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July 19, 2026 

CMS Issues CY 2027 Proposed Medicare Physician Fee 
Schedule 
 
The Centers for Medicare & Medicaid Services (CMS) have issued a proposed rule regarding the update 
to the CY 2027 Medicare Physician Fee Schedule. The proposal also contains changes to the Medicare 
Shared Savings Program (MSSP), the Ambulatory Specialty Model (ASM), the Medicare Prescription 
Drug Inflation Rebate Program, the Quality Payment Program (Merit-based Incentive Payment 

System (MIPS)/ Advanced Alternative Payment Models (APMs), Rural Health Clinics/FQHCs, the Clinical 
Laboratory Fee Schedule, the Ambulance Fee Schedule, and regulations implementing statutory 
restrictions on Medicare eligibility for certain noncitizens under the 2025 Working Families Tax Cut 
(WFTC) law.  

 

The 1,592-page proposal was published in the July 16 Federal Register. The display copy is available 
at: https://public-inspection.federalregister.gov/2026-14327.pdf. A 60-day comment period ending 
September 14 is provided. The published version is at: https://www.govinfo.gov/content/pkg/FR-
2026-07-16/pdf/2026-14327.pdf.  

 

The PFS Addenda along with other supporting documents and tables referenced in this proposed rule 
are cited as being available on the CMS website at: https://www.cms.gov/Medicare/Medicare-Fee-for-
Service-Payment/PhysicianFeeSched/index.html. 

 

Summary of Costs 

Section 1848(d)(1)(A) of the Act requires beginning in 2026 two separate conversion factors (CFs): one 
for items and services furnished by a qualifying Alternative Payment Model (APM) qualifying participant 
(QP) as defined in section 1833(z)(2) of the Act and (referred to as the qualifying APM conversion 
factor) and another for items and services furnished by clinicians who are not QPs (referred to as the 
nonqualifying APM conversion factor), equal to the respective conversion factor for the previous year 
multiplied by the update established under section 1848(d)(20) of the Act for such respective conversion 
factor for such year.  

Under these provisions, the 2027 qualifying APM conversion factor represents a projected decrease of 
$0.40 (-1.19 percent) from the current conversion factor of $33.5675. 

Similarly, the 2027 nonqualifying APM conversion factor represents a projected decrease of $0.56  
(-1.68 percent) from the current conversion factor of $33.4009. 

 

https://public-inspection.federalregister.gov/2026-14327.pdf
https://www.govinfo.gov/content/pkg/FR-2026-07-16/pdf/2026-14327.pdf
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/index.html
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Headline Payment Figures 

• Nonqualifying-APM conversion factor (the rate that applies to most clinicians): $32.8409, down 
$0.56 (-1.68%) from the CY 2026 rate of $33.4009. 

• Qualifying-APM conversion factor (for clinicians with QP status in an Advanced APM): 
$33.1693, down $0.40 (-1.19%) from $33.5675. 

• Both conversion factors reflect a statutory 2.50% update for 2027 that is more than offset by a 
-0.53% RVU budget-neutrality adjustment applied to keep aggregate spending changes within 
the $20 million statutory tolerance. 

• Anesthesia conversion factors: $20.2143 (non-qualifying APM) and $20.4165 (qualifying APM), 
both reflecting an added 0.30% anesthesia-specific PE/MP adjustment. 

• Aggregate PFS accounting statement: an estimated $2.1 billion annualized decrease in 
Medicare transfers to physicians and other practitioners under the CY 2027 conversion factor 
update 

 

Conversion Factors (Page 1,143) 

The following tables contain the proposed CY 2027 conversion factors. 

 

Calculation of the CY 2027 PFS Qualifying APM Conversion Factor 

 

CY 2026 Conversion Factor  33.5675 

Conversion Factor without One Year 2.50% Increase  32.7488 

CY 2027 Qualifying APM Update Factor 0.75 percent (1.0075)  

CY 2027 RVU Budget Neutrality Adjustment 0.53 percent (1.0053)  

CY 2027 Conversion Factor  33.1693 

 

Calculation of the CY 2027 PFS Non-Qualifying APM Conversion Factor 

CY 2026 Conversion Factor  33.4009 

Conversion Factor without One Year 2.50% Increase  32.5863 

CY 2027 Non-Qualifying APM Update Factor 0.25 percent (1.0025)  

CY 2027 RVU Budget Neutrality Adjustment 0.53 percent (1.0053)  

CY 2027 Conversion Factor  32.8409 
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Calculation of the CY 2027 Anesthesia Qualifying APM Conversion Factor 

 

CY 2026 National Average Anesthesia Conversion Factor  20.5998 

Conversion Factor without One Year 2.50% Increase  20.0974 

CY 2027 Qualifying APM Update Factor 0.75 percent (1.0075)  

CY 2027 RVU Budget Neutrality Adjustment 0.53 percent (1.0053)  

CY 2027 Anesthesia Fee Schedule Practice Expense and 
Malpractice Adjustment 

 

0.30 percent (1.0030) 

 

CY 2027 Conversion Factor  20.4165 

 

Calculation of the CY 2027 Anesthesia Non-Qualifying APM Conversion Factor 

 

CY 2026 National Average Anesthesia Conversion Factor  20.4976 

Conversion Factor without One Year 2.50% Increase  19.9976 

CY 2027 Non-Qualifying APM Update Factor 0.25 percent (1.0025)  

CY 2027 RVU Budget Neutrality Adjustment 0.53 percent (1.0053)  

CY 2027 Anesthesia Fee Schedule Practice Expense and Malpractice 
Adjustment 

 

0.30 percent (1.0030) 

 

CY 2027 Conversion Factor  20.2143 

 

Comments 

In our initial purview of the rule, we find numerous errors in following the proposal’s headings and 
subheadings. There are places where the major heading is not followed by another major heading in 
sequence. For example, in section III heading H is followed by heading X. 

• Page numbers refer to the position within the PDF display file, not the printed Federal Register 
page numbers. 

• A few numbered subsections (e.g., a "5." between II.B.4 and II.B.6, and IV.E.4) are not 
separately detected as standalone headings. 

• Two numbering irregularities appear in the source document itself: Section III uses "X." 
immediately after "H." (skipping "I."), and Section VII.G contains a subsection also labeled "X." 
rather than "1." 

• Section IV skips directly from "B." to "H."  
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This proposal’s organization differs significantly from previous rulemaking. 

Not all sections are discussed below. 

Once again there is no table-of-contents. We are constructing the following for assistance to the 
reader. 

Table of Contents Proposed CY 2027 Medicare Physician Fee Schedule 

Section   Title Page 

I. Executive Summary  6 

   

 A. Purpose  6 

 B. Summary of the Key Provisions  7 

 C. Summary of Costs and Benefits  9 

   

II. Provision of the Rule for the PFS 10 

   

 A. Background  10 

 B. Determination of PE RVUs  10 

     1. Overview 10 

     2. Practice Expense Methodology 11 

            Facility and Non-facility Costs 16 

            Services with Technical Components and Professional Components 16 

            PE RVU Methodology 17 

     3. Adjusting RVUs To Match the PE Share of the Medicare Economic Index (MEI)  34 

     4. Changes to Direct PE Inputs for Specific Services 35 

            Standardization of Clinical Labor Tasks 35 

            Updates to Prices for Existing Direct PE Inputs 38 

            Technical Corrections to Direct PE Input Database and Supporting Files 47 

            Updates to Practice Expense (PE) Methodology – Site of Service Payment Differential 49 

     5. There is no section 5  

     6. Strategies to Improve Payment Transparency, Accuracy, and Congruency Across Payment Systems  54 
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Section   Title Page 

               Professional and Technical Components 54 

               Global Surgical Packages 57 

 C. Payment to the Medicare Telehealth  Services 60 

     1. Changes to the Medicare Telehealth Services List  60 

              Requests to Add Services to the Medicare Telehealth Services List for CY 2027 60 

              CMS Proposal to Add New Codes to the List 61 

       2. Telehealth Flexibilities and Modifiers 62 

       3. Telehealth Critical Care Consultations 64 

       4. Changes to Teaching Physicians’ Billing for Services Involving Residents or Teaching Physicians with    

       Virtual Presence 

  

     5. Telehealth Originating Site Facility Fee Payment Amount Proposed Update 67 

 D. Valuation of Specific Codes Including Potentially Misvalued Services Under the PFS 68 

     1.  Background: Process for Valuing New, Revised, and Potentially Misvalued Codes         68 

     2. Methodology for Establishing Work RVUs  70 

     3. Methodology for the Direct PE Inputs to Develop PE RVUs  77 

               Valuation of Specific Codes for CY 2027 84 

                   (1) Fine Needle Aspiration (CPT codes 10005 and 10006) 84 

                   (2) Skin Cell Suspension Autograft (CPT codes 15X19, 15X20, 15X21, and 15X22) 85 

                   (3) Computer Assisted Surgical Navigation (CPT code 20985) 86 

                   (4) Ablation Therapy – Bone Tumors (CPT code 209XX) 86 

                   (5) Intraosseous Fiducial Marker Placement (CPT codes 209X1 and 209X2) 87 

                   (6) Osteotomy – Spine (CPT codes 22210, 22212, 22214, and 22216) 87 

                   (7) Arthroplasty – Shoulder (CPT codes 23470 and 23472) 92 

                   (8) Arthroplasty – Hip (CPT code 27130) 95 

                   (9) Sacroiliac Joint Arthrodesis (CPT codes 27278 and 27279) 97 

                  (10) Arthroplasty – Knee (CPT code 27447) 98 

                  (11) Implantation of Extra-articular Shock Absorber – Medial Knee (CPT code 27X05) 99 

                  (12) Osteochondral Acellular Scaffold Implantation, Knee (CPT code 27XX8) 100 
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                  (13) Cardiac Contractility Modulation (CPT codes 33X01, 33X02, 33X03, 33X04, 33X05, 33X06,           

                  33X07, 33X08, 33X09, 33X10, 33X11, 93X01, 93X02, 93X03, and 93X04) 

  

                  (14) Insertion and Removal of Surgical Ventricular Assist Device (CPT codes 33X12, 33X13, and                            

                  33X15) 

102 

                  (15) Transcatheter Tricuspid Valve Implant, Edge-to-Edge Repair (CPT codes 33X50, 33X51,   

                  33X52) 

103 

                  (16) Percutaneous Transcatheter Closure (CPT code 33340) 105 

                  (17) Treatment of Incompetent Veins (CPT codes 36470, 36471, 36465, 36466, 36473, and    

                  36474) 

107 

                  (18) Microvascular Bypass, Lymphatic Vessels (CPT codes 38X03 and 38X04) 109 

                  (19) Diaphragmatic Hernia Repair (CPT codes 39540, 39541, 39XX3, 39XX4, 39XX5, 39XX7, 

                  39XX8, 39XX9, 39X11, 39X12, and 39X13) 

109 

                  (20) Diaphragm Repair (CPT codes 39545 and 395X2) 110 

                  (21) Division of Median Arcuate Ligament (CPT codes 39XX1 and 39XX2) 111 

                  (22) Endoscopic Submucosal Dissection (CPT codes 4XX01 and 4XX02) 111 

                  (23) Transoral Oropharyngeal Procedures (CPT codes 42808, 42XX1, and 42XX2) 111 

                  (24) Congenital Duodenal Obstruction Repair (CPT codes 44XX1 and 44XX2) 112 

                  (25) Irreversible Electroporation of Tumor, Pancreas (CPT code 48XXX) 113 

                  (26) Prostate Biopsy Services (CPT codes 55705, 55707, 55708, 55709, 55710, 55711, 55712, 

                  55714, and 55715) 

113 

                  (27) Maternity Care Services (CPT codes 59320, 59325, 59412, 59871, 59XX1, 59XX2, 59XX3,  

                  59XX4, 59030, 59051, 59XX5, 59XX6, 59414, 59300, 59XX7, 59XX8, 59XX9, 59X10, 59X11,      

                  59X12, and 59160) 

115 

                  (28) Stereotactic Computer-Assisted Volumetric Navigation (CPT codes 61781, 61782, and 61783)                 118 

                  (29) Percutaneous Lumbar Decompression (CPT code 62287) 119 

                  (30) Laminectomy (CPT codes 63045, 63046, 63047, and 63048) 120 

                  (31) Injection Anesthetic Agent (CPT codes 64400 and 64405) 121 

                  (32) MRA – Head, Neck (CPT codes 70544, 70545, 70546, 70547, 70548, 70549, 70XX4, 70XX5,   122 
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                   and 70XX6) 

                  (33) Computed Tomography-Upper Extremity with Contrast (CPT codes 73200, 73201, 73202)                   123 

                  (34) Biofeedback Training (CPT codes 90901, 90X03, 90912, and 90913) 123       

                  (35) Radiation Oncology Treatment Delivery (CPT codes 77402, 77407, and 77412) 124 

                  (36) Proton Beam Treatment Delivery (CPT Codes 77520, 77522, 77523, and 77525) 126 

                  (37) Intracoronary Drug Delivery Balloon Services (CPT codes 9XX04 and 9XX07) 127 

                  (38) Rotational Vestibular Assessment (CPT codes 92XX5 and 92XX6) 128 

                  (39) Video Head Impulse - Vestibular Function (CPT codes 92X10 and 92X11) 

 

129 

                  (40) Speech-Language Pathology Services (CPT codes 92X0X, 92X1X, 92X2X, 92X3X, 92X4X,       

                  92X5X, 92X6X, 92X7X, 92X8X, 92X9X, and 92508) 

130 

                  (41) Endoluminal Coronary Intravascular Ultrasound (IVUS) (CPT codes 92978 and 92979) 133 

                  (42) Autonomic Function Testing (CPT codes 95921, 95XX4, 95922, 95923, 95XX5, 95XX6,    

                  95924, 95XX7, 95XX8, and 95XX9) 

135 

                  (43) Unattended Sleep Testing (CPT codes 95X18, 95X19, 95X20, 95X21, 95X22, and 95X23) 139 

                  (44) Laser Treatment for Inflammatory Skin Diseases (CPT codes 96920, 96921, and 96922) 142 

                  (45) Real-time Fluorescence Wound Imaging (CPT code 976XX) 143 

                  (46) Lactation Care Services (CPT Codes 978XX and 978X1) 145 

                  (47) Adaptive Behavior Services (CPT Codes 97151, 97152, 97X1X, 97X2X, 97X3X, 97153,  

                  97154, 97X4X, 97X5X, 97155, 97X6X, 97156, 97157, 97158) 

146 

                  (48) Remote Monitoring (CPT Codes 98975, 98976, 98977, 98978, 98980, 98981, 98984, 98985,                      

                 98986, 98979, 99091, 99453, 99454, 99457, 99458, 99473, 99474, 99445, and 99470) 

149 

                  (49) National Payment for Non-Sheet Form Skin Substitutes 160 

                  (50) Smoking and Tobacco Use Cessation (CPT codes 99406, 99407) and Screening, Brief 

                  Intervention, and Referral to Treatment (SBIRT) (HCPCS codes G2011, G0396, G0397) 

161 

                  (51) Psychiatric Collaborative Care Model (CoCM) (CPT codes 99492, 99493, 99494, G2214) and     

                  APCM BHI add-on codes (HCPCS Codes G0568, G0569) 

163 

                  (52) Tympanostomy (HCPCS code G0561) 169 
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                  (53) Evaluation and Management (E/M) Visit Complexity Add-On (HCPCS code G2211) 169 

                  (54) Shared Medical Appointment (HCPCS code GSMAS) 184 

                  (55) Vaccine adverse effects management (HCPCS Code GADV1) 191 

                  (56) Health Coaching (CPT codes 0591T, 0592T, and 0593T) 193 

                  (57) Vascular Embolization or Occlusion Procedure with Use of a Pressure-Generating Catheter 

                 (HCPCS code G0577) 

197 

                  (58) Accounting for E/M Resource Overlap Between Stand-Alone Visits and Global Periods 199 

                  (59) Revisions to Teaching Physician Policy Related to the Primary Care Exception 204 

                  (60) Bundled Payments Under the PFS for Substance Use Disorders (HCPCS Codes G2086, 

                  G2087, and G2088) 

206 

                  (61) Software as a Medical Service (SaMS) Laboratory Analyses 208 

                  (62) Caregiver Training Services (CTS) 213 

                  (63) Comment Solicitation on Payment for Physician-Patient Clinical Trial Discussions 214 

     4. Potentially Misvalued Services Under the PFS  232 

 E. Request for Information: Redesigning Primary Care to Make America Healthy Again 252 

     1. Introduction 252 

     2. Reconsidering Relative Primary Care Payment in the Medicare Physician Fee Schedule 255 

     3. Care Management Code ‘Family’ 258 

     4. Payment Implications of Technology Enablement of Primary Care 261 

     5. Technology and AI-Augmentation in Primary Care via the Medicare Annual Wellness Visit (AWV) 264 

     6. Developing Prospective Payment in the Shared Savings Program 268 

 F. Comprehensive Outpatient Rehabilitation Facility (CORF) Services and KX Modifier Threshold, and Medical   

    Review Threshold 

285 

      1. Technical Corrections of CORF Regulations 285 

      2. KX Modifier Thresholds 285 

 G. Supporting Beneficiaries Planning for Future Medical Decisions 288 

      1. Advance Care Planning (ACP) Services (HCPCS Codes GACP1 and GACP2) 288 

      2. Request for Information (RFI) on Community-based Palliative Care 295 
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      3. Request for Information on Intensive Lifestyle Interventions to slow progression of Alzheimer’s disease 299 

 H. Current Procedural Terminology (CPT) Request for Information (RFI) 304 

   

III. Other Provisions of the Proposed Rule 309 

   

 A. Drugs and Biological Products Paid Under Medicare Part B 309 

     1. Requiring Manufacturers of Certain Single-Dose Container or Single-Use Package Drugs to Provide          

        Refunds with Respect to Discarded Amounts (§§ 414.902 and 414.940) 

309 

 B. Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) 318 

     1. Background on RHC and FQHC Payment Methodologies 318 

     2. Payment for Certain Preventive Services 320 

     3. Services Furnished Using Telecommunication Technology 330 

     4. Proposed CY 2027 FQHC PPS Market Basket Update 332 

     5. Proposed Technical Changes 333 

 C. Clinical Laboratory Fee Schedule (CLFS): Consolidated Appropriations Act (CAA), 2026 336 

     1. Background on the Clinical Laboratory Fee Schedule 336 

     2. Payment Requirements for Clinical Diagnostic Laboratory Tests 337 

     3. Previous Statutory Revisions to the Data Reporting Period and Phase-In of Payment Reductions 339 

     4. Additional Statutory Revisions to the Data Reporting Period, Phase-In of Payment Reductions and Data  

        Collection Period  

339 

     5. Proposed Conforming Regulatory Changes 341 

      6. Technical Correction (§ 414.523(a)(1)) 342 

 D. Proposed Changes to the Ambulatory Specialty Model (ASM) 345 

     1. Executive Summary and Background 345 

     2. Proposed Changes to Provisions of the Ambulatory Specialty Model (ASM) 349 

 E. Limiting Medicare Coverage of Certain Individuals 454 

     1. Background 454 

     2. Limiting Coverage Under Medicare Part A and Part B to Certain Individuals 456 
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     3. Enrollment Pathway for Individuals Who Gain or Regain Eligibility 469 

     4. Limiting Coverage under Medicare Part C, Medicare Part D, and Cost Plans to Certain Individuals 475 

 F. Medicare Prescription Drug Inflation Rebate Program 480 

     1. Background 480 

     2. Medicare Part B Drug Rebates for Single Source Drugs and Biological Products with Prices That    

         Increase Faster Than Inflation 

483 

     3. Medicare Part D Drug Rebates for Certain Drugs and Biologicals with Prices That Increase Faster Than    

         Inflation 

490 

 G. Medicare Shared Savings Program 514 

      1. Executive Summary and Background 514 

      2. Beneficiary Assignment Methodology 525 

      3. Quality Performance Standard and Other Quality Reporting Requirements 580 

      4. Shared Savings Program Certified Electronic Health Record Technology (CEHRT) Use Requirements 639 

      5. Financial Methodology 674 

      6. Beneficiary Engagement 786 
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      9. Beneficiary Notification Requirements 826 
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 H. Changes to the Regulations Associated with the Ambulance Fee Schedule  852 

      1. Ambulance Fee Schedule Background 852 

      2. Ambulance Extender Provisions 852 

      3. Ongoing Data Collection Requirements for the Medicare Ground Ambulance Data Collection [System] 855 

      4. Proposed Changes in Geographic Delineations for Ambulance Payment 855 

   

 X. Request for Information (RFI) on Duplicate Laboratory Testing, Imaging, and Result Sharing and 
Interoperability (as labeled in the source document — follows Section H without an intervening "I") 

[X follows H] 

867 
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      3. Transforming MIPS: MIPS Value Pathway (MVP) Strategy 886 
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1,066 
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     2. Proposal to Remove the Public Reporting Requirements for the MIPS Value Pathway (MVP)  

        [Registration Deadline] 

1,071 

      3. Request for Information: Star Rating Assignment Methodology for Administrative Claims 1,073 

      4. (not separately captured)  

      5. Advanced APMs 1,077 

      6. APM Entity Terminations 1,083 

   

V. Collection of Information 1,094 
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VII. Regulatory Impact Analysis 1,134 
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 Appendices 1,325 

   

 Appendix 1. MIPS Quality Measures 1,325 

 Appendix 2. Improvement Activities  1,497 

 Appendix 3. MVP Inventory 1,508 

   

 

II. Provisions of the Rule for the PFS  (Page 10) 

Determination of PE RVUs 

Practice expense (PE) is the portion of the resources used in furnishing a service that reflects the 
general categories of physician and practitioner expenses, such as office rent and personnel wages, but 
excluding malpractice (MP). As required by section 1848(c)(2)(C)(ii) of the Act, CMS uses a resource-
based system for determining PE RVUs for each physicians’ service. 
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To establish PE RVUs for specific services, CMS says it is necessary to establish the direct and indirect PE 
associated with each service. 

CMS is proposing to allocate indirect PE using both the work RVU and the clinical labor RVU for all 
services, with the exception of codes with 010- and 090-day global periods, instead of just applying that 
methodology to those services that can be reported using technical, professional, and global 
components (typically diagnostic and imaging services). In the description of the calculation of the PE 
methodology, CMS indicates the portion of the methodology that would be calculated differently under 
this proposal. 

For procedures that can be furnished in a physician’s office, as well as in a facility setting, where 
Medicare makes a separate payment to the facility for its costs in furnishing a service, CMS establishes 
two PE RVUs: facility and non-facility. 

 

For CY 2027, CMS is proposing in its step-by-step calculations to: 

• Modify step 8 to calculate indirect PE based on both work RVUs and clinical labor RVUs for all 
services except 010- and 090-day global period codes; 

• Remove steps 12 through 17 that rely on the indirect practice cost index (IPCI) from the 
calculation of the PE RVUs over a 2-year transition period, and; 

• Add a new step to apply a stabilization adjustment to the PE RVUs (proposed step 19).  
(Page 24) 

 

CMS is holding the work RVUs constant and adjusting the PE RVUs, MP RVUs, and conversion factor (CF) 
to produce the appropriate balance in RVUs among the three PFS components and payment rates for 
individual services, that is, that the total RVUs on the PFS are proportioned to approximately 51 percent 
work RVUs, 45 percent PE RVUs, and 4 percent MP RVUs. 

CMS is proposing to update the price of nine supplies and two equipment items in response to the public 
submission of invoices following the publication of the CY 2026 PFS final rule. These supply and 
equipment items with updated prices are listed in the valuation of specific codes section of the rule 
under Table A-D9, CY 2027 Invoices Received for Existing Direct PE Inputs. (Page 39) 

 

Updates to Practice Expense (PE) Methodology – Site of Service Payment Differential  

(Page 49) 

The CY 2026 final rule cut the indirect PE allocated per work RVU by half for services in the "facility" 
setting relative to "non-facility." CMS says it has learned this inadvertently created a payment gap 
between nursing-facility E/M visits based solely on whether the patient's stay is covered under Part A 
(classified "facility") or Part B (classified "non-facility") — a distinction unrelated to the practitioner's 
actual resource costs.  
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CMS proposes to equalize payment for CPT codes 99304-99306 (initial nursing facility care) and the 
corresponding subsequent/discharge visit codes by setting the facility PE RVU equal to the non-facility 
PE RVU, regardless of the beneficiary's Part A/Part B status. 

 

CPT Code 99304 -- Initial nursing facility care, per day, for the evaluation and management of a patient, 
which requires a medically appropriate history and/or examination and straightforward or low level of 
medical decision making. When using total time on the date of the encounter for code selection, 25 
minutes must be met or exceeded. 

 

CPT Code 99305 -- Initial nursing facility care, per day, for the evaluation and management of a patient, 
which requires a medically appropriate history and/or examination and moderate level of medical 
decision making. When using total time on the date of the encounter for code selection, 35 minutes 
must be met or exceeded.  

 

CPT Code 99306 -- Initial nursing facility care, per day, for the evaluation and management of a patient, 
which requires a medically appropriate history and/or examination and high level of medical decision 
making. When using total time on the date of the encounter for code selection, 50 minutes must be met 
or exceeded.  

 

CPT Code 99307 -- Subsequent nursing facility care, per day, for the evaluation and management of a 
patient, which requires a medically appropriate history and/or examination and straightforward medical 
decision making. When using total time on the date of the encounter for code selection, 10 minutes 
must be met or exceeded.  

 

CPT Code 99308 -- Subsequent nursing facility care, per day, for the evaluation and management of a 
patient, which requires a medically appropriate history and/or examination and low level of medical 
decision making. When using total time on the date of the encounter for code selection, 20 minutes 
must be met or exceeded. 

 

CPT Code 99309 -- Subsequent nursing facility care, per day, for the evaluation and management of a 
patient, which requires a medically appropriate history and/or examination and moderate level of 
medical decision making. When using total time on the date of the encounter for code selection, 30 
minutes must be met or exceeded.  

 

CPT Code 99310-- Subsequent nursing facility care, per day, for the evaluation and management of a 
patient, which requires a medically appropriate history and/or examination and high level of medical 



 

 

 

 

   Page 15 

decision making. When using total time on the date of the encounter for code selection, 45 minutes 
must be met or exceeded.  

 

CPT Code 99315 -- Nursing facility discharge management; 30 minutes or less total time on the date of 
the encounter. 

 

CPT Code 99316 --Nursing facility discharge management; more than 30 minutes total time on the date 
of the encounter.  

 

Comment 

The site-of-service issue is a growing concern to CMS. The intent is to pay no more for a given service 
irrespective of where it is performed. 

CMS says it is modifying CPT Codes 99304-99306. However, the modified codes extend to 99316, as 
noted above. 

 

Payment for Medicare Telehealth Services (Page 60) 

CMS notes it did not receive any requests to add or remove services from the Medicare Telehealth 
Services List for CY 2027; for CY 2028, requests to add services to the Medicare Telehealth Services List 
must be submitted to and received by CMS by February 10, 2027. 

 

CMS proposes to add four new G-codes to the Telehealth List: GACP1/GACP2 (advance care planning 
clinical-staff time), GSMAS (group medical visits for patients with a common condition), GSLPP 
(pediatric  speech/language/communication disorder treatment), and GADV1 (E/M add-on for vaccine 
adverse effects). Refer page 61 for full descriptions of the codes. 

 

Section 6209(a) and (b) of the CAA 2026, extends the flexibilities for Medicare telehealth services to 
remove the geographic restrictions, expand the list of acceptable originating sites, and expand the array 
of practitioners eligible to furnish telehealth services from January 30, 2026 to the extended date of 
December 31, 2027. 

 

CMS is creating modifiers BB and BC. Guidance on use of these modifiers will be available on the CMS 
website. 
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CMS is proposing the following revised code descriptors: 

• G0508: Telehealth consultation, critical care; first 30 to 74 minutes. 
• G0509: Telehealth consultation, critical care; each additional 30 minutes (List separately in 

addition to code for primary service). 
 

CMS is proposing to allow teaching physicians to bill for services involving residents when either the 
teaching physician or resident is in the same physical location as the beneficiary. 

 

For CY 2027, the proposed payment amount for HCPCS code Q3014 (Telehealth originating site facility 
fee) is $32.65. 

 

Valuation of Specific Codes Including Potentially Misvalued Services Under the PFS (Page 68) 

The proposed work RVUs, work time and other payment information for all CY 2027 payable codes are 
available on the CMS website under downloads for the CY 2027 PFS proposed rule. 

 

Comment 

Our table-of-contents lists 63 specific CPT-4 codes that CMS has reviewed. Please refer to the table and 
corresponding page numbers. 

 

Procedures Subject to the Multiple Procedure Payment Reduction (MPPR) and the Outpatient 
Prospective Payment System (OPPS) Cap 

For CY 2027, CMS identified new and revised codes to determine which services meet the definition of 
“imaging services” as defined at section 1848(b)(4)(B) of the Act for purposes of the OPPS cap. 
Beginning for CY 2027, CMS is proposing to include the services listed in Table A-D1 (Page 84) to which 
the OPPS cap applies. 

 

The rule’s Table A-D9 contains: CY 2027 Work RVUs for New, Revised, and Potentially 
Misvalued Codes (Page 216) 

Potentially Misvalued Services Under the PFS (Page 232) 

For CY 2027, CMS received 15 requests concerning various codes as Potentially Misvalued Codes.  

(Page 236) 
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Reconsidering Relative Primary Care Payment in the Medicare Physician Fee Schedule  

(Page 255) 

Original Medicare’s fee-for-service payments for primary care services are overwhelmingly made 
through traditional office/outpatient (O/O) E/M visit codes. E/M codes describe a broad range of 
physician services that occur in an office setting, and do not distinguish between a one-time consultative 
visit and care that is part of a longitudinal care relationship, which may require additional time, 
coordination, and resources.  

 

CMS is interested in how Original Medicare may be able to incorporate more “robust incentives” to invest 
in high-value care, which will reduce costs of care in the long-term within the Physician Fee Schedule 
(PFS). 

 

CMS seeks comments on three main topics: 

• Reconsidering relative primary care payment in the Medicare PFS: 
• The payment implications of technology–enablement of primary care: 
• Establishing Prospective Primary Care Payment in the Medicare Shared Savings Program: 

 

Comprehensive Outpatient Rehabilitation Facility (CORF) Services and KX Modifier Threshold, 
and Medical Review Threshold (Page 285) 

CMS proposes to increase the CY 2026 KX modifier threshold amount by the most recent forecast of the 
2017-based MEI. For CY 2027, the proposed MEI increase is estimated to be 2.5 percent and is based on 
the expected historical percentage increase of the 2017-based MEI. Multiplying the CY 2026 KX modifier 
threshold amount of $2,480 by the proposed CY 2027 percentage increase in the MEI of 2.5 percent 
($2,480 x 1.025) and rounding to the nearest $10.00 results in a proposed CY 2027 KX modifier 
threshold amount of $2,540 for physical therapy and speech-language pathology services combined and 
$2,540 for occupational therapy services. 

 

Supporting Beneficiaries Planning for Future Medical Decisions (Page 288) 

CMS is proposing to create two new HCPCS codes to describe Advance Care Planning (ACP) Services  
furnished by clinical staff under the direct supervision of the billing physician or other practitioner (and 
incidental to their professional services), and proposing that the existing CPT codes 99497 and 99498 
would only be used to report time personally spent by the billing practitioner. The proposed new codes 
would be: HCPCS G-code GACP1 and GACP2.  
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Current Procedural Terminology (CPT) Request for Information (RFI) (Page 304) 

The Current Procedural Terminology (CPT®) coding system is owned and copyrighted by the American 
Medical Association (AMA) and CMS uses CPT® under a royalty-free licensing agreement with the AMA. 

 

CMS says that there has been longstanding concern expressed over the Federal reliance on a private 
organization with such an obvious conflict of interest as providing information on the time and resource 
requirements to conduct physician services when this information may influence their own payment. 

 

Given these longstanding concerns, CMS is seeking comment on a number of areas regarding the 
influence of the CPT® coding system and AMA process on physician payment policy as part of the 
Secretarial priority to “Make America Healthy Again.” 

 

CMS seeks comment of 5 questions: 

 

• What evidence exists of harm or delayed innovation resulting from the AMA's licensing monopoly 
over CPT-4, including acquisition/maintenance costs borne by the health care system? 

• Whether CPT-4 code creation follows an identifiable "medical necessity" determination process, 
and what alternative models (other populations, sites of care, international systems) might inform 
one. 

• Whether CMS should revisit the regulatory (not statutory) adoption of CPT-4/HCPCS as the HIPAA 
national coding standard, what alternatives exist, and whether CMS could allow competing coding 
systems. 

• What more objective alternatives could replace the current AMA CPT/RUC committee process, and 
how they would affect innovation. 

• The relative merits of paying for procedures based on ICD-10 procedure codes (ICD-10-PCS) 
instead of CPT-4, including possible bundling models analogous to MS-DRGs or OPPS APCs. 

 

This RFI does not propose an immediate change but signals CMS is examining the AMA's structural role 
in fee-schedule code-setting. 
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III. Other Provisions of the Proposed Rule (Page 309) 

Drugs and Biological Products Paid Under Medicare Part B (Page 309) 

CMS is proposing technical/clarifying provisions continuing implementation of the statutory 
manufacturer-refund requirement for discarded amounts from single-dose container/single-use package 
drugs exceeding the 10 percent (or increased, for drugs meeting unique-circumstances criteria) 
applicable percentage threshold (§414.902/§414.940). 

 

Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) (Page 318) 

For CY 2027, the proposed FQHC market basket update is estimated to be 2.5 percent and is based on 
the expected historical percentage increase of the productivity-adjusted 2022-based FQHC market 
basket (referred to as the FQHC market basket update). Multiplying the CY 2026 FQHC PPS base rate 

amount of $207.72 by the proposed CY 2027 FQHC market basket update of 2.5 percent ($207.72 x 
1.025) results in a proposed CY 2027 FQHC PPS base rate amount of $212.91. 

 

Clinical Laboratory Fee Schedule (CLFS): Consolidated Appropriations Act (CAA), 2026  

(Page 335) 

In accordance with section 6226 of the CAA 2026, CMS is proposing to make certain conforming 
changes to the data reporting and payment requirements at 42 CFR part 414, subpart G. Specifically, 
CMS is proposing to revise § 414.502 to update the definitions of both the “data collection period” and 
“data reporting period,” specifying that the data collection period is the 6-month period from January 1 
through June 30, during which applicable information is collected and that precedes the data reporting 
period, and that the data reporting period for clinical diagnostic laboratory tests (CDLTs) that are not 
ADLTs is the 3-month period, May 1 through July 31, and for ADLTs is the 3-month period, January 1 
through March 31.  

CMS is proposing to revise § 414.507(d) to indicate that for CY 2026, payment may not be reduced by 
more than 0.0 percent as compared to the amount established for CY 2025, and for CYs 2027 through 
2029, payment may not be reduced by more than 15 percent as compared to the amount established 
for the preceding year.   

 

Proposed Changes to the Ambulatory Specialty Model (ASM) (Page 345) 

ASM is a mandatory alternative payment model tested by the CMS Center for Medicare and Medicaid 
Innovation (Innovation Center) under section 1115A of the Act. ASM will have 5 performance years that 
begin January 1, 2027 and end December 31, 2031 with performance-based payment adjustments 
occurring 2 calendar years (CYs) following the end of each ASM performance year. 
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ASM will test whether holding physician specialists accountable for the quality and cost of care 
associated with the longitudinal management of specific chronic conditions, heart failure and low back 
pain, can reduce Medicare expenditures while preserving or enhancing quality of care for Original 
Medicare beneficiaries. 

 

Based on the feedback CMS received after the publication of the CY 2026 PFS final rule and CMS’ own 
internal review, CMS is proposing several technical refinements and adjustments to the model. 

 

The rule proposes technical refinements rather than changes to ASM's fundamental structure, include: 

• Revising and adding ASM definitions; clarifying participant exceptions tied to TIN changes 
before/during a performance year. 

• Excepting certain heart-failure participants whose specialty type has been redesignated. 
• A new option to terminate ASM participants under specified circumstances. 
• Flexibility to submit Improvement Activities data at the individual or group level. 
• Adding an administrative claims-based low-back-pain imaging quality measure, and replacing 

the current patient-reported outcome measure for low back pain with a functional-status 
outcome process measure. 

• A new quality-category scoring incentive for voluntary submission of patient-reported outcome 
(PRO) data, to build toward future PRO performance-based measures. 

• Aligning the Promoting Interoperability category with proposed MIPS PI changes, including a 
new measure-suppression policy. 

• A rural scoring adjustment for ASM participants in rural areas. 
• Revisions to collaborative care arrangement (CCA) requirements — permissible parties, 

remuneration conditions, documentation, and compliance terms. 

Comment 

This is a relatively long section—108 pages. I have two observations regarding ASM. 

First, this program was implemented for CY 2026. Yet, the number of proposed “technical” changes is 
considerable. Is this is a sign that CMS’ actions are not always, as expressed as being helpful, but need 
more review and understanding before being implemented? 

CMS says in this section that it is “seeking comments” on its thoughts for change 72 times. The agency 
keeps addressing its actions to make Medicare more efficient and to reduce outlays. Medicare needs to 
start at home and revise its rulemaking. Current rulemaking is not only complicated and confusing, but 
contains too much, unneeded prior history. 

 

Limiting Medicare Coverage of Certain Individuals (Page 453) 

This section implements section 71201 of the "Working Families Tax Cut" (WFTC) legislation, enacted 
July 4, 2025), which added new section 1899C to the Social Security Act. Effective July 4, 2025, 
Medicare entitlement/enrollment is limited to: (1) U.S. citizens or nationals; (2) lawful permanent 
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residents (LPRs); (3) Cuban and Haitian entrants; and (4) Compact of Free Association (COFA) 
migrants. This replaces the prior, broader "lawfully present" standard used since a 1996 Personal 
Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA)-era framework. 

• CMS proposes a grace-period and termination process: individuals identified as no longer 
meeting the new eligibility criteria would receive a termination notice from SSA, with 
entitlement/enrollment ending at the end of the month following the month the notice is dated 
(e.g., a March 2027 notice results in termination effective end of April 2027). 

 
• Proposed effective date for terminations under this framework: January 1, 2027. No 

terminations for section 1899C(a) noncompliance would occur before that date, and none before 
an individual has been notified. 
 

• Affected individuals would receive appeal rights under CMS's existing initial-determination 
appeals process, plus a proposed special enrollment period to reestablish coverage if they later 
regain qualifying status. 

 
• Conforming amendments proposed across 42 CFR parts 417, 422, and 424 (Medicare 

Advantage, cost plans, and general enrollment provisions) to align with the new eligibility 
standard. 

 

Office of the Actuary (OACT) estimates this provision is projected to reduce Medicare program outlays 
by approximately $4.97 billion over CYs 2027-2036 (a transfer effect, i.e., reduced payments to 
plans/providers on behalf of affected individuals rather than a scored budgetary "cost"), ranging from 
about $220 million in 2027 to about $680 million in 2036. 

 

Medicare Prescription Drug Inflation Rebate Program (Page 480) 

Sections 11101 and 11102 of the Inflation Reduction Act of 2022 (IRA) established requirements 
under which drug manufacturers must pay inflation rebates if they raise their prices for certain drugs 
payable under Part B and/or covered under Part D faster than the rate of inflation. 

CMS is proposing new policies for the Medicare Part B Drug Inflation Rebate Program as follows: 

• Proposed § 427.20 would clarify the definition of “first marketed date” to clarify the data 
sources CMS would use to identify the first marketed date when relevant Average Sales Price 
(ASP) data is not available. 

 
• Proposed § 427.101(b)(5) would modify the skin substitutes excluded product category for Part 

B rebatable drugs so that the exclusion applies only to certain skin substitutes products.  
 

• Proposed § 427.302(e)(6) and (f)(1) would clarify what Consumer Price Index for All Urban 
Consumers (CPI-U) data would be used to determine the benchmark period CPI-U in place of the 
month for which CPI-U data are unavailable. 
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Medicare Shared Savings Program (MSSP) (Page 514) 

As of January 1, 2026, the Medicare Shared Savings Program had 511 accountable care organizations 
(ACOs) with over 700,000 healthcare providers and organizations providing care to over 12.6 million 
assigned beneficiaries. The MSSP material extends more than 330 pages. It is the longest section of the 
proposal. 

CMS is proposing the following changes to the Shared Savings Program as follows: 

• Revising policies for determining beneficiary assignment under the Shared Savings Program 
(section III.G.2.): (Page 525) 

 

• Revising the quality performance standard and other quality reporting requirements.(section 
III.G.3.): (Page 580) 

 
• Revising Shared Savings Program CEHRT use requirements (section III.G.4.): (Page 639) 

 
• Revising policies for the Shared Savings Program’s financial methodology, (section III.G.5.): 

(Page 674) 
 

• Increasing beneficiary engagement by allowing ACOs to reduce or eliminate Part B cost sharing 
for beneficiaries (section III.G.6.a.), and discontinue availability of the option for prepaid 
shared savings (section III.G.6.b.): (Page 786) 

 

• Modify the calculation methodology for setting quarterly advance investment payment amounts 
and revise the terminology on allowable uses of advance investment payments (section 
III.G.7.); (Page 808) 

 

• Revising the approach to determining whether an ACO is experienced or inexperienced with 
performance-based risk Medicare ACO initiatives (section III.G.8.): (Page 819) 

 

• Modifying Shared Savings Program beneficiary notification requirements (section III.G.9.): 
(Page 826) 

 

Taken together, the Shared Savings Program proposals are projected to reduce Trust Fund Expenditures 
by $5.5 billion in total through the end of the 10-year period 2027 through 2036, ranging from 
approximately $8.9 billion lower spending at the 10th percentile to $2.3 billion lower spending at the 
90th percentile, as described in the Regulatory Impact Analysis in section VII.  

(Page 523) 
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Comment 

CMS has provided a separate summary document discussing the changes being proposed. We are using 
parts of the summary to provide our analysis below. A copy of CMS’ summary is at: 
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2027-medicare-physician-fee-schedule-
proposed-rule-cms-1848-p-medicare-shared. Please note that CMS summary material does not follow the 
rulemaking.  

 

Proposed Modifications to the Shared Savings Program Assignment Methodology (Page 525) 

First, CMS is proposing to exclude from assignment calculations allowed charges for primary care 
services billed through a non-ACO Taxpayer Identification Number (TIN). CMS would apply this approach 
in determining whether a beneficiary received the plurality of primary care services under the stepwise 
claims-based assignment methodology. This approach would be a tailored approach to reduce the 
potential for ACO professionals’ billing patterns, inside and outside the ACO for the care of the same 
beneficiaries, to result in differences in assignment outcomes that advantage the ACO’s financial 
performance. 

Second, CMS is proposing to modify assignment eligibility criteria and prospective assignment exclusion 
criteria based on Medicare enrollment status. CMS would consider as eligible for assignment 
beneficiaries who have at least one month of Part A and Part B enrollment and no Medicare group health 
plan enrollment (including MA) during that same month during the 12-month assignment window for the 
relevant performance year or benchmark year.  

Third, CMS is proposing updates to the definition of primary care services used for beneficiary 
assignment to align with payment policy proposals under the Medicare PFS. CMS is proposing to include, 
among other services for determining beneficiary assignment for the performance year starting on 
January 1, 2027, and subsequent performance years, new codes for Screening, Brief Intervention, and 
Referral to Treatment, Vaccine Adverse Effects Management, and Advance Care Planning.  

Shared Savings Program ACOs and ACO participants may also be impacted by the proposal to replace 
HCPCS code G2211 (E/M Visit Complexity Add-On) with a modifier and should review the CY 2027 PFS 
Proposed Rule Fact Sheet for additional information. 

 

Proposal to Extend the Availability of the MIPS CQMs Collection Type and the MIPS CQM 
Reporting Incentive for Shared Savings Program ACOs (Page 581) 

CMS proposes to extend the availability of the MIPS CQMs collection type for Shared Savings Program 
ACOs reporting the APM Performance Pathway (APP) Plus quality measure set for PY 2027 and 
subsequent PYs. 

 

 

https://links-2.govdelivery.com/CL0/https:%2F%2Fwww.cms.gov%2Fnewsroom%2Ffact-sheets%2Fcalendar-year-cy-2027-medicare-physician-fee-schedule-proposed-rule-cms-1848-p-medicare-shared/1/0101019f625588b2-6c1b88f7-25fa-4fdd-82cf-b08cc5bcde65-000000/A2ueA4LsnUfKw7Pr5VqGHF_2aCQrHtTw-RhL_UDLyTY=452
https://links-2.govdelivery.com/CL0/https:%2F%2Fwww.cms.gov%2Fnewsroom%2Ffact-sheets%2Fcalendar-year-cy-2027-medicare-physician-fee-schedule-proposed-rule-cms-1848-p-medicare-shared/1/0101019f625588b2-6c1b88f7-25fa-4fdd-82cf-b08cc5bcde65-000000/A2ueA4LsnUfKw7Pr5VqGHF_2aCQrHtTw-RhL_UDLyTY=452
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Extending the Use of Flat Benchmarks to Score Medicare CQMs (Page 593) 

CMS is proposing that all measures of the Medicare CQMs collection type would be scored using flat 
benchmarks. In addition, CMS is proposing that Diabetes: Glycemic Status Assessment Greater Than 9 
percent (Quality ID: 001), Preventive Care and Screening: Screening for Depression and Follow-up Plan 
(Quality ID: 134), and Controlling High Blood Pressure (Quality ID: 236), if reported via the Medicare 
CQMs collection type for PY 2026 (and subsequent PYs), would be scored using flat benchmarks. 

 

Proposals to Address Shared Savings Program ACOs’ Challenges with Meeting the MIPS Data 
Completeness Requirement (Page 603) 

CMS is proposing that ACOs may exclude one or more ACO participant TINs from an ACO’s submission 
of eCQM/MIPS CQM/Medicare CQM/Medicare eCQM (if finalized) data (as applicable) for each measure if 
certain exclusions are met, including due to unforeseen circumstance(s) outside the ACO’s control (such 
as the unexpected closure of a group or individual practice that bills under the ACO’s participant TIN), 
an ACO participant TIN having CEHRT that is intended for specialty use and does not support the 
measure(s) included in the APP Plus quality measure set, or other circumstances as determined by CMS, 
so long as the ACO can report on ACO participant TINs that represent at least 95 percent of the 
beneficiaries assigned to the ACO before applying the measure specifications.  

Under CMS’ proposal, ACOs would still be required to meet the MIPS data completeness requirement 
(that is, the ACO must report on at least 75 percent of the APM Entity's applicable beneficiaries who 
meet the measure’s denominator criteria) for each eCQM/MIPS CQM/Medicare CQM/Medicare eCQM for 
which the ACO submits data. 

 

Proposal for Shared Savings Program ACOs to Report Using the Medicare eCQMs Collection 
Type (Page 617) 

For PY 2027 and subsequent PYs, CMS is proposing to establish Medicare eCQMs as a new collection 
type on the APP Plus quality measure set. A Medicare eCQM is essentially an eCQM that is part of the 
APP Plus quality measure set and reported by an ACO on only the ACO’s assigned beneficiaries, instead 
of its all payer/all patient population. That is, the Medicare eCQMs will generally follow the eCQM 
measure specifications; however, they will be reported on a different population and use a different 
identifier to distinguish that the submission is for a Medicare eCQM rather than for an eCQM. CMS says it 
believes the addition of Medicare eCQMs would help its efforts to transition to digital quality measures 
(dQMs) by supporting ACOs that want to report eCQMs but are unable to operationally report on all 
patient/all payer data due to data aggregation challenges. 

In addition, CMS is proposing that measures of the Medicare eCQMs collection type would be scored 
using flat benchmarks beginning with the CY 2027 performance period/2029 MIPS payment year. CMS 
notes that ACOs that choose to report Medicare eCQMs would not be eligible for the eCQM/MIPS 
reporting incentive or the Complex Organization Adjustment. 
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CMS is proposing that ACOs would have the option to report the five Medicare eCQMs, or a combination 
of eCQMs/MIPS CQMs/Medicare CQMs/Medicare eCQMs, to meet the Shared Savings Program quality 
reporting requirement and the quality performance standard. 

 

Proposal to Revise the Definition of a “Beneficiary Eligible for Medicare CQMs” (Page 623) 

CMS is proposing to revise the definition of a “beneficiary eligible for Medicare CQMs” for PY 2027 and 
subsequent PYs, to align with the population of beneficiaries assigned to the ACO. 

 

Proposal to Revise the Shared Savings Program Scoring Policy for Excluded APP Plus 
Measures and APP Plus Measures That Lack a Benchmark (Page 628) 

CMS is proposing to revise the scoring policy at § 425.512(a)(7) with respect to excluded APP Plus 
measures and APP Plus measures that lack a benchmark, such that for PY 2027 and subsequent PYs, the 
current scoring policy would apply only if the ACO’s MIPS quality performance category score is 
calculated on less than five measures for a PY.  

CMS is also proposing that the current scoring policy would no longer apply when at least one of the 
required measures in the APP Plus quality measure set does not have a benchmark for PY 2027 and 
subsequent PYs.  

CMS says that revising the current scoring policy such that it would only be applied for four or more 
excluded measures in PY 2027 would ensure that ACOs are fairly assessed on their quality performance 
in CMS’ determination of whether they meet the quality performance standard. 

 

Proposal to Update the APP Plus Quality Measure Set (Page 635) 

CMS is proposing several changes to the APP Plus quality measure set, including the removal of 
Initiation and Engagement of Substance Use Disorder Treatment (Quality ID: 305) and Adult 
Immunization Status (Quality ID: 493).  

CMS is proposing that the APP Plus quality measure set would include eight measures (five eCQMs/MIPS 
CQMs/Medicare CQMs/Medicare eCQMs, two administrative claims-based measures, and the CAHPS for 
MIPS Survey measure) beginning with PY 2027. 

The table below displays the list of the quality measures to be included in the APP Plus quality measure 
set for PY 2027 and subsequent PYs with the proposed removal of Initiation and Engagement of 
Substance Use Disorder Treatment (Quality ID: 305) and Adult Immunization Status (Quality ID: 493) 
from the APP Plus quality measure set. 
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Quality Measures in the APP Plus Quality Measure Set for Shared Savings Program ACOs for 
PY 2027 and Subsequent PYs 

Quality # Measure Title Collection Type Submitter 
Type 

Measure Type 

321 CAHPS for MIPS  CAHPS for MIPS 
Survey 

Third Party 
Intermediary 

Patient 
Engagement/ 

Experience 

479 Hospital-Wide, 30-day, All-Cause 
Unplanned Readmission (HWR) Rate for 
MIPS Eligible Clinician Groups 

Administrative Claims N/A Outcome^ 

484 Clinician and Clinician Group Risk-
standardized Hospital Admission Rates for 
Patients with Multiple Chronic Conditions 

Administrative Claims N/A Outcome^ 

001 Diabetes: Glycemic Status Assessment 
Greater Than 9% 

eCQMs/MIPS 
CQMs/Medicare 
CQMs/Medicare 
eCQMs 

APM 
Entity/Third 
Party 
Intermediary 

Intermediate 
Outcome^ 

134 Preventive Care and Screening: 
Screening for Depression and Follow-up 
Plan 

eCQMs/MIPS 
CQMs/Medicare 
CQMs/Medicare 
eCQMs 

APM 
Entity/Third 
Party 
Intermediary 

Process 

236 Controlling High Blood Pressure eCQMs/MIPS 
CQMs/Medicare 
CQMs/Medicare 
eCQMs 

APM 
Entity/Third 
Party 
Intermediary 

Intermediate 
Outcome^ 

112 Breast Cancer Screening eCQMs/MIPS 
CQMs/Medicare 
CQMs/Medicare 
eCQMs 

APM 
Entity/Third 
Party 
Intermediary 

Process 

113 Colorectal Cancer Screening eCQMs/MIPS 
CQMs/Medicare 
CQMs/Medicare 
eCQMs 

APM 
Entity/Third 
Party 
Intermediary 

Process 

^ Indicates this is an outcome measure for purposes of qualifying for the eCQM/MIPS CQM reporting incentive and the alternative 
quality performance standard. 

 

 

 

 



 

 

 

 

   Page 27 

Shared Savings Program Certified Electronic Health Record Technology (CEHRT) Use 
Requirements (Page 639) 

Proposal to Simplify Shared Savings Program CEHRT Use Requirements (Page 647) 

CMS says it believes that reduction in burden for reporting Certified Electronic Health Record Technology 
(CEHRT) use will free ACO resources to focus on meaningful advancement toward digital exchange of 
health information, including digital quality measurement. 

To meet the Shared Savings Program CEHRT use requirement, ACOs would be required to perform at 
least one of three allowable activities. In summary, they are: 

(1) Completely report at least one of the five ACO-reported measures in the APP Plus quality 
measure set through the eCQMs collection type or the proposed Medicare eCQMs collection type 
using CEHRT; or 

(2) Attest to the ACO’s use of Fast Healthcare Interoperability Resources (FHIR) 

capabilities to support reporting of at least one of the five ACO-reported measures in the APP 
Plus quality measure set using CEHR. or 

(3) Select and attest to one of the proposed Shared Savings Program CEHRT use metrics, which 
are based on a subset of MIPS Promoting Interoperability performance category measures, and 
which may be updated annually if there are changes. 

CMS also proposes to sunset existing public reporting requirements at § 425.308(b)(9) and proposes to 
add a new section at § 425.308(b)(11), which would require ACOs to publicly report which of the 
allowable CEHRT use options proposed above they elected to perform to meet CEHRT use requirements 
for PY 2027 and subsequent PYs. 

The proposed options for ACOs to meet the Shared Savings Program CEHRT use requirement will not 
change the existing scoring methodology for the MIPS Promoting Interoperability performance category. 
This means that, regardless of which of the three activities (or which option within their selected 
activity) ACOs choose to meet the Shared Savings Program CEHRT requirement, the MIPS Promoting 
Interoperability performance category reporting requirements for MIPS eligible clinicians participating in 
an ACO will remain unaffected. (Page 670) 

 

Financial Management (Page 674) 
CMS is proposing to: (1) increase the sharing rate under BASIC track Level E (section III.G.5.c.(1), (2) 
reduce the weight on the regional adjustment for ACOs in the ENHANCED track (section III.G.5.c.(2), 
(3) modify the prior savings adjustment to increase the scaling factor (section III.G.5.d.), (4) risk adjust 
the 5.0 percent cap on upward adjustments to the historical benchmark (section III.G.5.e.) (5) 
incentivize new participation through a growth adjustment (section III.G.5.f), and (6) reform the 
Accountable Care Prospective Trend (ACPT) component of the benchmark update factor to address 
projection error and allow for greater consistency in the calculations across agreement periods (section 
III.G.5.g.rule). 
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Proposal to Increase the Sharing Rate under Level E of the BASIC Track (Page 678) 
 
CMS proposes to increase the shared savings rate (“sharing rate”) for Level E of the BASIC track from 
50 percent to 60 percent. Increasing the sharing rate for BASIC track Level E could more properly 
balance this participation option relative to the ENHANCED track (with a 75 percent sharing rate). By 
reducing the savings percentage gap between BASIC track Level E and the ENHANCED track, CMS may 
increase the participation and long-term success of ACOs, particularly those with less experience with 
the Shared Savings Program, with unique patient and/or provider populations, and low revenue ACOs 
(which tend to be small, rural, and physician-only ACOs). 
 

Proposal to Reduce the Maximum Weight Used in Calculating the Positive Regional 
Adjustment for ACOs Participating Under the ENHANCED Track from 50 Percent to 35 Percent. 
(Page 693) 

CMS says reducing the maximum weight used in calculating the positive regional adjustment for ACOs 
participating under the ENHANCED track from 50 percent to 35 percent, indicates that ENHANCED track 
ACOs on average, achieve higher gross savings than BASIC track Level E ACOs and have substantially 
larger positive regional adjustments. Moreover, the average size of the positive regional adjustment has 
gone up while the share of ACOs receiving such an adjustment has remained stable over the same 
period. This pattern suggests that, while the prevalence of regional adjustments has remained broadly 
unchanged, the financial impact of those adjustments has increased over time, amplifying the influence 
of regional cost variation adjustments on ACO benchmark calculations.  

In the current structure, ENHANCED track ACOs with lower spending than their region are receiving both 
a higher shared savings rate and larger positive regional adjustment on average. Together, these 
advantages may incentivize selection into the ENHANCED track independent of an ACO’s capacity to 
achieve genuine cost savings to Medicare. The proposed reduction in the positive regional adjustment 
weight for these ACOs, paired with a proposed increase in the shared savings rate for BASIC track Level 
E, is designed to rebalance financial incentives across tracks and encourage ACOs to select their tracks 
based on their actual capacity to reduce costs rather than differences in financial advantages embedded 
in track design, thereby potentially improving Trust Funds net savings. 

 

Proposal to Increase the Prior Savings Adjustment’s Scaling Factor from 50 Percent to 75 
Percent (Page 702) 
 
CMS says increasing prior savings adjustment amounts could provide additional relief from the rebasing 
“ratchet effect,” in which the savings an ACO achieves in one agreement period can reduce its rebased 
benchmark for the subsequent period by lowering the historical spending that forms the basis for that 
benchmark. This proposed change could incentivize ACOs to generate more savings in their initial 
agreement period and encourage long-term participation in the Shared Savings Program. 
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Proposal to Risk Adjust the 5 Percent Cap on Upward Adjustments to the Historical 

Benchmark (Page 714) 
 
ACOs with higher risk populations have expressed concern that the current 5 percent cap that applies to 
the three upward adjustments to the historical benchmark (regional adjustment, prior savings 
adjustment, and population adjustment) is too restrictive. Under the proposed approach, CMS would 
account for the severity and case mix of the ACO’s assigned population in calculating the 5 percent cap, 
which is based on national per capita FFS expenditures for the assignable beneficiary population. CMS 
believes this approach would result in potentially higher upward adjustments to the benchmark for ACOs 
whose assigned beneficiary populations have higher risk, and potentially higher costs, and thereby 
encourage such ACOs to enter and remain in the Shared Savings Program.   
 
Proposal to Reform the Accountable Care Prospective Trend (ACPT) Component of the 

Benchmark Update Factor (Page 757) 
 
The Accountable Care Prospective Trend (ACPT) is part of a three-way blended benchmark update factor 
that projects an administrative growth target to partially insulate ACOs from a downward “ratchet effect” 
in benchmarks from both individual and collective success in lowering programmatic costs. However, the 
ACPT depends on cost growth projections that could be subject to potential projection errors. For 
agreement periods beginning on January 1, 2027, and in subsequent years, CMS is proposing an ACPT 
guardrail policy that limits the effect of under-projection or over-projection as compared to observed 
growth in expenditures for the national assignable FFS population such that the ACPT is no more than 
1.0 percentage point below (or no more than 1.5 percentage points above) national growth. For ACOs 
within existing agreement periods with 2024, 2025, and 2026 start dates, CMS is proposing to 
retroactively apply the lower guardrail, which would limit the ACPT to no more than 1.0 percentage point 
below the national growth rate in determining financial reconciliation for PY 2025 and any subsequent 
performance year of the ACO’s agreement period. CMS is delaying PY 2025 financial reconciliation until 
November 2026, after the final rule is issued, so that, if finalized, CMS can implement this proposal for 
PY 2025 reconciliation.  

CMS is also proposing to calculate annualized growth rates used in determining the ACPT for each 
performance year for all ACOs in agreement periods beginning on or after January 1, 2027, rather than 
calculating the annualized growth rates on an agreement period basis (under the existing policy).  
 

Proposal to Allow ACOs To Reduce or Eliminate Part B Cost Sharing (Page 786) 
 
CMS is proposing to allow ACOs to reduce or eliminate Part B cost sharing for beneficiaries in accordance 
with an approved implementation plan starting April 1, 2027, which CMS believes would remove cost 
barriers for beneficiaries to receive services that will positively impact their health. Under the proposed 
approach, eligible ACOs could enter Part B cost-sharing support arrangements with ACO participants to 
reduce or eliminate cost sharing for certain categories of Part B items and services and eligible 
beneficiaries identified by the ACO. CMS would allow ACOs to reduce or eliminate beneficiary cost 
sharing for all Original Medicare Part B items and services except for durable medical equipment, 
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prosthetics, orthotics, and supplies (DMEPOS), and prescription drugs. An ACO must apply to, and be 
approved by, CMS to enter Part B cost-sharing support arrangements with its ACO participants. To allow 
ACOs to participate as quickly as possible, CMS anticipates collecting initial applications in early 2027 to 
approve eligible ACOs and their ACO participants to begin eliminating or reducing Part B cost sharing for 
beneficiaries by the second quarter of CY 2027. 

CMS also is proposing to remove the prepaid shared savings payment option from the Shared Savings 
Program because of low uptake and because similar outcomes could be achieved for beneficiaries 
through the proposal to offer ACOs the ability to reduce or eliminate Part B cost sharing. Under this 
proposal, no additional cohorts of ACOs would be allowed to apply for the prepaid shared savings 
payment option after the application cycle for the January 1, 2027, start date. Participating ACOs would 
receive prepaid shared savings payments through December 31, 2027.  

 
Proposed Amount for All Beneficiaries to the Advance Investment Payment Methodology 
(Page 814) 

CMS proposes to include a rural criterion and use a flat per-beneficiary payment amount in setting an 
ACO’s quarterly payments for PY 2028 and subsequent performance years. Specifically, the ACO would 
receive a quarterly payment of $45 for each beneficiary who meets one or more of the following criteria: 
is enrolled in Medicare Part D Low Income Subsidy (LIS), is dually eligible for Medicare and Medicaid, or 
is residing in a county with rural census status (either Micropolitan or Noncore as proposed). The ACO 
would receive a quarterly payment of $25 for each beneficiary who does not meet any of the criteria, 
capped at 10,000 beneficiaries. 

 

Identifying ACOs Experienced with Performance-Based Risk Medicare ACO Initiatives 

(Page 819) 
 
CMS proposes revising the definition of experienced with performance-based risk Medicare ACO 
initiatives under § 425.20 by adding to paragraph (2), “, unless the ACO participant TIN did not have a 
written agreement to participate in the performance-based risk Medicare ACO initiative.” Similarly, CMS 
proposes revising the definition of inexperienced with performance-based risk Medicare ACO initiatives 
under § 425.20 by adding to paragraph (2), “, unless the ACO participant TIN did not have a written 
agreement to participate in the performance-based risk Medicare ACO initiative.” 

 

These proposed additions would permit CMS to exclude Legacy TINs or certification numbers (CCNs) 
from this calculation. 
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Beneficiary Notification Requirements (Page 826) 
 
CMS is proposing changes to the beneficiary notification requirements to address concerns that 
beneficiary notices under current program policies are burdensome for ACOs to distribute and  
potentially confusing for beneficiaries. Under existing requirements, an ACO or ACO participant must 
provide certain Original Medicare beneficiaries with a standardized written notice before or at a 
beneficiary’s first primary care service visit during the first performance year in which the beneficiary 
receives a primary care service from an ACO participant. CMS proposes to remove the requirement that 
ties the timing of the notification to a beneficiary’s first primary care service visit and instead require the 
ACO or ACO participant to provide a beneficiary with a standardized written notice at least once during 
an agreement period in the form and manner specified by CMS. Under the approach, the notice must be 
furnished by May 30, unless CMS specifies a later date during the performance year. As proposed, these 
changes would be effective January 1, 2027. 

 

Request for Information: Specialty Care in the Shared Savings Program (Page 832) 

CMS has a goal to grow the number of health care providers and beneficiaries in accountable care 
relationships. As of January 2025, 53.4 percent of Original Medicare beneficiaries were in such a 
relationship, 339 including through ACOs that participate in the Shared Savings Program and entities 
participating in CMS Innovation Center ACO models such as ACO REACH. 

CMS is releasing a RFI to gather feedback on policy changes and resources that could improve clinical 
outcomes and reduce inappropriate Medicare spending through accountable care programs and models. 
CMS requests feedback on the following: 

• Meaningful engagement; 
• CMS-delivered tools and support; 
• Attribution or assignment modifications; 
• Benchmarking; 
• Specialist performance measurement; 
• Waiver flexibilities; and 
• ACO and provider burden. 

 

Changes to the Regulations Associated with the Ambulance Fee Schedule (AFS) (Page 852) 

Section 1861(s)(7) of the Act establishes an ambulance service as a Medicare Part B service where the 
use of other methods of transportation is contraindicated by the individual’s condition, but only to the 
extent provided in regulations. 

Section 6203 of the Consolidated Appropriations Act 2026, amended section 1834(l)(13) of the Act 
to extend the payment add-ons through December 31, 2027. CMS is continuing to apply a 22.6 percent 
rural bonus described to ground ambulance services with dates of service before January 1, 2028, where 
transportation originates in a qualified rural area. 
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CMS is proposing to designate any census tracts falling at or above the Rural-Urban Commuting Area 
(RUCA) code level 4.0 as rural areas for purposes of payment for ambulance services under the AFS. 

For ground ambulance transports where the point of pick-up is in a rural area, the mileage rate is 
increased by 50 percent for each of the first 17 miles (§ 414.610(c)(5)(i)). For air ambulance services 
where the point of pick-up is in a rural area, the total payment (base rate and mileage rate) is increased 
by 50 percent (§414.610(c)(5)(i)). 

 

X. Request for Information (RFI) on Duplicate Laboratory Testing, Imaging, and Result 
Sharing and Interoperability (Page 867) 

The inaccessibility of laboratory and imaging data due to siloing results in incomplete or delayed care 
management and duplicative testing, with concomitant increased costs (and in the case of duplicative 
diagnostic imaging, unnecessary radiation exposure). 

CMS is issuing a RFI to gather input from interested parties — including clinicians, laboratories, imaging 
health care providers, health systems, payers, health IT developers, and other interested parties — to 
inform potential actions aimed at addressing the interoperability and duplicate testing concerns. 

Section 4003 of the 21st Century Cures Act amended section 3000 of the Public Health Service Act 
(PHSA) to add a new paragraph (10) to include a statutory definition of “interoperability.” 
Interoperability is defined to mean, with respect to health information technology, such health 
information technology that— (A) enables the secure exchange of electronic health information with, 
and use of electronic health information from, other health information technology without special effort 
on the part of the user; (B) allows for complete access, exchange, and use of all electronically accessible 
health information for authorized use under applicable State or Federal law; and (C) does not constitute 
information blocking as defined in section 3022(a) of the PHSA. 

 

Updates to the Quality Payment Program (Page 874) 

CMS is continuing to move the Quality Payment Program forward, including focusing more on alignment 
between the Merit-based Incentive Payment System (MIPS) and Advanced Alternative Payment Models 
(APM) tracks of participation, alignment with broader CMS initiatives, and new options for clinicians to 
participate in more meaningful ways. CMS says it aims to achieve continuous improvement in the quality 
of health care services provided to Medicare beneficiaries and other patients through MIPS and 
Advanced APMs for the CY 2027 performance period/2029 payment year. 

CMS is proposing to sunset the traditional MIPS Value Pathways (MVPs) reporting option after the CY 
2028 performance period; MVPs would be the only MIPS reporting option for MIPS eligible clinicians that 
don’t participate in a MIPS Alternative Payment Model (APM) beginning in the CY 2029 performance 
period.  
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For the CY 2027 performance period/2029 MIPS payment year, the scoring weights are as follows: 30 
percent for the quality performance category; 30 percent for the cost performance category; 25 percent 
for the Promoting Interoperability performance category; and 15 percent for the improvement activities 
performance category. 

 

Comment 

CMS has provided a 53-page summary of its quality program changes. From our vantage, we question 
the entire scope of CMS’ quality program. The required information appears to out-weight the costs and 
burdens of compliance. 

We are using CMS’ summary for the balance of analysis below. A copy of this CMS document is available 
at: https://d2g5m5leph8kam.cloudfront.net/s3fs/s3fs-public/2026-06/2027-qpp-proposed-rule-
factsheet.pdf?VersionId=R3HfF.xfEIgdOmJuJYIOgToEwLFDPYjW  

 

Proposal’s Highlights 

MIPS Value Pathways (MVPs) Development & Strategy 

• CMS is proposing to sunset the traditional MIPS reporting option after the CY 2028 performance 
period; MVPs would be the only MIPS reporting option for MIPS eligible clinicians that don’t 
participate in a MIPS Alternative Payment Model (APM) beginning in the CY 2029 performance 
period. Clinicians in a MIPS APM would continue to be able to report the APM Performance 
Pathway (APP). 

• CMS is proposing that virtual groups would be able to report MVPs beginning with the CY 2029 
performance period. 

• CMS is proposing 3 new MVPs to be available for reporting in the CY 2027 performance period. 
o Diabetic Disease 
o Hospitalist 
o Hypertension 

 

CMS is proposing to modify all 27 existing MVPs to include MIPS core measure selections for each MVP, 
add measures that expand upon a clinical concept or capture additional specialties most applicable to 
report an MVP, address maintenance requests from the public, and remove measures and activities that 
would either be finalized for removal from their respective MIPS inventory or replaced by more robust 
measures. CMS is also proposing to rename the Rehabilitative Support for Musculoskeletal Care MVP to 
Rehabilitative Support MVP to better reflect the measures and activities included in the MVP. 

 

 

 

https://links-2.govdelivery.com/CL0/https:%2F%2Fd2g5m5leph8kam.cloudfront.net%2Fs3fs%2Fs3fs-public%2F2026-06%2F2027-qpp-proposed-rule-factsheet.pdf%3FVersionId=R3HfF.xfEIgdOmJuJYIOgToEwLFDPYjW/1/0101019f625588b2-6c1b88f7-25fa-4fdd-82cf-b08cc5bcde65-000000/r44cZ2zZdoEjhWodQ9MQKrUSu2kBUoXJCmi3lZ9--Rw=452
https://links-2.govdelivery.com/CL0/https:%2F%2Fd2g5m5leph8kam.cloudfront.net%2Fs3fs%2Fs3fs-public%2F2026-06%2F2027-qpp-proposed-rule-factsheet.pdf%3FVersionId=R3HfF.xfEIgdOmJuJYIOgToEwLFDPYjW/1/0101019f625588b2-6c1b88f7-25fa-4fdd-82cf-b08cc5bcde65-000000/r44cZ2zZdoEjhWodQ9MQKrUSu2kBUoXJCmi3lZ9--Rw=452
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MIPS Performance Categories 

• CMS is proposing a MIPS core measure designation for the quality performance category and to 
replace the outcome/ high priority measure reporting requirement in traditional MIPS and MVPs 
with a MIPS core measure reporting requirement. 

• CMS is proposing to remove the ONC (Office of the National Coordinator for Health Information 
Technology) attestations (one required, one optional) for the CY 2026 performance period and 
the Security Risk Analysis measure for the CY 2027 performance period for the Promoting 
Interoperability performance category. 

• CMS is proposing to make the Electronic Prior Authorization measure an optional/bonus measure 
for the CY 2027 performance period for the Promoting Interoperability performance category; it 
would become required starting with the CY 2028 performance period. 

• CMS is proposing to create the new Electronic Prior Authorization for Prescription Drugs measure 
that would become required starting with the CY 2028 performance period for the Promoting 
Interoperability performance category. 

 

Advanced APMs 

• CMS is proposing to apply Qualifying APM Participant (QP) and Partial QP determinations at the 
Taxpayer Identification Number/National Provider Identifier (TIN/NPI) level instead of the NPI 
level, ensuring that financial incentives are directed only to TINs actively participating in 
Advanced APMs. 

• CMS is proposing updates to the QP and Partial QP thresholds and APM Incentive Payment, as a 
result of the Consolidated Appropriations Act 2026. 

 

Medicare Shared Savings Program Accountable Care Organizations (ACOs) 

• CMS is proposing to extend the availability of the MIPS Clinical Quality Measures (CQMs) 
collection type for Shared Savings Program ACOs and the MIPS CQM reporting incentive for the 
CY 2027 performance period and subsequent years. 

• CMS is proposing that all measures of the Medicare CQMs for ACOs Participating in the Medicare 
Shared Savings Program (Medicare CQMs) collection type would be scored using flat 
benchmarks for the CY 2027 performance period and subsequent performance periods; and 
proposing to retroactively apply flat benchmarks to Diabetes: Glycemic Status Assessment 
Greater Than 9% (Quality ID: 001), Preventive Care and Screening: Screening for Depression 
and Follow-up Plan (Quality ID: 134), and Controlling High Blood Pressure (Quality ID: 236), if 
reported via the Medicare CQMs collection type in the CY 2026 performance period. 

• CMS is proposing to establish a new collection type for Shared Savings Program ACOs reporting 
the APM Performance Pathway (APP) Plus quality measure set for the CY 2027 performance 
period and subsequent performance periods: Medicare Electronic Clinical Quality Measures for 
Accountable Care Organizations Participating in the Medicare Shared Savings Program (Medicare 
eCQMs). The Medicare eCQM patient population would be based on the ACO’s assigned 
beneficiaries. 
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• CMS is proposing to revise the definition of a “beneficiary eligible for Medicare CQMs” for the CY 

2027 performance period and subsequent performance periods, to align with the population of 
beneficiaries assigned to the ACO. 

• CMS is proposing to modify the Shared Savings Program Certified Electronic Health Record 
Technology (CEHRT) use requirements and seeking comment on applying electronic prior 
authorization measures to ACOs participating in the Shared Savings Program in future years. 

 

The CMS Quality fact sheet provides 3 tables outlining finalized policies applicable to one or more MIPS 
reporting options. There are 3 MIPS reporting options available: 

• Traditional MIPS 
• MIPS Value Pathways (MVPs) 
• Alternative Payment Model (APM) Performance Pathway (APP) 

 

Finally, the CMS summary contains numerous Quality Performance Category tables. These tables 
highlight changes being made. 

Currently there are there are 190 quality measures available for the 2026 performance period. CMS is 
proposing a total of 180 quality measures for the CY 2027 performance period. These proposals reflect 
the: 

• Addition of 2 quality measures that focus on prevention and chronic disease management; one 
of these is proposed with a 1-year implementation delay to the CY 2028 performance period. 
(See Appendix B and Appendix C) 

• Adoption of 4 current QCDR measures as MIPS CQMs. (See Appendix B) 
• Replacement of 7 existing, functional improvement MIPS measures with 5 functional outcome 

measures for orthopedic patients. The 5 new measures are currently QCDR measures that are 
being proposed as MIPS CQMs. (See Appendix B) 

• Removal of 20 quality measures from the MIPS quality measure inventory. (See Appendix D). 
• Substantive changes to 43 existing quality measures. 

 

Regulatory Impact Analysis (Page 1,134) 

The following table presents CMS’ estimates of the proposed CY 2027 changes by specialty. 

 

• Column A (Specialty): Identifies the specialty for which data are shown. 
• Column B (Setting): Identifies the facility or non-facility setting for which data are 

shown. 
• Column C (Allowed Charges): The aggregate estimated PFS allowed charges for the 
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specialty based on CY 2025 utilization and CY 2026 rates. That is, allowed charges are 
the PFS amounts for covered services and include coinsurance and deductibles (which 
are the financial responsibility of the beneficiary). These amounts have been summed 
across all services furnished by physicians, practitioners, and suppliers within a specialty 
to arrive at the total allowed charges for the specialty. 

• Column D (Impact of Work RVU Changes): This column shows the estimated CY 2027 
impact on total allowed charges of the changes in the work RVUs, including the impact 
of changes due to potentially misvalued codes. 

• Column E (Impact of PE RVU Changes): This column shows the estimated CY 2027 

      on total allowed charges of the changes in the PE RVUs.  

• Column F (Impact of MP RVU Changes): This column shows the estimated CY 2027 
impact on total allowed charges of the changes in the MP RVUs. 

• Column G (Combined Impact): This column shows the estimated CY 2027 combined 

impact on total allowed charges of all the changes in the previous columns. Column G 
may not equal the sum of columns D, E, and F due to rounding. 

 

CY 2027 PFS ESTIMATED IMPACT ON TOTAL ALLOWED CHARGES BY SPECIALTY (Page 1,146) 

 

 

(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

ALLERGY/IMMUNOLOGY TOTAL $154 0% -1% 0% 0% 

Non-Facility $147 0% -1% 0% 0% 

Facility $7 1% 0% 0% 1% 

ANESTHESIOLOGY TOTAL $1,656 0% 0% 0% 0% 

Non-Facility $332 0% -1% 0% -1% 

Facility $1,324 0% 0% 0% 0% 

AUDIOLOGIST TOTAL $81 1% -4% 0% -3% 

Non-Facility $78 1% -4% 0% -3% 

Facility $3 1% -1% 0% 0% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

CARDIAC SURGERY TOTAL $146 1% 1% 0% 1% 

Non-Facility $30 0% 2% 0% 2% 

Facility $116 1% 0% 0% 0% 

CARDIOLOGY TOTAL $6,464 0% 0% 0% 1% 

Non-Facility $4,205 0% 1% 0% 1% 

Facility $2,259 0% 0% 0% 0% 

CHIROPRACTIC TOTAL $626 0% 2% 0% 2% 

Non-Facility $624 0% 2% 0% 2% 

Facility $2 0% 0% 0% 0% 

CLINICAL PSYCHOLOGIST TOTAL $729 3% 8% 0% 11% 

Non-Facility $593 3% 8% 0% 11% 

Facility $136 3% 5% 0% 8% 

CLINICAL SOCIAL WORKER TOTAL $974 4% 9% 0% 12% 

Non-Facility    $857 3% 9% 0% 13% 

Facility   $116 4% 7% 0% 11% 

  

COLON AND 
RECTAL SURGERY 

TOTAL   $147 -1% -3% 0% -4% 

Non-Facility   $57 -3% -6% 0% -9% 

Facility   $90 0% -1% 0% -1% 

CRITICAL CARE TOTAL $348 0% 0% 0% 0% 

Non-Facility $65 1% 0% 0% 1% 

Facility $283 0% -1% 0% 0% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

DERMATOLOGY TOTAL $3,881 -3% -6% 0% -9% 

Non-Facility $3,754 -3% -6% 0% -9% 

Facility $127 -3% -4% 0% -7% 

DIAGNOSTIC 
TESTING FACILITY 

TOTAL $999 0% 3% 0% 4% 

Non-Facility $997 0% 3% 0% 4% 

Facility $2 0% 1% 1% 2% 

EMERGENCY MEDICINE TOTAL $2,581 0% 0% 0% 1% 

Non-Facility $286 0% 0% 0% 0% 

Facility $2,294 0% 0% 0% 1% 

ENDOCRINOLOGY TOTAL $584 1% 1% 0% 2% 

Non-Facility $485 1% 1% 0% 2% 

Facility $99 1% 0% 0% 1% 

FAMILY PRACTICE TOTAL $5,976 1% 1% 0% 1% 

Non-Facility $4,927 1% 0% 0% 1% 

Facility $1,049 0% 2% 0% 3% 

GASTROENTEROLOGY TOTAL $1,327 0% -1% 0% -1% 

Non-Facility $538 0% -1% 0% -1% 

Facility $788 0% -1% 0% -1% 

GENERAL PRACTICE TOTAL $408 1% 1% 0% 2% 

Non-Facility $329 1% 0% 0% 1% 

Facility $79 1% 4% 0% 5% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

GENERAL SURGERY TOTAL $1,517 0% 0% 0% 0% 

Non-Facility $480 0% 1% 0% 0% 

Facility $1,037 0% -1% 0% -1% 

GERIATRICS TOTAL $203 1% 2% 0% 4% 

Non-Facility $131 1% 0% 0% 2% 

Facility $72 1% 6% 0% 7% 

 

HAND SURGERY TOTAL $278 -1% -4% 0% -5% 

Non-Facility $160 -2% -4% 0% -7% 

Facility $117 0% -2% 0% -3% 

HEMATOLOGY/ONCOLOGY TOTAL $1,571 1% -1% 0% 0% 

Non-Facility $1,037 0% 0% 0% 0% 

Facility $534 1% -1% 0% 1% 

INDEPENDENT 
LABORATORY 

TOTAL $380 0% 0% 0% 0% 

Non-Facility $371 0% 0% 0% 0% 

Facility $9 0% 0% 0% 0% 

INFECTIOUS DISEASE TOTAL $587 0% 0% 0% 0% 

Non-Facility $97 0% -1% 0% -1% 

Facility $490 0% 0% 0% 0% 

INTERNAL MEDICINE TOTAL $9,932 1% 1% 0% 1% 

Non-Facility $5,203 1% 0% 0% 1% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

Facility $4,728 0% 1% 0% 1% 

INTERVENTIONAL PAIN 
MGMT 

TOTAL $880 0% -1% 0% -2% 

Non-Facility $706 0% -1% 0% -2% 

Facility $174 0% 0% 0% -1% 

INTERVENTIONAL 
RADIOLOGY 

TOTAL $545 0% 3% 0% 3% 

Non-Facility $361 0% 5% 0% 5% 

Facility $183 0% 1% 0% 1% 

MULTISPECIALTY 
CLINIC/OTHER PHYS 

TOTAL $164 -1% -1% 0% -2% 

Non-Facility $84 -2% -2% 0% -4% 

Facility $80 0% 0% 0% 0% 

NEPHROLOGY TOTAL $1,672 0% 0% 0% 0% 

Non-Facility $1,054 0% 0% 0% 1% 

Facility $619 1% 0% 0% 0% 

NEUROLOGY TOTAL $1,390 0% -1% 0% 0% 

Non-Facility $923 0% -1% 0% -1% 

Facility $467 1% -1% 0% 0% 

NEUROSURGERY TOTAL $652 0% -1% 0% 0% 

 Non-Facility      

 Facility      

NUCLEAR MEDICINE 

 

TOTAL $50 0% 2% 0% 2% 

Non-Facility $21 0% 2% 0% 2% 



 

 

 

 

   Page 41 

 

(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

 Facility $29 0% 1% 0% 2% 

NURSE ANES / ANES TOTAL $1,130 0% 1% 0% 1% 

Non-Facility $19 0% 10% 0% 10% 

Facility $1,111 0% 1% 0% 1% 

NURSE PRACTITIONER  TOTAL $7,775 0% 1% 0% 2% 

Non-Facility $5,263 0% -1% 0% 0% 

Facility $2,512 0% 6% 0% 6% 

OBSTETRICS/ 

GYNECOLOGY 

 

TOTAL $558 0% -1% 0% -1% 

Non-Facility $397 0% -1% 0% -1% 

Facility $162 0% -1% -1% -2% 

OPHTHALMOLOGY TOTAL $4,548 0% -3% 0% -3% 

Non-Facility $3,373 0% -3% 0% -3% 

Facility $1,175 0% -2% 0% -2% 

OPTOMETRY TOTAL $1,498 0% -2% 0% -2% 

Non-Facility $1,457 0% -2% 0% -2% 

Facility $41 0% -1% 0% 0% 

ORAL/MAXILLOFACIAL 
SURGERY 

TOTAL $34 0% -1% 0% -1% 

Non-Facility $24 0% -1% 0% -1% 

Facility $10 0% -1% 0% -1% 

ORTHOPEDIC SURGERY TOTAL $3,296 -3% -4% -1% -7% 

Non-Facility $1,549 -2% -4% 0% -5% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

Facility $1,747 -4% -4% -1% -8% 

OTHER TOTAL $39 0% -2% 0% -2% 

Non-Facility $29 0% -3% 0% -2% 

Facility $10 -1% -1% 0% -2% 

OTOLARYNGOLOGY TOTAL $1,199 -3% -5% 0% -9% 

Non-Facility $982 -4% -6% 0% -10% 

Facility $217 -1% -2% 0% -3% 

PATHOLOGY TOTAL $777 0% -1% 0% 0% 

Non-Facility $412 0% -1% 0% -1% 

Facility $364 0% 0% 0% 0% 

PEDIATRICS 

 

TOTAL $61 1% 0% 0% 0% 

Non-Facility $42 0% 0% 0% 0% 

Facility $19 1% 0% 0% 1% 

PHYSICAL MEDICINE TOTAL $1,203 0% 1% 0% 1% 

Non-Facility $592 0% -2% 0% -2% 

Facility $611 0% 3% 0% 4% 

PHYSICAL/ 

OCCUPATIONAL THERAPY 

TOTAL $4,372 0% 3% 0% 3% 

Non-Facility $4,370 0% 3% 0% 3% 

Facility $1 0% 0% 0% 0% 

PHYSICIAN ASSISTANT TOTAL $3,751 -1% -2% 0% -3% 

Non-Facility $2,699 -1% -3% 0% -5% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

Facility $1,052 0% 2% 0% 1% 

PLASTIC SURGERY TOTAL $268 0% -2% 0% -3% 

Non-Facility $131 -1% -3% 0% -4% 

Facility $138 0% -1% 0% -1% 

PODIATRY TOTAL $1,969 -2% -2% 0% -4% 

Non-Facility $1,762 -2% -2% 0% -4% 

Facility $207 -1% 1% 0% 0% 

PORTABLE X-RAY SUPPLIER TOTAL $76 0% -2% 0% -1% 

Non-Facility $72 0% -2% 0% -1% 

Facility $4 0% -1% 0% -1% 

PSYCHIATRY TOTAL $882 1% 1% 0% 3% 

Non-Facility $565 1% 2% 0% 3% 

Facility $317 1% 1% 0% 2% 

PULMONARY DISEASE TOTAL $1,266 1% 0% 0% 0% 

Non-Facility $599 1% 0% 0% 1% 

Facility $667 0% 0% 0% 0% 

RADIATION ONCOLOGY 
AND RADIATION THERAPY 
CENTERS 

TOTAL $1,541 0% 3% 0% 3% 

Non-Facility $1,054 0% 4% 0% 5% 

Facility $486 0% -1% 0% -1% 

RADIOLOGY TOTAL $4,706 0% 2% 0% 2% 

Non-Facility $2,075 0% 2% 0% 2% 
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(A) 

Specialty 

 

(B) 

Total: Non-
Facility/Facility 

 

(C) 

Allowed Charges (mil) 

(D) 

Impact 
of Work 

RVU 

Changes 

(E) 

Impact of 
PE RVU 

Changes 

(F) 

Impact of 
MP RVU 

Changes 

 

(G) 

Combined 
Impact 

Facility $2,631 0% 1% 0% 1% 

 

 

RHEUMATOLOGY 

 

TOTAL $567 0% -1% 0%       -1% 

Non-Facility $514 0% -1% 0% -1% 

Facility $53 1% 0% 0% 1% 

THORACIC SURGERY TOTAL $299 1% 1% 0% 1% 

Non-Facility $62 0% 2% 0% 2% 

Facility $237 1% 0% 0% 0% 

UROLOGY TOTAL $1,626 -1% -1% 0% -2% 

Non-Facility $1,178 -1% -1% 0% -2% 

Facility $448 0% 0% 0% -1% 

VASCULAR SURGERY TOTAL $1,015 0% 3% 0% 3% 

Non-Facility $747 0% 4% 0% 4% 

Facility $268 0% 0% 0% 0% 

TOTAL TOTAL $91,355 0% 0% 0% 0% 

Non-Facility $59,028 0% 0% 0% 0% 

Facility $32,327 0% 1% 0% 1% 

 

Comment 

The above table provides more questions than answers. Column C has 4 sub-columns. There are no 
descriptions of what those columns are projected to represent. Likewise columns D, E, F and G are 
present, but only a single factor is provided. One may assume it’s the combined impact.  

CMS has been quite studious in providing detailed analysis of its numbers, but not here. 
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Please be careful if you are copying the table for your use. This table did not copy from the proposed 
rule even with using Adobe Acrobat and after exporting the pdf to Word, the Word version did not 
translate without numerous issues. 

The following is our table reflecting specialty level impacts; 

 

Specialty Allowed Charges ($M) Combined Impact 

Clinical Social Worker $974 +12% 

Clinical Psychologist $729 +11% 

Vascular Surgery $1,015 +3% 

Interventional Radiology $545 +3% 

Geriatrics $203 +4% 

Dermatology $3,881 -9% 

Colon and Rectal Surgery $147 -4% 

Hand Surgery $278 -5% 

Audiologist $81 -3% 

Neurosurgery $652 -2% 

Urology $1,626 -2% 

Total (all specialties) $91,355 0% 

 

CMS attributes the largest positive impacts to potentially-misvalued-code updates and PE methodology 
refinements benefiting clinical psychologists and clinical social workers, smaller gains for 
physical/occupational therapy, interventional radiology, and vascular surgery, plus effects from HCPCS 
G2211 changes and the final year of the behavioral-health work-value update. 

The largest negative impacts — concentrated in dermatology, otolaryngology, orthopedic surgery, and 
hand surgery, with smaller effects on ophthalmology, podiatry, audiology, neurosurgery, portable x-ray 
suppliers, and plastic surgery — are driven primarily by two proposals: (1) a new payment reduction 
when a separately billed office/outpatient E/M visit (modifier -25) is furnished by the same physician or 
group on the same day as a 0-, 10-, or 90-day global procedure, and (2) removal of the Indirect 
Practice Cost Index (IPCI) from the PE RVU calculation (partly offset by a proposed PE stabilization 
adjustment). 

Two new billing constructs are introduced to implement related policy: a modifier (MOD1), replacing 
HCPCS G2211, valued at 16 percent of the total E/M RVUs, and a second modifier (MOD2) paying 32 
percent of total E/M RVUs for services furnished within an ACO — expected to increase payment for 
practitioners with a higher share of ACO-attributed care.  
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Comment 

CMS continues to flaunt the ACO model inasmuch as it demonstrates savings to Medicare. 

 

Appendix 1: MIPS Quality Measures (Page 1,325) 

NOTE: Except as otherwise noted in this proposed rule, previously finalized measures and specialty sets 
would continue to apply for the CY 2027 performance period/2029 MIPS payment year and future years. 
In addition, electronic clinical quality measures (eCQMs) that are endorsed by a Consensus-Based Entity 
(CBE) are shown in Table A of this Appendix. 

NOTE: In section IV.A.4.d.(1)(c)(i) CMS is proposing to implement MIPS core measures for traditional 
MIPS and MVP reporting which are identified in the tables in this Appendix. I 

In addition, in section IV.A.4.d.(1)(c)(ii) CMS is proposing to remove the high priority designation from 
MIPS quality measures and therefore, CMS has removed the high priority indicator across all tables in 
this Appendix. 

 

Appendix 2: Improvement Activities (Page 1,497) 

CMS is proposing to add 6 new improvement activities, modify 5 previously finalized improvement 
activities, and remove 11 previously finalized improvement activities.  

 

Appendix 3: MVP Inventory (Page 1,508) 

In the CY 2021 PFS final rule, the CY 2022 PFS final rule, and the CY 2023 PFS final rule CMS finalized a 
set of criteria to use in the development of MVPs. These criteria include MVP reporting requirements, 
MVP maintenance, and the selection of measures and activities within an MVP. 

This appendix includes three groups of proposed MVP tables: Table 1 covers the MVP Foundational Layer, 
Group A presents 3 proposed new MVPs, and Group B outlines proposed modifications to 27 previously 
finalized MVPs. 

 

Final Comments 

This may be the most complex and difficult physician payment update to both navigate and more 
importantly to understand. 

The physician payment system is a coding nightmare. Perhaps CMS is correct in stating that it may be 
time to replace the AMA CPT system. 

It is evident that much of the changes being proposed have but a single objective and that is a reduction 
in Medicare outlays. 
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The site-of-service issue is a major item. CMS has identified it as a factor to reduce Medicare spending. 
Physicians and other providers need to fully understand that providing identical services in one area may 
not have the same payment if provided it a different setting. 

The proposal to replace HCPCS code G2211 with a modifier (MOD1) that is set to 16 percent of the total 
RVUs for the E/M service on the claim is expected to have minimal impact given that the volume 
previously reported using HCPCS code G2211 would now be reported with the modifier, and that was 
accounted for using the weighted average of the percent increase for G2211 utilization and adjusted for 
budget neutrality. The proposal to pay for services furnished in an ACO using a modifier (MOD2) that 
pays 32 percent of the total RVUs for the E/M service on the claim is expected to increase payment for 
practitioners that furnish a higher percentage of their services in ACOs. 
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