives” or “inexperienced with performance-
based risk initiatives.” This designation determines which participation track an ACO is eligible to enter
(e.g., BASIC or ENHANCED) and the changes proposed by CMS would become effective on January 1,
2027.

Beneficiary Notification Requirements

CMS proposes to change the deadline for ACOs to send standardized written notices informing
beneficiaries of the ACO’s participation in the MSSP, their opportunity to decline claims-data sharing,
and their ability to select another primary care clinician. Instead of providing the notice before or at the
first primary care visit during the performance year, ACOs would provide it by May 30 of that year or a
later date specified by CMS. The change would take effect January 1, 2027. CMS also proposes to
eliminate the 180-day follow-up communication requirement.

Request for Information: Specialty Care in the Shared Savings Program

CMS is requesting input on policy changes and resources that could improve clinical outcomes and
reduce inefficient Medicare spending through ACOs and other similar models, with emphasis on care
delivered by specialists. This can include feedback on any of the following: meaningful engagement;
CMS-delivered tools and support; attribution or assignment modifications; benchmarking; specialist
performance measurement; waiver flexibilities; and ACO and provider burden.

Request for Information (RFl) on Duplicate Laboratory Testing, Imaging, and Result Sharing and
Interoperability

CMS seeks comment on potential payment and interoperability policies to reduce unnecessary duplicate
laboratory testing and diagnostic imaging. CMS states that laboratory results and imaging data often
remain siloed within the systems where they were generated, leaving treating clinicians unaware of or
unable to access prior results. According to CMS, these gaps can delay or fragment care, increase costs,
result in unnecessary repeat testing, and expose patients to avoidable radiation.

To address duplicative payment, CMS is considering clarifying billing instructions for laboratories and
imaging centers; implementing Medicare Administrative Contractor claims edits that would deny or
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reduce payment for duplicative tests; using payment-integrity approaches to recoup payments; and
establishing frequency limitations for certain tests. CMS seeks feedback on how a duplicative test should
be defined, which tests should be subject to payment restrictions, and what exceptions are necessary
when repeat testing is clinically appropriate. CMS specifically asks how physicians could document or
communicate the clinical justification for repeat testing in circumstances such as trauma, stroke, or
evolving emergencies without creating barriers to necessary use.

CMS also seeks input on improving the interoperability of laboratory results and diagnostic images. CMS
notes that imaging exchange remains fragmented and reliant on CDs and DVDs, while laboratory
exchange is hindered by differing ordering workflows, local coding conventions, variations in result
reporting, and inconsistent implementation of existing standards. CMS is considering how national
interoperability networks could support standardized exchange but recognizes that network
participation alone would not resolve challenges involving authentication, patient matching, privacy,
security, and workflow integration.

CMS requests comment on whether incentives, conformance-testing tools, certification approaches, or
implementation guidance could promote adoption of laboratory and imaging exchange standards. The
agency also asks whether payment, quality, or program-participation policies should hold an imaging
clinician or facility accountable when its failure to make prior results available for timely reuse
contributes to avoidable repeat imaging. CMS previously considered requiring hospitals to participate in
a national interoperability network as a Medicare Condition of Participation but is not proposing that
policy because termination from Medicare would be an overly burdensome consequence for
noncompliance.

Finally, CMS seeks feedback on establishing a minimum standard for sharing laboratory and imaging
results, potentially through a USCDI+ supplement. Under the approach identified in the RFI, participating
entities could be required, as a condition of Medicare payment, to send both a structured FHIR R4
Diagnostic Report resource and a human-readable PDF/A version to the ordering clinicians and practices
that have not yet implemented FHIR-native workflows, particularly those in rural areas.

CY 2027 Modifications to the Quality Payment Program Reporting and Data Submission - Transforming
MIPS: MIPS Value Pathway (MVP) Strategy

CMS proposes to begin the transition from traditional MIPS to mandatory MVP reporting in the CY 2029
performance period/2031 payment year. CY 2028 would be the final performance period for traditional
MIPS. Beginning with CY 2029, clinicians participating in MIPS who are not required to report through
the APM Performance Pathway (APP) would generally be required to report through an MVP. Clinicians
and ACOs required to report through the APP would continue to do so. Virtual groups would be
permitted to participate in MVPs beginning in CY 2029, although CMS acknowledges that additional
operational policies would be needed because virtual groups may include clinicians from multiple TINs.

CMS proposes three new MVPs for CY 2027:

e Diabetic Disease;
e Hypertension; and
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e Hospitalist Care.

Combined with the existing MVPs, CMS estimates that approximately 98 percent of specialties would
have an applicable MVP. CMS is seeking feedback on how to accommodate subspecialists and other
clinicians who may not have sufficient applicable quality or cost measures under an available MVP. CMS
views MVPs as a way to make MIPS reporting more specialty-specific, improve comparability among
similar clinicians, and create more coherent sets of quality, cost, improvement activities, and
interoperability measures.

QPP Reporting and Data Submission

CMS proposes a total inventory of approximately 180 quality measures:

e 10 measures added for CY 2027;

e 20 measures removed;

e 43 measures substantively modified; and

e one additional measure added beginning in CY 2028.

CMS proposes to designate certain measures as MIPS core measures. These would represent measures
that CMS considers particularly meaningful, broadly applicable or important for national quality
priorities. The current requirement to report an outcome measure—or another high-priority measure
when an outcome measure is unavailable—would be replaced by a requirement to report at least one
MIPS core measure:

e One of the six quality measures under traditional MIPS; or
e One of the four quality measures under an MVP.

Clinicians would be permitted to attest that no MIPS core measure is applicable to their practice. Small
practices would be exempt from the core-measure reporting and attestation requirements. CMS
proposes to eliminate the separate high-priority measure designation because the new core-measure
structure would take its place. CMS proposes changes intended to align APP quality measures and data-
submission requirements with Medicare Shared Savings Program quality reporting. CMS proposes a
Medicare electronic clinical quality measure collection type for Shared Savings Program ACOs, along
with associated data-completeness and benchmarking requirements.

CMS proposes to:

e Add six improvement activities;
e Modify five activities; and
e Remove 11 activities.

The additions include activities related to care coordination and a new subcategory focused on
advancing health and wellness.

CMS proposes several changes to promote interoperability, including:
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e Aligning the CEHRT definition with updated ONC certification requirements;

e Removing certain ONC Direct Review and certification-body surveillance attestations;

e Removing the Security Risk Analysis as a separately reported Pl measure;

e Making the Electronic Prior Authorization measure optional for CY 2027; and

e Making electronic prior authorization measures required but unscored beginning in CY 2028,
including a new prescription-drug prior authorization measure.

CMS seeks input on using FHIR-based technologies to support more automated, standardized, and less
burdensome QPP reporting.

MIPS Final Score Methodology
Under the proposed core-measure scoring policy, a clinician or group that is not a small practice and

does not:

1. Report an applicable core measure; or
2. Attest that no core measure applies, would receive zero achievement points for one quality
measure.

Small practices would not be subject to the zero-point core-measure policy and would not have to
submit the no-applicable-measure attestation.

CMS proposes special treatment for:

e Topped-out measures used by specialties with limited measure choices; and
e Topped-out measures designated as MIPS core measures.

These measures could continue to earn between one and 10 points under a defined topped-out
benchmark rather than being subject to the usual seven-point cap. CMS proposes moving the list of
measures receiving special topped-out treatment from the annual Federal Register rule to the QPP
Resource Library, allowing CMS to update the information more efficiently. Medicare CQMs would use
flat benchmarks beginning with the CY 2026 performance period. The proposed Medicare eCQM
collection type would use flat benchmarks beginning with the CY 2027 performance period. For CY 2027,
the Electronic Prior Authorization measure would be optional and would provide 10 Pl bonus points
when a clinician attests “Yes” to meeting the measure. CMS proposes to clarify that MIPS-eligible
clinicians participating in an APM would receive an improvement-activities score of at least 50 percent.

Third Party Intermediaries General Requirements

CMS clarifies that, beginning with the CY 2025 performance period/2027 payment year, a health IT
vendor may no longer submit MIPS data merely as a health IT vendor. To submit data, the organization
would need to qualify as a QCDR, qualified registry or another approved intermediary type.
Intermediaries would be required to provide feedback that corresponds to the clinician’s actual
participation level, such as:

e Individual;

e Group;
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e Virtual group;
e Subgroup; or
o APM Entity.

An intermediary with fewer than 10 QPP participants would be required to audit all participants. When
fewer than five patient records are available for a participant, the intermediary would audit all available
records. Existing sampling requirements would continue for larger populations.

A QCDR or qualified registry would have to be able to submit at least six quality measures, including at
least one MIPS core measure. CMS proposes reducing the inactivity threshold from two years to one
year. A QCDR or qualified registry that did not submit data during the preceding year would have to
provide a participation plan during self-nomination. CMS could request documentation showing that the
intermediary has contracted with QPP participants that intend to submit data. CMS could terminate the
intermediary if it cannot provide documentation or the documentation indicates that it will not submit
data. Information submitted for CMS'’s public list of qualified intermediaries would need to be final;
intermediaries generally could not revise the information after it is publicly posted.

MIPS Scoring and Reweighting

The overall MIPS score would continue to range from zero to 100 points. The general CY 2027
performance-category weights would remain:

e Quality: 30 percent;

e Cost: 30 percent;

e Promoting Interoperability: 25 percent; and

e |Improvement Activities: 15 percent.

CMS proposes to use the most current and reliable data available to determine whether a clinician is
located in a disaster-affected area. CMS could use claims-based information, including the ZIP code
associated with the place of service, in addition to or instead of PECOS enrollment data.

When a clinician cannot submit data because an intermediary failed to meet its contractual
responsibilities, CMS proposes to extend the reweighting request deadline from November 1 to
December 31 of the year preceding the applicable payment year. The clinician would need a written
agreement showing that the third party was responsible for submitting the data. CMS would grant the
reweighting only after the submission period confirms that the data were not successfully submitted.
This third-party failure policy would apply to the quality, improvement activities and Promoting
Interoperability categories. CMS calculates the cost category from claims, so it generally does not
depend on intermediary submission.

Public Reporting

CMS proposes to eliminate the policy that generally delays public reporting of improvement-activities
and Promoting Interoperability information during an MVP’s first year. If the data meet CMS’s
established public-reporting standards, information reported through a new MVP could be displayed
during the first year that the MVP is available. CMS believes the change would give patients and other
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users more timely information while avoiding different public-reporting timelines for established and
newly created MVPs.

CMS requests feedback on changing the way it assigns one-to-five-star indicators for administrative-
claims quality measures. CMS is considering a methodology based on standard deviations from the
national mean rather than dividing the range of scores into equal intervals. CMS is also seeking input on
whether a similar approach could eventually be used to publicly display cost-measure performance. The
star-rating discussion is a request for information, not a proposed policy change for CY 2027.

Advanced APMs
CMS proposes to apply Qualifying APM Participant and Partial QP status to each combination of a

clinician’s TIN and NPI rather than applying the status to the clinician’s NPI across all practices. The
Advanced APM incentive payment and the higher qualifying APM PFS conversion factor would apply
only to services billed through TINs that participate in the relevant Advanced APM.

A clinician could have different status at different practices:

e A QP for services furnished through one TIN participating in an Advanced APM; and
e Subject to MIPS for services furnished through another TIN that does not participate in the
Advanced APM.

When a clinician participates in multiple APM Entities, CMS would continue assigning the highest QP or
Partial QP status earned, but that status would apply only to the appropriate participating TIN/NPI
combinations. The option for a Partial QP to elect not to participate in MIPS would similarly be applied
at the TIN/NPI level. CMS intends to prevent a nonparticipating practice from receiving Advanced APM
payment treatment solely because one of its clinicians participates in an Advanced APM through a
different organization.

CMS proposes a technical correction clarifying that a clinician cannot receive QP status through an APM
Entity if the entity terminates its participation before the date on which it would have become
responsible for financial risk during the QP performance period. CMS would remove language suggesting
that the termination date could occur during the QP performance period regardless of whether the
entity had actually reached its risk-bearing period. The change would make the QP termination provision
consistent with the existing Partial QP provision. CMS describes this primarily as a clarification and
correction of the regulation rather than a significant expansion of the termination policy.

The most consequential proposals are CMS'’s plan to end traditional MIPS after CY 2028, make MVP
reporting generally mandatory beginning in CY 2029, require reporting of a MIPS core quality measure,
strengthen oversight of QCDRs and registries, and limit Advanced APM status and financial benefits to
the specific TINs through which clinicians participate in an Advanced APM. For CY 2027, practices would
need to pay particular attention to measure selection, intermediary contracts, core-measure
applicability, and electronic prior authorization capabilities.
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