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VIA ELECTRONIC SUBMISSION

September 12, 2025

Centers for Medicare & Medicaid Services 
Department of Health and Human Services, Attention: CMS–1832–P
P.O. Box 8013
Baltimore, MD 21244

RIN 0938-AV50

RE: Medicare and Medicaid Programs; CY 2026 Payment Policies Under the Physician Fee Schedule and Other Changes to Part B Payment and Coverage Policies; Medicare Shared Savings Program Requirements; and Medicare Prescription Drug Inflation Rebate Program

Dear Administrator Oz,

Thank you for the opportunity to respond to the Centers for Medicare and Medicaid Services’ (CMS) proposed rule, Medicare and Medicaid Programs; CY 2026 Payment Policies Under the Physician Fee Schedule and Other Changes to Part B Payment and Coverage Policies; Medicare Shared Savings Program Requirements; and Medicare Prescription Drug Inflation Rebate Program [CMS-1832-P].

The Global Health Advocacy Incubator’s (GHAI) Overdose Prevention Initiative (OPI) is dedicated to ending the overdose crisis in America by advancing evidence-based, equitable, and sustainable federal policy solutions. Our comments reflect the Overdose Prevention Initiative’s core policy priorities: expanding access to addiction treatment, supporting local overdose prevention efforts, and advancing data-driven approaches to inform and improve overdose response.

We applaud CMS for its continued commitment to strengthening behavioral health care through the CY2026 Medicare Physician Fee Schedule proposed rule. The addition of three new Advanced Primary Care Management (APCM) add-on codes represents an important step toward expanding access to integrated, team-based behavioral health services for Medicare beneficiaries. We respectfully recommend the following clarifications and adjustments to ensure the codes are implemented in ways that maximize access to high-quality, evidence-based care:

· Allow opioid treatment programs (OTPs) with formal care coordination agreements with Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) to bill Collaborative Care Management (CoCM) add-on codes for team-based care, including medications for opioid use disorder (MOUD);
· Permit providers and care teams in carceral and reentry settings to bill the CoCM add-on codes for team-based services that support continuity of care for individuals with substance use disorder (SUD);
· Allow providers prescribing medications for opioid use disorder (MOUD) to bill the behavioral health integration (BHI) add-on code with the APCM base code when treating beneficiaries with opioid use disorder (OUD);
· Waive prior authorization requirements for buprenorphine prescribed under the BHI add-on code to ensure timely access to evidence-based treatment;
· Clarify that providers delivering BHI services to individuals in jails, prisons, and reentry programs may bill the BHI add-on code when meeting appropriate clinical and quality standards;
· Incorporate existing G-codes for office-based SUD treatment as add-on codes for the APCM base code;
· Finalize expansion of initiating visit codes for community health integration (CHI) and principal illness navigation (PIN) services to include psychiatric diagnostic evaluations and health behavior assessment and intervention services; and
· Maintain coverage for the Social Determinants of Health Risk Assessment (HCPCS G0136).

We thank CMS for the opportunity to provide feedback on the proposed rule and for its continued leadership in expanding behavioral health care access. Should you have any questions, please contact Michele Gazda, Associate Director of Advocacy, Overdose Prevention Initiative at mgazda@advocacyincubator.org.

Sincerely,
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Libby Jones, Associate Vice President, Overdose Prevention Initiative


Overdose deaths in the U.S. fell by nearly 27% over the past year, according to recent data from the Department of Health and Human Services (HHS). This is an encouraging sign of progress driven by landmark legislation such as the Substance Use Disorder Prevention that Promotes Opioid Recovery and Treatment (SUPPORT) for Patients and Communities Act and sustained federal efforts to expand access to treatment and lifesaving tools like naloxone. However, adults 65 and older experienced the largest percentage increase in overdose deaths among all age groups.[endnoteRef:1] As Congress considers bipartisan policies to maintain coverage for justice-involved beneficiaries, CMS’ payment structure must align with and reinforce these legislative priorities. The opioid crisis remains the nation’s only active public health emergency, and ensuring Medicare beneficiaries can access timely, evidence-based behavioral health care is essential to sustaining momentum and closing persistent gaps. [1:  Centers for Disease Control and Prevention. (2024, December). Drug overdose deaths in the United States, 2003–2023 (Data Brief No. 522). National Center for Health Statistics. https://www.cdc.gov/nchs/data/databriefs/db522.pdf] 

G. Enhanced Care Management
2. Behavioral Health Integration Add-on Codes for Advanced Primary Care Management (APCM) Services
The Overdose Prevention Initiative (OPI) urges CMS to finalize its proposal to adopt new Advanced Primary Care Management (APCM) add-on codes to support the psychiatric collaborative care model (CoCM) and general behavioral health integration (BHI) without requiring time-based documentation. Eliminating unnecessary reporting will reduce provider burden and allow clinicians to spend more time treating Medicare beneficiaries. Expanding codes and reimbursement opportunities will also strengthen access to mental health and substance use disorder (SUD) services in the primary care settings where older adults and people with disabilities already seek care.
In 2023, approximately 6.4 million Medicare beneficiaries had a substance use disorder (SUD), yet the quality of their treatment remains alarmingly low.[endnoteRef:2] The CY2026 Physician Fee Schedule offers CMS a chance to improve behavioral health care by expanding access to medications for opioid use disorder (MOUD), ensuring continuity of care for justice-involved communities, and advancing overdose prevention services. These services (e.g., supports, lifestyle interventions, and education) help individuals self-manage substance use, address underlying drivers of chronic illness, and prevent fatal overdoses.[endnoteRef:3] The following sections outline targeted recommendations to ensure behavioral health codes maximize access, flexibility, and quality of care. [2:  Mark, T. L., Parish, W. J., Steinberg, D., Sun, M. J., & Fujita, M. (2025). The Quality Of Opioid Use Disorder Treatment In Medicare Is Low And Lags Behind Medicaid. Health affairs (Project Hope), 44(9), 1086–1091. https://doi.org/10.1377/hlthaff.2025.00207]  [3:  Centers for Medicare & Medicaid Services. (2024, December 9). Medicare and Medicaid programs; CY 2025 payment policies under the Physician Fee Schedule. Federal Register, 89(236), 97710–98060. https://www.federalregister.gov/d/2024-26301 ] 

GPCM1 and GPCM 2: Collaborative Care Model (CoCM) Initiation and Ongoing Care
The proposed CoCM add-on codes (GPCM1 for initiation and GPCM2 for ongoing care) are designed to strengthen team-based behavioral health services and continuity of care for high-risk populations. To maximize their impact on overdose prevention, CMS should take the following three actions when finalizing the proposal:
CMS should allow opioid treatment programs (OTPs) with formal care coordination agreements with Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) to bill CoCM add-on codes when delivering team-based care, including medications for opioid use disorder (MOUD). This would expand access in the settings where older adults and people with disabilities already receive care for chronic conditions that often co-occur with SUD. Although OTPs provide coordinated care, siloed billing rules and geographic barriers limit their reach, as only 6% of Medicare beneficiaries with opioid use disorder (OUD) receive care in OTPs.[endnoteRef:4] Expanding CoCM code eligibility would improve continuity of care, incentivize team-based treatment, and increase access in areas with limited resources like rural communities. Evidence shows integrated care models reduce hospitalizations, improve patient outcomes, and support MOUD retention.[endnoteRef:5] [4:  Office of Inspector General. (2025, April). Fewer than one in five Medicare enrollees received medication to treat their opioid use disorder (OEI-02-24-00430). U.S. Department of Health & Human Services. https://oig.hhs.gov/documents/evaluation/10253/OEI-02-24-00430.pdf]  [5:  Rath, K. (2025, August 29). Managing opioid use disorder through collaborative care. The American Journal of Managed Care. Retrieved from AJMC website.] 

CMS should also allow providers and affiliated care teams in carceral and reentry settings to bill the CoCM add-on codes for team-based services that support continuity of care for individuals with SUD. People leaving incarceration face overdose death rates up to 129 times higher than those of the general population in the first two weeks post-release.[endnoteRef:6] Ensuring treatment before and after release improves continuity, reduces overdose deaths, and lowers recidivism rates.[endnoteRef:7] To address provider shortages and gaps in trust, CMS should also recognize peer support and recovery specialists as part of the qualified care teams, which can strengthen engagement, reduce costs, and improve outcomes.[endnoteRef:8] [6:  Rogers, S., & Wurzburg, S. (2024, October). Implementing evidence‑based strategies to reduce overdose risk during reentry: A primer for reentry professionals. CSG Justice Center. Bureau of Justice Assistance.]  [7:  National Institutes of Health. (2022, February 8). Treatment for opioid use disorder in jail reduces risk of return. NIH Research Matters.]  [8:  Substance Abuse and Mental Health Services Administration. (2017). Value of peers infographics: General peer support [PDF]. U.S. Department of Health and Human Services. Retrieved from https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/peer-support-2017.pdf] 

Finally, CMS should clarify that providers delivering early intervention services, such as SUD screening and brief intervention (SBIRT), to individuals awaiting trial may bill CoCM add-on codes when part of a qualified care team. Early intervention during pretrial custody or supervision can identify high-risk individuals, initiate treatment, and prevent overdoses. People in the earliest days of detention face a particularly elevated risk of fatal overdose, making timely access to care critical.[endnoteRef:9]  Allowing these services will save lives, improve recovery outcomes, and strengthen public safety by reducing cycle of recidivism. [9:  Bureau of Justice Statistics. (2022). Mental health problems of prison and jail inmates (NCJ 236084). U.S. Department of Justice, Office of Justice Programs. https://bjs.ojp.gov/content/pub/pdf/mlj0018st.pdf] 

GPCM3: Behavioral Health Integration (BHI)
The proposed BHI add-on code (GPCM3) presents an important opportunity to expand integrated behavioral health services for Medicare beneficiaries, including access to MOUD and care for justice-involved individuals. By leveraging primary care to address mild-to-moderate behavioral health conditions, this code can extend services to rural, justice-involved, and other underserved communities. To maximize its impact on overdose prevention, CMS should take the following three actions when finalizing the proposal:
CMS should clarify that providers prescribing MOUD may bill the BHI add-on code with the APCM base code when treating beneficiaries with OUD. Expanding the range of providers who can deliver and bill for this care, particularly in primary care, would help address workforce shortages, expand access in rural areas, and reduce reliance on specialists.[endnoteRef:10] While removal of the X-waiver increased the number of clinicians authorized to prescribe buprenorphine, it did not meaningfully increase prescribing or patient access.[endnoteRef:11] This demonstrates the need for broader system-level changes, including clear reimbursement pathways. Clarifying billing policies would ensure providers are supported in offering integrated behavioral health services while expanding access to lifesaving MOUD. [10:  McNeely, J., Schatz, D., Olfson, M., Appleton, N., & Williams, A. R. (2022). How physician workforce shortages are hampering the response to the opioid crisis. Psychiatric Services, 73(5), 547–554. https://doi.org/10.1176/appi.ps.202000565]  [11:  Christine, P. J., Chahine, R. A., Kimmel, S. D., Lembke, A., Patrick, S. W., & Alexander, G. C. (2024). Buprenorphine prescribing characteristics following relaxation of X-waiver training requirements. JAMA Network Open, 7(8), e2425999. https://doi.org/10.1001/jamanetworkopen.2024.25999 ] 

CMS should also waive prior authorization requirements for buprenorphine prescribed under the BHI add-on code to ensure timely access to evidence-based treatment. Prior authorization requirements create significant barriers to care, particularly for patients initiating or transitioning treatment, and can delay or interrupt lifesaving therapy. Evidence from Medicaid and Medicare claims show that removing these requirements improves retention and reduces relapse rates.[endnoteRef:12] [12:  Stone, E. M., Xie, F., Miles, J., Samples, H., Olfson, M., & Crystal, S. (2025). Buprenorphine dispensation after X-waiver elimination by clinician specialty. American Journal of Preventive Medicine, 69(5), Article 108055. https://doi.org/10.1016/j.amepre.2025.108055] 

Finally, CMS should clarify that providers delivering BHI services to individuals in jails, prisons, and reentry programs may bill the BHI add-on code when meeting appropriate clinical and quality standards. Nearly two-thirds of incarcerated individuals have a SUD, yet most go untreated.[endnoteRef:13]  Research shows that structured behavioral health interventions, including all forms of MOUD, are the goal standard for OUD in carceral settings. CMS should tie reimbursement to measurable quality indicators – such as screening rates, treatment initiation and continuation, and post-release follow-up – to ensure effective integrated care is effective and improved outcomes in these high-needs populations.[endnoteRef:14],[endnoteRef:15] [13:  National Institute on Drug Abuse. (2020, June 1). Criminal justice [DrugFacts]. https://nida.nih.gov/publications/drugfacts/criminal-justice]  [14:  Duncan, A., Schiff, M., Wachino, V., & Teixeira da Silva, D. (2023, October 17). Medicaid coverage and service standards would boost quality of opioid use disorder care in state prisons and county jails. Milbank Memorial Fund. Retrieved from https://www.milbank.org/2023/10/medicaid-coverage-and-service-standards-would-boost-quality-of-oud-care-in-state-prisons-and-county-jails/]  [15:  Duncan, A., Schiff, M., Wachino, V., O’Brien, J. (2023, December 8). Measuring the Performance and Quality of Opioid Addiction Treatment in Correctional Facilities. Milbank Memorial Fund. Retrieved from https://www.milbank.org/2023/12/measuring-the-performance-and-quality-of-opioid-addiction-treatment-in-correctional-facilities/ ] 

G-2086, G-2087, and G-2088: Office-based SUD Treatment
In addition, CMS should incorporate existing G-codes (G-2086, G-2087, and G-2088) for office-based SUD treatment as add-on codes for the APCM base-code. These codes are already established, align with the CoCM and BHI add-on codes, and could be readily adopted to expand coordinated SUD care in primary care and office-based settings.[endnoteRef:16] While MOUD is billed separately under Medicare Part D, CMS should continue highlighting MOUD access to ensure it remains visible and prioritized. Including these codes would further advance CMS’ goal of integrating behavioral health care into enhanced care management, while improving access to and quality of SUD care for older adults and people with disabilities, a population experiencing rising rates of substance use and overdose.[endnoteRef:17],[endnoteRef:18] [16:  Centers for Medicare & Medicaid Services. (2024, September 10). Office‑based substance use disorder (SUD) treatment billing. CMS. Retrieved September 9, 2025, from https://www.cms.gov/medicare/payment/opioid-treatment-programs-otp/billing-payment/office-based-substance-use-disorder-sud-treatment-billing]  [17:  Mark, T. L., Pittman, B., Dey, J., & Ali, M. M. (2025, September). The quality of opioid use disorder treatment in Medicare is low and lags behind Medicaid. Health Affairs. Advance online publication. https://doi.org/10.1377/hlthaff.2025.16730 ]  [18:  Centers for Disease Control and Prevention. (2024, December). Drug overdose deaths in the United States, 2003–2023 (Data Brief No. 522). National Center for Health Statistics. https://www.cdc.gov/nchs/data/databriefs/db522.pdf] 


I. Policies to Improve Care for Chronic Illness and Behavioral Health Needs
3. Community Health Integration (CHI) and Principal Illness Navigation (PIN) for Behavioral Health
OPI supports CMS’ proposal to expand initiating visit codes for community health integration (CHI) and principal illness navigation (PIN) services to include psychiatric diagnostic evaluations and health behavior assessment and intervention services (CPT 90791, 96156, 96158, 96159, 96164, 96165, 96167, 96168). We also support CMS’ recognition of certified social workers (CSWs), marriage and family therapists (MFTs), mental health counselors (MHCs), and peer specialists as qualified auxiliary personnel. These changes broaden access to behavioral health care and services addressing underlying drivers while leveraging low-cost and effective peer-delivered services.[endnoteRef:19],[endnoteRef:20] [19:  Substance Abuse and Mental Health Services Administration. (2023). Overdose prevention toolkit. https://www.samhsa.gov/resource/overdose-prevention-toolkit]  [20:  Kung, S. (2025, May 13). Mental health: Overcoming the stigma of mental illness. Mayo Clinic.] 

We note that CHI and PIN services must be initiated within a medical system, which may limit access to critical supports administered by these qualified auxiliary personnel who often operate in community-based settings to provide outreach, engagement, and recovery support.[endnoteRef:21] We encourage CMS to allow flexibility in this requirement to expand access. Additionally, we recommend clarifying that qualified auxiliary personnel may use codes G-2086, G-2087, and G-2088 (office-based SUD services) to initiate SUD care, ensuring these providers can support evidence-based treatment while maintaining quality standards. [21:  Fortuna, K. L., Solomon, P., & Rivera, J. (2022). An update of peer support/peer provided services: Underlying processes, benefits, and critical ingredients. Psychiatric Quarterly, 93(2), 571–586. https://doi.org/10.1007/s11126-022-09971-w ] 

4. Technical Refinements to Revise Terminology for Services Related to Upstream Drivers of Health
OPI strongly opposes CMS’ proposal to delete HCPCS code G0136, which covers the administration of a standardized Social Determinants of Health (SDOH) risk assessment. Eliminating this code would undermine efforts to identify and address social, behavioral, and environmental factors that directly affect health outcomes, particularly for individuals with SUD. Systematic SDOH assessments support early identification of needs, inform care planning, improve engagement with treatment and recovery services, and help prevent overdose and other adverse outcomes.[endnoteRef:22] [22:  Yan, A. F., Chen, Z., Wang, Y., Campbell, J. A., Xue, Q. L., Williams, M. Y., Weinhardt, L. S., & Egede, L. E. (2022). Effectiveness of social needs screening and interventions in clinical settings on utilization, cost, and clinical outcomes: A systematic review. Health Equity, 6(1), 454–475. https://doi.org/10.1089/heq.2022.0010 ] 

CMS has asserted that the costs of this service are already captured in existing codes, but there is no evidence to support this claim or to show that SDOH assessments would continue without a distinct code. Uptake may be limited by restrictions requiring the code to be used only with an initiating visit for CHI and PIN services, which prevents reaching beneficiaries whose primary needs are “upstream drivers” of health rather than clinical care. Allowing qualified providers to bill G0136 as a standalone code would expand access, support outreach and engagement, and maintain proper supervision while avoiding duplication.
We urge CMS to maintain G0136 for CY2026 and continue telehealth coverage, ensuring that providers can deliver comprehensive, evidence-based care that addresses both clinical and social risk factors of SUDs and overdoses.
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