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On July 14, the Centers for Medicare and Medicaid Services (CMS) released its Calendar Year (CY) 2027
Medicare Physician Fee Schedule Rule. The rule advances multiple policies that would help improve the
nation’s health by strengthening primary care in Medicare. It also provides the primary care community an
opportunity to weigh in on future policies through a request for information.

Toward the Future of Primary Care

Decades of evidence have established that communities with stronger primary care and greater continuity
of care — in short, a primary care relationship — have better health, lower costs, fewer hospitalizations and
longer lives. But flawed payment methodologies, rooted in Medicare policy but extending across payers, have
failed to adequately price or support the whole-person, relationship-based primary care that delivers these
outcomes.

With last year’s Medicare fee schedule rule taking initial steps to address mispriced Medicare services, this
year’s proposed rule opens up new opportunities to address this critical issue, strengthens primary care in
ACOs and expands payment and coverage for whole-person primary care. CMS also published a remarkable
31-page Redesigning Primary Care Request for Information (RFI) focused on the future of primary care
payment. As a result of expiration of a temporary Congressionally mandated payment fix, the proposed rule
does include an overall decrease in the conversion
factor of 1.19% - which Congress can address by
advancing broader reforms.
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Key Areas for Comment

Commenters may wish to address the following five policy opportunities:

Continuity: As CMS and primary care embrace potentially transformative innovations by leveraging payment
and technology, primary care relationships remain the single most powerful lever to address population
health and long-term costs. Rather than an incidental byproduct, continuity of primary care should be a
central design principle across payment models.

Hybrid Payment: Encouraging CMS to move forward with a hybrid (population-based and fee-for service)
primary care payment option in MSSP that invests more in front-line primary care.

Pricing/Valuation: Supporting CMS’s review of processes and data sources used in valuation of PFS services
and practice expense; encouraging incorporation of more empirical data to address persistent mispricing.

Whole Health: Building on CY 27 proposals to pay for health coaching, shared medical appointments and
strengthening behavioral health integration reimbursement.

Cost-sharing: Supporting CMS’s Expansion of ACO REACH’s Part B cost-sharing waiver and encouraging
broader relief from burdensome Advanced Primary Care Management (APCM) cost sharing requirements.

The next section of this brief provides guidance about responding to the RFI and regulatory proposals as well as
considers where CMS may go next with respect to reforming primary care payment and delivery through the MPFS.

CMS’s Redesigning Primary Care to Make America Healthy Again RFI

CMS opens this RFI by declaring, “Relatively and accurately valuing primary care appropriately is essential,”
and goes on to provide 31 pages of discussion and questions regarding three models of payment: fee-for-
service, outcomes-based and prospective payment. CMS summarizes the questions succinctly:

“Which of the payment models discussed ... makes the most sense for primary care given the rapid
changes that may arise from recent technological innovation.”

The primary care community knows that no one-size-fits-all solution can be applied across all communities
and every Medicare beneficiary. With proper design, each model could contribute to modernizing Original
Medicare.

But in each model or payment approach, continuity should be a central design principle rather than an
incidental byproduct of payment policy. Patients with continuous relationships experience lower total costs
of care, fewer emergency department visits, fewer hospitalizations, lower mortality and higher patient
satisfaction.”*** Continuous primary care relationships are the heart of high-value care.

Reconsidering relative primary care payment in the Medicare PFS

Evaluation & Management

Citing longstanding concerns raised by researchers and the primary care community with Evaluation
and Management (E&M) services, CMS states that they are barred by law from varying valuation based on
specialty. However, they introduce a novel approach: establish differing values for longitudinal, acute and
consultative visits inclusive of the E&M service and certain between-visit care management activities.
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Primary care advocates and organizations should carefully assess and provide comments on this concept
and its potential impacts on delivery and payment. Commenters should consider carefully whether tying
payment for care management to discrete visits is desirable. Additionally, relationship-based primary care can
include all three categories of visit, sometimes in the same single visit. For example, a primary clinician might
leverage a visit for an acute sore throat to address ongoing management of comorbid diabetes and depression.

Care Management

CMS notes the limited uptake of care management
services, ranging from Chronic Care Management

to APCM, and seeks feedback on whether another
payment structure is needed or whether to streamline
this set of codes.

The PCC has long argued that a new payment system
is needed. We support moving toward population-
based hybrid payments where incentives both drive
desired outcomes and provide long-term stability and
flexibility in how a service is delivered. Incentives

are misaligned when financing for population health
relies on fee-for-service payment.

Yet, even as payment shifts to hybrid payment,
accurate fee-for-service payment for team-based,
non-visit-based services remains important for two
reasons. First, APCM and other care management
services can prevent costly chronic disease
complications and downstream costs, including
for those beneficiaries whose clinician is not an
alternative payment model participant. Second,

ensuring accurate payment today can provide the ,
building blocks for more robust hybrid payment in g
the future.

The Payment Implications of Technology-Enablement of Primary Care
(Including Outcome-based Models)

The RFI notes that primary care practices are already deploying passive medical scribing and, increasingly,
OpenEvidence to ease the flow of information to the clinician and reduce administrative burdens that limit
the time available for patient care. In the years ahead, the use case for these particular technologies may grow
stronger. Other technologies, including Al-informed analytics, personal technology and other applications
also show real promise, and have been incorporated by participants in the CMS Innovation Center’s ACCESS
model.

However, the most powerful clinical and policy lever for reducing overall health system costs and improving
outcomes remains an ongoing relationship with a trusted source of primary care. The reason is simple. For
the Medicare population - aging and typically facing multiple chronic conditions - the partnership amongst
a patient, their caregivers and the primary care team is fundamental to patients’ engagement in their own
health and avoidance of downstream costs.
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Primary care advocates and organizations should embrace the opportunities that Al, and appropriate
payment for tech-enabled care, can offer to support relationship-based, whole-person primary care. CMS’s
payment mechanisms must enable deployment of effective care and population health technologies while
simultaneously strengthening this fundamental primary care relationship.

Establishing Prospective Primary Care Payment in MSSP

In the RFI, CMS seeks comment on detailed questions about the design of potential population-based
Prospective Primary Care Payment in MSSP. Properly designed and implemented, such a policy would be
consistent with previous PCC and Better Health NOW advocacy for hybrid payment. Prior communications
have highlighted several important goals for any such payment:

e Hybrid or primary care capitated payment should be available to all MSSP ACOs.

e Any per member per month payment should increase investment in primary care, and CMS should
leverage public reporting to ensure investments reach the practices themselves.

» A base primary care capitation should incorporate payment for care management, E&M visits and
evidence-informed screening and referral for
behavioral health & social needs; Services outside
the base should be payable on a fee-for-service
basis (e.g. BHI, inpatient E&M).

¢ Population-based payment should not be limited
to the ACO. Primary care practices that participate
in ACOs should have the opportunity to replace
today’s visit or productivity-based cash flow with
monthly, prospective payments at the practice
level.

« To facilitate participation by Federally Qualified
Health Centers (FQHC) and Rural Health clinics,
payment guardrails are needed that would protect
prospective payment system and all-inclusive rate
payment levels.

e Higher payment tiers should be available to
support higher levels of services (e.g., for
integration of behavioral health, health promotion
and social care linkages). Meaningful integration
of behavioral health services requires going
beyond integration of basic care coordination by
including a wider spectrum of behavioral health
services critical to primary care.
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Primary Care Capitated Payment Arrangements — Considerations Outside of
the Shared Savings Program

CMS details a possible path to hybrid payment outside of the ACO context: A global period for primary care
that would be available to primary care practices not participating in ACOs. The PCC has previously called on
policymakers to make hybrid payment available across Medicare but will be consulting with our members
regarding this particular approach. Primary care advocates are encouraged to share perspectives on this
concept and other potential pathways to strengthening primary care.

Encouraging Regulatory Policy Proposals

Relief from Burdensome Cost-sharing Rules

Expansion of ACO REACH Part B cost-sharing waiver

Providing cost-sharing waivers has been a long-sought goal of primary care and accountable care advocates.
This newly expanded waiver policy could be used by willing MSSP ACOs and practices to remove barriers to
whole-person primary care. For example, an ACO might propose to waive monthly cost-sharing for APCM
services or behavioral health integration services, removing a common administrative barrier to adoption of
these valuable services.

Potential Next Steps

Experience with ACO REACH and the private sector demonstrates that additional strategies would further
strengthen relationship-based primary care in Original Medicare.

 Paper-based voluntary alignment: Voluntary alignment allows a Medicare beneficiary to choose the
clinician they consider their primary source of care. But today, MSSP beneficiaries can only voluntarily
align through MyMedicare.gov, and roughly 1 in 400 do so. ACO REACH has tested a paper-based approach
that generates 20 times the number of patient sign-ups.

¢ Remove administratively burdensome cost-sharing for APCM: Patient cost-sharing remains a barrier
for many Medicare beneficiaries and an administrative burden for practices, slowing adoption of APCM
nationwide. Eliminating cost sharing for APCM would advance the Administration’s health goals by
supporting access to primary care and preventive services, while reducing administrative burden.
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Medicare Prices (Valuation)

Longstanding flaws in how MPFS values primary care and other services have contributed to the
underinvestment in primary care. CMS is continuing its efforts to address distorted pricing and shift toward
empirical data.

Indirect Practice Expense

CMS proposed a series of technical, but important, changes to calculation of Indirect Practice Expense (PE)
(general overhead costs—such as rent, utilities and administrative staff). Among the most significant are:

¢ Adjusting how CMS allocates Indirect PE across all MPFS services, to address a systematic overvaluation
of more technical services (e.g. diagnostic and imaging services) identified by a RAND analysis.®

 Eliminating the Indirect Practice Cost Index which has tied valuation to an outdated, low-response-rate
survey conducted in 2007-2008.

Empirical Data Sources

Scrutiny of distorted estimates of clinician time and effort also remain squarely on CMS’s agenda for future
rulemaking. CMS notes their release of a public use file describing follow up visits under 10- and 90-day
surgical global periods and invites comment on “potential revaluation strategies to be considered in further
rulemaking.” CMS also requests comment on potential revaluation of thirteen surgical and diagnostic services,
based on an empirical analysis of the State of Maryland All-Payer Claims Database (APCD). For each of the
13 identified services, if physicians had spent standard work time delivering these services, they would have
needed to spend more than 24 hours a day delivering them.®

What’s Needed Next

Primary care advocates may wish to encourage continued scrutiny of pricing by:

 Urging reform of Surgical Global Period payment, noting years of data from empirical research that
follow-up appointments, included in the global period itself, do not typically occur.’

» Responding to the request for comment regarding the Maryland APCD analysis and encouraging CMS to
partner with other state APCDs to identify similar mispricing.

e Encouraging CMS to establish a Technical Advisory Panel or other expert panel to advise on improvement
of data sources and valuation. Such a body would serve a complementary/supplementary role to other,
existing sources of data and recommendations.

Longitudinal Primary Care, G2111 and ACOs
Proposed Replacement of G2211 with MOD1/MOD2 Modifiers

In 2024, in a win for the primary care community, CMS established a separately payable add-on code that can be
billed alongside a traditional Evaluation & Management (E&M) doctor’s visit. The added payment accounts for
the inherently complex, ongoing care related to a patient’s single serious condition, or a complex condition.

For clinicians not participating in an ACO, but delivering such ongoing care, CMS proposes to discontinue
G2211 but replace it with a MOD1 modifier appended to E&M claims - the most common payment for primary
care visits. Under the new approach, the MOD 1 modifier would increase E&M visit payment by 16%.
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For MPFS clinicians participating in ACOs, however, CMS would replace G2211 with a MOD2 modifier that
would increase E&M payment by 32% — twice that of MOD1. Making MOD2 billable alongside Medicare Part
B E&M visits that are part of an ongoing care relationship could provide significant per-visit boost for ACO-
participating primary care clinicians.

MSSP New Growth Adjustment

A separate policy would incent ACOs that enroll clinicians without prior value-based care model experience
or clinicians serving new-to-value beneficiaries. CMS estimates these policies, together with other MSSP
proposals, will increase MSSP participation by between 0.5 to 1 million beneficiaries each year.

What’s Needed Next

CMS’s proposals appear to recognize the need to promote ongoing care relationships, particularly in the
context of ACOs. However, as proposed, FQHCs and Rural Health Clinics are not permitted to bill new
enhanced MOD2 payment. Even among clinicians billing under MPFS, evidence indicates that investments
intended for primary care do not always get to their intended destination, particularly for those clinicians
employed by health systems.? Commenters may wish to consider:

» Extending Incentives (like MOD2) to FQHCs and Rural Helath Clinics

* Enhancing Funds Flow Transparency: CMS should insist that ACOs publicly report practice level primary
care payment levels and modality (e.g. capitated, visit-based, RVU-based, etc.)

Whole-person Primary Care

Informed by an RFI released in last year’s rule, CMS
takes major steps in paying for health promotion
and improving payment for select Behavioral Health
Integration services — proven effective in primary
care but stymied by today’s fee-for-service payment
structures. Specifically, CMS:

e Proposes health coaching payment.

¢ Firmly establishes payment for Shared Medical
Appointments (SMAs).

» Expands coverage and payment for Diabetes Self-
Management Training and Medical Nutrition Therapy
in Rural Health Clinics.

e Applies a 19.1% increase to Smoking Cessation
and Screening, Brief Intervention, and Referral to
Treatment (CMS had previously finalized similar
increases for General BHI and Psychotherapy).

e Updates and increases work values for Psychiatric
Collaborative Care Model (CoCM) services or codes by
an estimated 10-46%.

Primary Care Collaborative 7



Toward the Future of Primary Care: Key Issues Raised by the 2027 Medicare PFS Proposed Rule

What’s Needed Next

CMS leaders should consider opening a dialogue with patients, clinicians, state Medicaid purchasers,
employers and payers. Such a dialogue, including CM and private actors, would facilitate scaling of important
health promotion and behavioral health integration services. In the interim, commenters should encourage
Medicare to build on this year’s important proposals.

Behavioral Health

e Making Room for Group Visits in BHI: Commenters may wish to explore how appropriately structured,
evidence-based group interventions can be recognized as permissible behavioral health care manager
activities within behavioral health services, potentially including CoCM.

« Following the Evidence on Valuation: CMS based its proposed revaluation of CoCM on information
provided by interested parties. Commenters should highlight any similar evidence on proper pricing of
the full range of evidence-based behavioral health services and delivery models used in primary care.

Shared Medical Appointments

e FQHC and Rural Health Clinic Participation: CMS should explicitly confirm that FQHCs and Rural Health
Clinics can provide and bill for SMA services.

* Expand eligibility for SMA applications: CMS should develop and extend coverage and payment for SMAs
to address a broader range of physical and behavioral health conditions, consistent with the evidence and
the needs of Medicare beneficiaries.

¢ Allow multidisciplinary clinician participation and billing: Commenters may wish to discuss how CMS
could recognize distinct services within an SMA, supporting comprehensive, team-based care.

* Enable Flexibility in SMA Session Duration & Group Size: While the proposal limits duration to sixty
minutes and ten beneficiaries, duration and size should be determined by patient needs, the condition
being treated, quality of care and available clinicians.

| [
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Conclusion

This PCC Issue Brief has highlighted several key FY 27 regulatory initiatives and RFI questions that together
could shape the future of primary care and population health. Whether one’s primary concern is beneficiaries’
access to care, the primary care workforce, health care affordability and value or the health of American
communities, this year’s comment period opens a policy opportunity that should not be missed.

The PCC, working with our Better Health NOW campaign partners, will be submitting comments. We
encourage PCC member organizations and all those with a stake in the future of primary care to respond as
organizations or individuals.

You can comment and review the full text of the rule at regulations.gov. Comments are due September 14%
at 11:59pm EDT.

About the Primary Care Collaborative

The Primary Care Collaborative (PCC) is a nonprofit, nonpartisan, coalition of more than 60 organizational members,
including clinicians, patient advocates, employer groups and health plans. The PCC and its members are dedicated

to a high-quality health care system rooted in whole-person primary care, with a focus on comprehensive, ongoing
relationships and addressing underlying factors to enhance patient experience and health outcomes.
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