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September 10, 2026

The Honorable Mehmet Oz

Administrator

Centers for Medicare and Medicaid Services
Department of Health and Human Services
7500 Security Boulevard

Baltimore, MD 21244

Re: Moving Health Home Response to the Calendar Year (CY) 2027 Medicare Physician Fee Schedule
Dear Administrator Oz,

Care at home is aligned with many of the health care priorities of the Trump Administration, including
expanding patient choice, supporting rural communities, and enabling care to be delivered more
efficiently outside traditional institutional settings.

Allowing patients with hospital-level or post-acute needs to receive care at home ensures fewer
infections, better mental health, less stress for caregivers, better rehabilitation, and more low-cost
capacity in the system. Partner arrangements are one of the fundamental ways care is brought to the
patient.

States are already building this infrastructure through the Rural Health Transformation Program (RHTP).
State plans have prioritized investments in technology-enabled care, such as remote monitoring, and
other capabilities that can extend care beyond the walls of hospitals and clinics. CMS’s proposed
restrictions on partner arrangements would jeopardize the sustainability of RHTP investments before they
are even fully implemented. It would make statewide scaling significantly more difficult, limit participation
by small rural practices, and undermine the ability of states to sustain these programs after time-limited
federal funding expires.

Of first-year funding, 22 states have already announced or awarded about $240 million in RPM-specific
funding. Similarly, 35 states have announced specific dollar figures for opportunities that may fund RPM,
including care at home, totaling over $2.4 billion. It is difficult to reconcile a historic federal investment
encouraging states to build technology-enabled rural care infrastructure with a Medicare payment policy
that would prohibit many of the partnerships needed to operate that infrastructure.

CMS can strengthen oversight without restricting partner arrangements. We encourage the agency to
focus on practitioner accountability, clinical integration, documented care plans, escalation protocols, and
targeted program-integrity safeguards while preserving the flexibility providers need to deliver high-
quality care at home.

Moving Health Home (“MHH") is a coalition of health care organizations with a bold vision to make the
home a site of clinical services. For our members, clinical care in the home refers to a spectrum of health
services provided in the home or place of dwelling outside of a facility, such as hospital-level or acute care,
primary care office, skilled nursing and therapy services, and hospice. It can mean a house call from a
primary care doctor or nurse, a physical therapy session, a laboratory and diagnostic service, a home
infusion, or a full complement of hospital-level services.

At the core, we want to remove regulatory barriers to ensure all patients may choose to receive clinical
care in the home and take advantage of the convenient, high-quality care. Importantly, we believe that
care in the home contributes to patient choice by giving patients the option to receive care on their own


https://www.cms.gov/files/document/rht-program-state-provided-abstracts.pdf
https://connectwithcare.org/wp-content/uploads/2026/08/State-RHTP-Investments-in-RPM.pdf
https://connectwithcare.org/wp-content/uploads/2026/08/State-RHTP-Investments-in-RPM.pdf
https://movinghealthhome.org/
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terms. Providers will be guests in the homes of patients with the institutional aspects of the health care
‘system’ taken away, which promotes trust and communication.

Shifting Away from Regulations that are Biased Toward Facility-Centric Care

In advance of our detailed comments, we urge CMS to shift away from regulations that are biased toward
facility-centric care. Medicare beneficiaries should be empowered to attain the care they need from their
communities, from organizations of their choosing, delivered in a manner that is convenient, accessible,
and effective. The choice should be one that older adults (and the caregivers who support them) are
empowered to make as consumers.

The United States lags behind comparable countries in options for patients to receive care at home.
Research confirms that home-based models are at least as safe as facility-based care and result in
improved clinical outcomes, higher patient satisfaction, and reduced health care costs.

Patients have indicated that they want to receive care at home, with the demand for services provided in
the safety of a patient’s home soaring during the pandemic. According to a consumer survey, 85 percent
of older adults say it should be a high priority for the federal government to expand Medicare coverage
for care at home health care. At the same time, an overwhelming majority of people who have received
care in the home were satisfied (88 percent) and would be likely to recommend it to family and friends
(85 percent).

We believe seniors should have the opportunity to choose the best site of care for their medical needs
and preference, whether that be in the home or the facility. This choice can empower seniors to heal on
their terms — safely, with dignity, and ultimately live a healthier, independent life.

Going back to institutional norms will waste the experience generated by the current care at home
innovations, which flourished under the first Trump Administration. We believe shifting away from facility-
centric regulations, and leveraging technology-enabled care tools like telehealth, remote patient
monitoring, home infusion, home labs, home diagnostics, and primary care at home, enable innovative
care models that focus on patient and caregiver choice.

We look forward to working with CMS as it builds towards an ecosystem where seniors can receive care
more flexibly through virtual care and at home, when appropriate. In our response, we offer feedback to
specific policy proposals.

A. Caregiver Training Services

Moving Health Home (MHH) strongly supports Medicare payment for Caregiver Training Services (CTS)
and urges CMS to take additional steps to ensure these services are accessible and meaningfully utilized.
Caregivers are essential partners in helping patients safely recover, manage chronic conditions, and
remain in their homes. Yet the existence of a Medicare billing code alone does not ensure that patients
and caregivers will benefit from these services.

CMS established Medicare payment for caregiver training services beginning in 2024 and expanded the
available codes in 2025 to support training related to direct care services, behavior management, and
other activities necessary to carry out a patient's treatment plan.

Despite this progress, early utilization remains limited. An April 2026 AARP Public Policy Institute analysis
of early CTS adoption identified lack of provider awareness, reimbursement concerns, workflow barriers,
and other implementation challenges as factors limiting adoption. These findings underscore the need for



https://www.commonwealthfund.org/publications/issue-briefs/2022/mar/primary-care-high-income-countries-how-united-states-compares
https://www.hahusersgroup.org/about-hah/research/
https://www.prnewswire.com/news-releases/new-public-opinion-poll-finds-strong-support-for-home-health-choose-home-care-act-301376457.html
https://movinghealthhome.org/national-survey/
https://www.cms.gov/newsroom/press-releases/president-trump-expands-telehealth-benefits-medicare-beneficiaries-during-covid-19-outbreak
https://www.aarp.org/pri/topics/ltss/family-caregiving/utilization-and-impact-of-caregiver-training-services/
https://www.aarp.org/pri/topics/ltss/family-caregiving/utilization-and-impact-of-caregiver-training-services/
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CMS to focus not only on establishing coverage, but also on ensuring that payment and implementation
policies make it feasible for providers to incorporate caregiver training into routine care.

Payment rates directly affect whether providers have the capacity and incentive to offer caregiver training
services. If reimbursement does not adequately account for the staff time, clinical expertise, preparation,
coordination, and caregiver engagement required to furnish these services, providers may be unable to
incorporate CTS into routine practice, even when patients and caregivers would benefit. More
competitive reimbursement would help reduce this barrier, encourage more providers to offer CTS, and
increase utilization among Medicare beneficiaries. However, given that CTS remains underutilized, CMS
should first focus on strengthening the underlying benefit and addressing barriers to adoption before
considering policies that could further constrain payment.

MHH recommends that CMS take the following steps to strengthen implementation and increase
utilization of Caregiver Training Services:

e Expand the clinicians eligible to furnish and bill for CTS. CMS should evaluate opportunities to
permit a broader range of qualified health professionals involved in a patient's care to furnish
caregiver training, consistent with their scope of practice and under appropriate clinical oversight.
Caregiver education often occurs as part of an interdisciplinary, home-based care model, and
limiting access to a narrow subset of practitioners can make it difficult to incorporate CTS into
routine workflows. CMS should particularly consider whether qualified nurses, social workers, and
other members of interdisciplinary care teams could appropriately furnish these services.

e Increase provider education and awareness. CMS should undertake targeted education through
Medicare Administrative Contractors, provider associations, technical assistance materials,
webinars, billing guidance, and other outreach channels to ensure clinicians understand when CTS
can be furnished, which codes apply, and how these services can be incorporated into care
planning. CMS's CTS frequently asked questions are an important step, but additional outreach is
necessary to translate the policy into routine practice.

e Continue monitoring implementation and barriers to utilization. CMS should regularly assess
utilization by code, clinician type, geography, care setting, and beneficiary population and engage
providers and caregivers to identify persistent barriers. Where utilization remains low, CMS
should evaluate whether reimbursement levels, clinician eligibility, administrative requirements,
or lack of awareness are contributing factors and consider additional policy changes to support
appropriate adoption.

These improvements are particularly important as Medicare increasingly seeks to support care in the
home. Family caregivers frequently perform complex tasks that are essential to carrying out a patient's
treatment plan and preventing avoidable complications or institutional care. AARP estimates that
approximately 59 million family caregivers provided 49.5 billion hours of unpaid care in 2025, with an
estimated economic value of approximately $1.01 trillion annually. AARP's 2026 Valuing the Invaluable
report further underscores the enormous role caregivers play in sustaining care at home.

Caregivers cannot be expected to perform increasingly complex health care responsibilities without
adequate preparation and support. MHH encourages CMS to build on its establishment of CTS by
expanding access to qualified clinicians, ensuring reimbursement is sufficient to encourage provider


https://www.cms.gov/files/document/health-related-social-needs-faq.pdf
https://www.aarp.org/pri/topics/ltss/family-caregiving/valuing-the-invaluable-2026-update/
https://www.aarp.org/pri/topics/ltss/family-caregiving/valuing-the-invaluable-2026-update/
https://www.aarp.org/pri/topics/ltss/family-caregiving/valuing-the-invaluable-2026-update/
https://www.aarp.org/pri/topics/ltss/family-caregiving/valuing-the-invaluable-2026-update/
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participation and utilization, increasing provider awareness, and continuously evaluating implementation
so that caregiver training becomes a routine component of patient-centered care at home.

B. Remote Monitoring

Caring for someone outside of an institutional setting promotes cost savings, patient empowerment,
better chronic disease management, more effective post-acute rehabilitation, fewer infections, better
mental health, less stress for caregivers, and more low-cost capacity in the system. Remote monitoring is
foundational to enabling more care to be safely delivered in the home. It gives clinicians ongoing visibility
into a patient’s condition between visits, supports earlier intervention when a patient’s status changes,
and helps extend clinical oversight beyond the walls of a hospital, clinic, or post-acute facility.

Partner arrangements are one of the fundamental ways care is brought to the patient. If Medicare
concludes that technology-enabled clinical services may only be safely furnished when the underlying
workforce is directly employed by the billing practice, that principle could extend well beyond RPM. Such
an approach would be fundamentally at odds with the multidisciplinary, partnership-based infrastructure
required to deliver care in the home. Original Medicare should hold the treating practitioner accountable
for the quality and integration of those services rather than assuming that an employment relationship is
the only means of ensuring clinical oversight.

We urge CMS to not finalize the remote monitoring proposals as written. At minimum, CMS should
delay implementation and work with stakeholders on a more balanced approach that protects patients,
preserves clinically integrated care, and establishes targeted safeguards against fraud, waste, and
abuse.

Forty-seven states have prioritized investments for remote monitoring in the Rural Health Transformation
Program (RHTP). These proposals would jeopardize the sustainability of RHTP investments before they
are even fully implemented. It would make statewide scaling significantly more difficult, limit participation
by small rural practices, and undermine the ability of states to sustain these programs after time-limited
federal funding expires. Of first-year funding, 22 states have already announced or awarded about 5240
million in RPM-specific funding. Similarly, 35 states have announced specific dollar figures for
opportunities that may fund RPM, including care at home, totaling over $2.4 billion. It is difficult to
reconcile a historic federal investment encouraging states to build technology-enabled rural care
infrastructure with a Medicare payment policy that would prohibit many of the partnerships needed to
operate that infrastructure.

CMS can strengthen oversight without restricting partner arrangements. We encourage the agency to
focus on practitioner accountability, clinical integration, documented care plans, escalation protocols, and
targeted program-integrity safeguards while preserving the flexibility providers need to deliver high-
quality care at home.

C. Medicare Telehealth Services

Telehealth is an important enabler to facilitating and supporting the movement to home-based care. From
remote patient monitoring for Hospital at Home programs to nurses using telehealth to bring specialists
into rural areas during an in-home visit, telehealth must be part of the future of home-based care.

MHH supports efforts to extend the telehealth flexibilities temporarily, and ideally permanently.
Specifically, we applaud CMS’ proposal to update its telehealth list review process, which better accurately
captures the real-world clinical use of these services. We request that CMS publicly release the data and


https://www.cms.gov/files/document/rht-program-state-provided-abstracts.pdf
https://connectwithcare.org/wp-content/uploads/2026/08/State-RHTP-Investments-in-RPM.pdf
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corresponding reports on critical findings and lessons learned. Additionally, MHH asks that CMS focuses
on the experience of telehealth for homebound beneficiaries and as an enabler to care in the home.

D. Request for Information: Future of Care Management Services

As CMS considers the future of these services, MHH strongly encourages the Agency to recognize
comprehensive caregiver assessment, education, and training as essential components of effective care
management.

Caregivers often play an irreplaceable role in a patient’s treatment process and ability to safely recover
and remain in the home. Family caregivers may provide personal care and assistance with activities of
daily living, support medication administration, perform wound care or injections, monitor changes in a
patient’s condition, coordinate appointments, and advocate for a patient’s needs. For many seriously ill
patients, these activities are not ancillary to the treatment plan. They are integral to whether that
treatment plan can be successfully carried out outside of an institutional setting.

Importantly, MHH urges CMS to consider the role of both paid and family caregivers. Paid care does not
eliminate the need for family caregiving. Home health aides, personal care attendants, and other
professional caregivers provide essential services, but family members often continue to serve as care
coordinators, decision-makers, advocates, and a source of continuity. They understand the patient’s
preferences and baseline condition and may be particularly well positioned to identify subtle cognitive,
functional, or clinical changes between scheduled visits. Because health needs do not arise on a
predictable schedule, family caregivers also frequently fill gaps between formal services and serve as an
important link between the patient and the clinical care team.

When caregivers are not adequately prepared to perform these responsibilities, patients and caregivers
can face significant consequences. Caregivers may experience increased stress and burden, while patients
may face greater risk of complications, gaps in treatment adherence, or an avoidable return to a higher-
acuity setting. Appropriate caregiver training can give caregivers the knowledge and confidence necessary
to participate effectively in a patient’s care while improving the ability of the broader clinical team to
manage the patient between visits.

As CMS evaluates future care management payment, MHH recommends that the Agency:

e Explicitly recognize caregiver assessment and training as essential elements of care
management, particularly for seriously ill patients and patients transitioning to or receiving care
in the home.

e Preserve and strengthen payment pathways for CTS and other between-visit caregiver support,
ensuring that reimbursement appropriately reflects the clinical time and resources necessary to
furnish these services.

e Ensure care management payment supports interdisciplinary teams, recognizing that nurses,
social workers, therapists, and other members of the care team may play critical roles in assessing
caregiver needs, providing training, and coordinating care.

e Avoid restructuring care management services in ways that reduce support for caregiver
engagement or other between-visit activities that are critical to maintaining patients safely in
the home.

For seriously ill patients, high-quality care extends well beyond the physician or practitioner visit. It
depends on ongoing coordination among the clinical team, the patient, and the caregiver. CMS should
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ensure that future care management policy appropriately recognizes and supports the caregiver as an
integral member of that care team.

E. Request for Information: Redesigning Primary Care to Make America Healthy Again

More than two-thirds of Medicare beneficiaries 65 years or older have two or more chronic conditions,
and more than 15 percent have six or more. Yet, this population faces several barriers to access care,
including transportation barriers. Being the oldest and sickest, Medicare beneficiaries with chronic
conditions spend an average of three weeks every year on health care outside their homes. Despite these
factors, there is no billing structure for new care models, in particular for seniors that want to receive
medically necessary services in their homes and age in place. With the advent of telehealth, shifting care
to the home saved an estimated 204 years of travel time, $33,540,244 travel-related costs and 42.4
injuries and 0.7 fatalities.

Home-based primary care (HBPC) services is an imperative alternative to facility-based care for many older
adults. Beneficiaries who receive HBPC services are typically among the sickest, most frail Medicare
patients who are home-limited due to multiple chronic illnesses, frailty, and disability. We know from
countless studies that HBPC services, and care at home more generally, improve health outcomes while
reducing costs. CMS’ own Innovation Center found that home visits as part of the Independence at Home
Demonstration resulted in reductions in hospital admissions and emergency department visits. The
populations benefiting from HBPC services include patients living in rural areas where innovation is
desperately needed to improve mortality and functional stabilization as well as reduce symptom burden.

Primary care is essential in chronic disease management. Primary care providers are stewards of providing
coordinated and comprehensive care. In a 2021 survey, 75 percent of clinicians did not believe fee-for-
service (FFS) should account for the majority of primary care payment. Depending on how they are
categorized, primary care providers (PCPs) and other primary care clinicians provide more than 40 percent
of all office visits. Primary care constitutes less than 10 percent of total spending, but has an important
influence on referrals for specialist care, emergency department use, and hospitalization. If redesigned
correctly, delivery of effective primary care services should be an effective way of reducing spending.

A monthly population-based payment in lieu of Medicare FFS reimbursement would allow primary care
providers to better care for their patients in the home without the constraints of FFS billing and
documentation. A population-based model would allow primary care providers to better care for their
patients in the home without the constraints of FFS billing, documentation, and enable the home to be a
clinical site of care, allowing routine telemedicine visits and telephone check-ins, more nurse visits, group
visits, and home visits, identification and care management of high-risk patients, and integration of mental
health services. Additionally, it removes the constraint of visit time/travel associated with home visits in
Medicare FFS as older adults spend an average of three weeks every year on health care outside their
homes.

Visit time/travel is one of the key barriers to increased use of home visits in Medicare FFS. Visit time is
used as a key factor in setting FFS reimbursement. The time factored into the reimbursement amount is
only an estimation of the time it takes for the actual visit; reimbursement amounts do not include the
time it takes to drive to and from a patient’s house, which often makes house calls cost-prohibitive for a
primary care provider. MHH respectfully asks CMS to consider this alternative payment model, as it
removes the constraint of visit time and travel associated with home visits in Medicare FFS.
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https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/chronic-conditions/downloads/2012chartbook.pdf
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Thank you for considering our comments. We look forward to working with CMS and welcome the
opportunity to provide further feedback. Please do not hesitate to reach out to Rikki Cheung at
rcheung@movinghealthhome.org with any questions.

Sincerely,

i, Drsonc

Krista Drobac
Executive Director
Moving Health Home
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