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September 12, 2025

Dr. Mehmet Oz

Administrator

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

Baltimore, MD 21244

Subject: Response to Request for Information in CY 2026 Medicare Physician Fee
Schedule Proposed Rule (CMS-1832-P)

Dear Administrator Oz,

On behalf of the Digital Medicine Society (DiMe), thank you for the opportunity to
provide comments on the CY 2026 Medicare Physician Fee Schedule Proposed Rule
(CMS-1832-P). DiMe is a 501(c)(3) non-profit and the professional home for digital
medicine. We advance the safe, effective, and equitable use of digital health to
redefine healthcare and improve lives.

In this response, we have not sought to address every question posed in the Requests
for Information. Instead, we have limited our comments to areas where DiMe, as an
organization and community, has deep expertise: the use of digital solutions to
support physician-led care.

Prevention and Management of Chronic Disease

How could the agency better support prevention and self-management of chronic
disease?

Virtual first care (V1C) models are critical for between-visit management. Simply
measuring data is insufficient. Most homes have a scale, yet obesity persists. Sensors
alone (CGMs, wearables) do not change outcomes unless integrated into full-stack
interventions that activate support at the right time. For example, the VA, in
partnership with Podimetrics, substantially reduced lower limb amputations in
Veterans with diabetes through an integrated service combining sensors, Al, and care
team interventions.
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Are there certain services that address the root causes of disease, chronic disease
management, or prevention, where the time and resources to perform these services
are not adequately captured by the current Physician Fee Schedule code set? If yes,
please provide specific examples.

Evidence from organizations such as Omada Health (diabetes) and Wellinks (COPD)
demonstrates the value of technology-enabled, team-based care. These services
address root causes and improve outcomes, but are not adequately reimbursed under
current codes. DiMe’s Virtual First Care (V1C) Coalition provides additional real-world
examples of success.

Are there current services being performed to address social isolation and loneliness
of persons with Medicare, where the time and resources to perform the services are
not adequately captured by the current fee schedule? If so, what evidence supports
these services? What do these services entail? What services have been delivered by
Medicare providers or community-based organizations? What has been the impact?

Al should be considered in three ways. First, as a facilitator for building community
and streamlining peer-support connections. Services such as Papa demonstrate the
value of human interactions and their scalability through leveraging a digital platform.
Second, Al can complement human interactions to address social isolation and
loneliness through activities such as Al-enabled facilitation of behavioral coaching
and hybrid peer support models. Third, agentic Al can be used as a standalone
service, with the appropriate guardrails, to serve as virtual companions.

Are there current services being performed that improve physical activity, where the
time and resources are not adequately captured by the current fee schedule? How
should CMS consider provider assessment of physical activity, exercise prescription,
supervised exercise programs, and referral, especially in light of the accelerating use
of wearable devices and advances in remote monitoring technology?

If we cannot measure physical activity, we cannot monitor it. DiMe’s Library of Digital
Endpoints catalogs over 100 unique, sensor-generated measures of physical activity
currently deployed in clinical trials. The field must galvanize around a core set of
validated measures that can be standardized for clinical and reimbursement decision
making, enabling aggregation and meta-analyses. This work has recently been
completed by the Digital Health Collaborative Community (DATAcc) by DiMe,
co-hosted with FDA’'s CDRH.

Should CMS consider creating separate coding and payment for FDA-cleared digital
therapeutics that treat or manage chronic disease symptoms, as an incident-to
service under general supervision?
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Yes, new codes that support incident-to-service approaches under general
supervision are essential. Physician shortages and the maldistribution of physicians
and the patients who need them the most make it impossible to provide high-quality
care without expanding the care team. Evidence shows that behavioral health
coaches and other professionals can achieve excellent outcomes when working under
physician supervision. Fit-for-purpose team structures are also essential to advancing
value-based care.

Are there technical solutions that would enhance uptake of the Annual Wellness Visit
(AWV), improve its accessibility, impact, and usefulness? Should some required AWV
components be moved to optional add-on codes to decrease burden, improve uptake,
and allow practitioners to select more relevant elements?

Sensor-based technologies can enrich AWVs by capturing new wellness measures
such as postural sway (fall risk) and sleep (mental health), producing data that
clinicians can use to guide richer, more relevant discussions. These can support
physician decision-making by providing summaries of months of data that provide far
richer insights than one-off clinic measures. They also overcome the recency bias
challenges associated with patient self-report at an AWV.

Are there certain existing or new fee schedule codes or Innovation Center models
that could support practitioner partnerships with health care entities, area agencies
on aging, community care hubs, and local aging and disability organizations? If yes,
please provide specific examples.

CMS should support models that integrate technologies for aging in place, leveraging
partnerships with community care hubs, local organizations, and innovative
technology-enabled solutions.

Software as a Service (SaaS) Payment Policy

How should CMS value the physician work associated with utilizing and interpreting
the clinical outputs from SaaS and Al?

Physicians currently spend significant time reviewing SaaS and Al outputs while these
tools are in their infancy. That work must be reimbursed. But CMS must avoid
ossifying payment structures that would incentivize unnecessary physician review
once Al matures. Payment should adapt over time, rewarding efficiency as
technologies improve.

How are these technologies being used in the treatment of chronic disease?
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SaaS and Al tools empower patients, extend the reach of the clinical team, and help
address clinician shortages. Examples include digital platforms supporting mental
health, diabetes, COPD, and chronic back pain. These solutions enable more
personalized, continuous, and scalable care.

How might CMS best evaluate the quality and efficacy of SaaS and Al technologies?

We must measure outcomes, not processes. Outcomes matter to patients, support
the shift to value-based care, and avoid the pitfalls of decades of process-based
metrics. Because outcomes are lagging indicators, CMS should also adopt leading
indicators that signal product trustworthiness before implementation. The DiMe Seal
provides exactly this: a rigorous, transparent, payer-aligned framework for evaluating
digital health products across evidence, usability, privacy, and security.

Motivational Interviewing (MI) and Health Coaching
Should these services be deliverable via telehealth?

Yes. Telehealth is essential to overcoming access barriers created by physician
shortages and maldistribution. CMS should also consider investing in research and/or
pilots to triage patients appropriately to in-person or telehealth Ml and coaching
based on preferences and pathways to optimal outcomes.

Digital Mental Health Treatment (DMHT) and Digital Therapeutics (DTx)
How should payment models for DMHTs be refined in clinical practice?

Reimbursement mechanisms are in place, but CMS must support the infrastructure
and access needed to deliver these treatments at scale.

What future use cases should CMS consider for digital therapeutics (DTx)?

Digital therapeutics should be leveraged for early screening (for example, dementia)
and early warning systems outside of the clinic (for example, CRS in immunotherapy),
as well as moving care upstream to improve outcomes and reduce costs, and as
adjunctive therapies. Examples include DTx for mental health in cancer care and
caregiver support.
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CMS should also evaluate where high-quality solutions already exist to meet unmet
patient need. For example, in fibromyalgia.

Conclusion

The CY 2026 PFS presents CMS with the opportunity to meaningfully modernize
physician-led care by integrating digital solutions that extend capacity, enable
value-based care, and improve outcomes. We urge CMS to act boldly in advancing
reimbursement frameworks that reward innovation and support safe, effective, and
equitable care.

DiMe and our multi-stakeholder community stand ready to work with CMS in
operationalizing these priorities.

Sincerely,

W %ﬁ%@c;é
Jennifer Goldsack, MChem, MA, MBA, OLY
Chief Executive Officer, DiMe
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