
Page 1 of 6 
 

 
 
September 14, 2026 
 
The Honorable Mehmet Oz, MD, MBA 
Administrator 
Centers for Medicare & Medicaid Services 
US Department of Health and Human Services 
7500 Security Boulevard  
Baltimore, MD 21244 
 
Submitted via Regulations.gov 
 
RE: Medicare Program; CY 2027 Physician Fee Schedule and Other Changes to Part B 
Payment Policies — Proposed Rule [Docket No. CMS-1848-P]  
 
Dear Administrator Oz,  
 
The Society for Maternal-Fetal Medicine (SMFM) appreciates the opportunity to comment 
on the Calendar Year (CY) 2027 Physician Fee Schedule (PFS) proposed rule, specifically the 
proposals affecting maternity care services in Section II.D.3.b.(27).1 
 
Founded in 1977, SMFM is the medical professional society for maternal-fetal medicine 
(MFM) subspecialists, who are obstetricians with additional training in high-risk 
pregnancies. The Society represents more than 6,500 members and serves as the voice for 
clinicians and researchers with expertise in high-risk pregnancy care. SMFM and our 
members lead the evidence-based practice of high-risk pregnancy care by providing 
education, promoting research, and advocating for our members and their patients. 
Through this work, SMFM seeks to advance optimal health outcomes for both mothers and 
infants.  
 
Our members are responsible for the deliveries, surgical interventions, and intensive 
antepartum management associated with high-risk pregnancy complications, such as 
diabetes, multifetal gestation, placenta accreta spectrum, hypertensive disorders, and 
other conditions. We write to offer our members' perspective on how the proposed 
changes to maternity care coding and CMS's additional proposed refinements could 
negatively affect the delivery of high-risk pregnancy care. 
 
Maternity Care Coding Has Not Kept Pace with the Patient Population It Serves 
The current global obstetric bundle was developed and valued in the 1990s. Since then, the 
obstetric population has become significantly more complex, with substantial increases in 
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chronic hypertension, diabetes, hypertensive disorders of pregnancy, and advanced 
maternal age among pregnant women.2 These conditions are strongly associated with 
higher rates of severe maternal morbidity3 and are the very conditions MFM subspecialists 
manage daily. 
 
A single bundled payment that does not distinguish between uncomplicated and high-risk 
pregnancies cannot reflect the realities of modern obstetric care. The January 2026 
updates to Current Procedural Terminology (CPT) maternity care codes are an important 
step toward aligning payment with clinical complexity and generating better data on 
maternity care delivery. 
 
The Current Bundle Does Not Reflect Team-Based, High-Risk Pregnancy Care 
MFM subspecialists participate frequently in pregnancy care through referrals, 
consultations, transfers of care, and multidisciplinary management of complex 
conditions.4 The current bundle assumes that one physician or practice provides all 
antepartum, delivery, and postpartum care, an assumption that does not reflect 
contemporary practice. 
 
The new CPT maternity care code family better recognizes the contributions of multiple 
clinicians involved in high-risk pregnancies, including transfers of care and specialized 
procedures such as hysterectomy for placenta accreta spectrum.5,6 This modernization is 
particularly important for patients whose care requires coordination across providers and 
settings. 
 
SMFM Supports Finalizing the New Maternity Care Code Set 
SMFM strongly supports CMS's proposal to adopt the American Medical Association’s (AMA) 
AMA/Specialty Society Relative Value Scale (RVS) Update Committee (RUC)-recommended 
maternity care code family: 12 new codes and nine revised codes replacing the outdated 
global obstetric payment system.7,8   
 
The current bundled coding structure compresses nearly a year of highly variable and often 
complex care into a single code. It provides no meaningful way to recognize transfers of 
care, the involvement of multiple specialists, specialized surgical procedures, or the 
substantially greater work associated with high-risk pregnancies. The new code family is a 
meaningful step toward a payment structure that more accurately reflects the care 
delivered to today's obstetric population. 
 
In addition, the new coding structure will generate more granular coding data on 
antepartum, delivery, and postpartum services. These data can inform quality 
improvement efforts, help identify best practices for high-risk pregnancies, and provide a 
stronger evidence base for future maternal health policy. SMFM urges CMS to finalize 
these codes and the associated work RVUs (wRVUs) as recommended by the RUC. 
 
CMS Should Not Finalize Its Proposed Reduction to the Evaluation and Management 
(E/M) Visit Utilization Estimate  
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SMFM has concerns about CMS's proposal in Section II.D.3.b.(27).a to depart from the RUC's 
recommended valuation methodology by removing four prenatal E/M visits from the 
utilization estimate and reallocating the associated 11,810 wRVUs to the new labor and 
delivery codes.1 CMS estimates that this change would increase wRVUs for the labor and 
delivery codes by approximately 15 percent. 
 
CMS bases this proposed reduction on ACOG's 2025 Clinical Consensus, Tailored Prenatal 
Care Delivery for Pregnant Individuals, which outlines six to ten prenatal visits for average-
risk pregnancies and more visits for higher-risk pregnancies.9 However, ACOG’s guidance 
establishes a range of visit frequency based on patient risk and clinical need, not a single 
standard applicable to all pregnancies. CMS itself also notes that additional services may 
be furnished as needed and explicitly states that the proposal should not be interpreted as 
endorsing fewer prenatal visits. 
 
Because MFM subspecialists disproportionately care for patients with complex medical 
conditions and high-risk pregnancies, SMFM is concerned that removing prenatal E/M 
visits from the valuation methodology may understate the work associated with intensive 
antepartum management. Many of the patients our members care for require substantially 
more surveillance, counseling, coordination, and clinical decision-making than is reflected 
in an average-risk prenatal care schedule.10 
 
For many high-risk pregnancies, prenatal care extends well beyond routine surveillance 
and includes frequent medication management, interpretation of diagnostic testing, 
counseling regarding maternal and fetal risks, coordination with multiple specialists, and 
complex medical decision-making. These services are central to MFM care and often occur 
over numerous prenatal encounters that exceed the visit frequency associated with 
average-risk pregnancies. 
 
SMFM urges CMS to adopt the RUC-recommended wRVUs without this additional 
refinement and to continue emphasizing that prenatal care should be tailored to the 
individual patient's clinical needs. This adoption would ensure that the valuation of these 
services reflects the intensity of care required for higher-risk pregnancies while remaining 
consistent with CMS's stated position that services should be furnished when medically 
reasonable and necessary. 
 
CMS Should Not Adopt HCPCS G-Codes as a Parallel Coding System 
CMS has solicited comment on whether to create 15 new Healthcare Common Procedure 
Coding System (HCPCS) G-codes that would preserve the current MMM global bundle 
structure as an alternative to the new CPT maternity care code set. SMFM urges CMS not 
to adopt this alternative. 
 
Maintaining a competing coding pathway would undermine the primary purpose of this 
transition: establishing a modern maternity coding framework that accurately captures 
antepartum, delivery, and postpartum services and generates meaningful data about how 
care is delivered.11If both systems remain available, payors, electronic health record (EHR) 



Page 4 of 6 
 

vendors, and providers could face years of parallel administration, and fragmented data 
will make it harder to compare outcomes across payor types, patient populations, and risk 
levels.  
 
Following extensive CPT development, specialty society engagement, and advance 
publication of the 2027 code set, SMFM believes the maternity care community has had 
sufficient time to prepare for implementation. We do not believe a parallel G-code system 
is necessary and urge CMS to fully transition to the new maternity care coding 
framework. 
 
Remote Physiologic Monitoring, Remote Therapeutic Monitoring, and Care Management 
MFMs increasingly rely on remote physiologic monitoring (RPM), remote therapeutic 
monitoring (RTM), and related care management services to support patients with 
hypertension, diabetes, and other high-risk conditions during pregnancy and the 
postpartum period. These services enable clinicians to identify concerning changes 
earlier, intervene more quickly, and maintain ongoing oversight for patients who require 
frequent monitoring but may face barriers to in-person care.  
 
These technologies are especially valuable for patients in rural and underserved 
communities, for those who must travel long distances for specialty care, and for 
individuals facing transportation, childcare, employment, or other barriers.12 They are also 
valuable for individuals who cannot frequently miss work, secure childcare, or arrange 
transportation, allowing them to remain engaged in care while reducing the burden of 
repeated in-person visits. As technology-enabled care continues to expand, these services 
have become an important component of high-risk pregnancy management. 
 
SMFM is concerned that CMS’s proposal would limit RPM and RTM services. Because 
Medicare payment policy often serves as a model for Medicaid and commercial payer 
coverage, the effects of CMS’s proposal could extend well beyond the Medicare population. 
Given that Medicaid finances more than 40 percent of U.S. births, the impact would fall 
disproportionately on maternal health and safety-net populations.13 
 
Given the importance of early detection and ongoing management of conditions such as 
hypertension and diabetes during pregnancy and the postpartum period,14,15 policies 
affecting remote monitoring services warrant careful consideration to avoid unintended 
effects on maternal health outcomes and on access to care. 
 
SMFM respectfully urges CMS to not finalize these policies and instead convene 
stakeholders on a balanced approach that preserves access to remote monitoring and 
care management for pregnant and postpartum individuals.  
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Collectively, these proposals will shape how the healthcare system delivers, coordinates, 
and values high-risk pregnancy care. CMS has an opportunity to modernize maternity care 
coding while preserving access to services that support maternal health. In summary, 
SMFM urges CMS to:  
 

1) Finalize the new CPT maternity care code family and associated RUC-recommended 
valuations;  

2) Reject the proposed reduction in prenatal E/M visit utilization assumptions;  
3) Decline to create a parallel HCPCS G-code framework for maternity care; and  
4) Delay implementation of proposed RPM/RTM policies and collaborate with 

stakeholders on accountability-based safeguards that preserve patient access while 
addressing program integrity concerns. 

 
Thank you for considering these comments. Please do not hesitate to contact Rebecca 
Abbott, SMFM’s Senior Director of Advocacy, at rabbott@smfm.org with any questions. 
 
Sincerely, 

 
 
 
 
 

Alison G. Cahill, MD, MSCI    Neal Kovach, MBA 
President      Chief Executive Officer 
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