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November 24, 2025 

Final CY 2026 Hospital Outpatient and ASC PPS Update 
Released 

 

The Centers for Medicare and Medicaid Services (CMS) have issued a final rule to update policies and 
payment rates for services to hospital outpatient departments (HOPDs) and ambulatory surgical centers 
(ASCs) beginning January 1, 2026 (CY 2026).  

 

The 1,657-page rule is scheduled for publication in the Federal Register on November 25. The posted 
display copy is currently available at: https://public-inspection.federalregister.gov/2025-20907.pdf.  

 

The addenda relating to the OPPS are available at:  

https://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-
notices. (*) 

 

The addenda relating to the ASC payment system are available at: 
https://www.cms.gov/medicare/payment/prospective-paymentsystems/ 

ambulatory-surgical-center-asc/asc-regulations-and-notices. (*) 

 

Comments 

CMS has not provided a table of contents even though it did in the proposed version. Page numbers are 
being added throughout this analysis.  

There are many items in the rule not addressed in this summary and analysis.  

Except for the payment and conversion factor updates, the issue brief is generally following the order of 
the rule.  

 

Note that as this analysis is being written, many of the CMS links to its addenda do not work. Links that 
do not work are identified with a (*). Most do not open or point to a different location. This appears to 
be an ongoing problem in recent years. 

 

https://public-inspection.federalregister.gov/2025-20907.pdf
https://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-notices
https://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-notices
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PAYMENT UPDATES 

 

OPPS Update:  

 

For CY 2026, CMS is increasing the payment rates under the OPPS by an outpatient department (OPD) 
fee schedule increase factor of 2.6 percent. This increase factor is based on the final inpatient hospital 
market basket percentage increase of 3.3 percent for inpatient services paid under the hospital  

 

inpatient prospective payment system (IPPS), reduced by a final productivity adjustment of 0.7 
percentage point.  

 

Based on this update, CMS says it estimates that total payments to OPPS providers (including 
beneficiary cost sharing and estimated changes in enrollment, utilization, and case mix) for calendar 
year (CY) 2026 will be approximately $101.0 billion, an increase of approximately $8.0 billion compared 
to estimated CY 2025 OPPS payments. (Page 8) 

 

CMS is continuing to implement the statutory 2.0 percentage point reduction in payments for hospitals 
that fail to meet the hospital outpatient quality reporting requirements by applying a reporting factor of 
0.9805 to the OPPS payments and copayments for all applicable services.  

 

CMS notes that under the final 340B remedy offset, payments for services at hospitals subject to the 

340B remedy offset will be reduced by 0.5 percentage points. 

 

ASC Payment Update: (Page 8) 

 

CMS is extending its utilization of the hospital market basket update as the update factor for the ASC 
payment system for 1 additional year (through CY 2026).  

 

Therefore, CMS is increasing payment rates under the ASC payment system by 2.6 percent for ASCs 
that meet the quality reporting requirements under the ASCQR Program. This increase is based on the 
hospital market basket percentage increase of 3.3 percent reduced by a productivity adjustment of 0.7 
percentage point.  
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CMS says that total payments to ASCs (including beneficiary cost sharing and estimated changes in 
enrollment, utilization, and case-mix) for CY 2026 will be approximately $9.2 billion, an increase of 
approximately $450 million compared to estimated CY 2025 Medicare payments. (Page 9) 

 

Final CY 2026 OPPS Conversion Factor Update (Page 108) 

 

For CY 2026, CMS is using a conversion factor of $91.415 in the calculation of the national unadjusted 
payment rates for those items and services for which payment rates are calculated using geometric 
mean costs; that is, the OPD fee schedule increase factor of 2.6 percent for CY 2026, a required wage 
index budget neutrality adjustment of 0.9990, the 5.0 percent annual cap for individual hospital wage 
index reductions of 0.9995, the cancer hospital payment adjustment of 1.0000, and the adjustment of 
0.07 (or 0.37 less 0.30) percentage point of projected OPPS spending for the difference in pass-through 
spending that results in a conversion factor for CY 2026 of $91.415. 

 

Calculation of CY 2026 Final OPPS Conversion Factor (Page 116) 

 

Start: CY 2025 Final OPPS Conversion Factor = $89.169 

Step 1a:      Adjust the conversion factor to temporarily account for additional drug and device 

pass-through spending and outlier spending in CY 2025. This action causes an increase in the 
conversion factor. So, the amount of both drug and device pass-through spending (0.0037) and the 
percentage of outlier spending (0.01). as a share of total OPPS outpatient hospital spending is 
subtracted from 1.0000, which represents total OPPS outpatient hospital spending for CY 2025. 

 1.0000–(0.0037+0.01) = 0.9863 

Step 1b:    Divide $89.169 by 0.9873 

 $89.169/0.9863 = $90.408 

Step 2: Adjust the conversion factor by the required wage index budget neutrality adjustment 

of approximately 0.9990. This adjustment increases the amount of OPPS outpatient hospital 
spending and is multiplied with $90.408. 

 $90.408*0.9990= $90.317 
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Step 3: Adjust the conversion factor by the 5.0 percent annual cap for individual hospital wage index 
reductions adjustment of approximately 0.9995. This adjustment reduces the amount of outpatient 
hospital spending and is multiplied with $91.456. 

 $90.317*0.9995 = $90.272 

Step 4:      Adjust the conversion factor by the cancer hospital payment adjustment of 1.0000. Because the 
PCR for cancer hospitals is the same between CY 2025 and CY 2026, there will be no change to the 
OPPS conversion factor. 

 $90.272*1.0000 = $90.272 

Step 5: Adjust the conversion factor by rural SCH adjustment policy of 1.0000. Since CMS is maintaining its 
current policy, there is no impact on the conversion by this policy. 

 $90.272*1.0000 = $90.272 

Step 6a:    Adjust the conversion factor by the OPD fee schedule increase factor of 0.026 for CY 2026. The OPD 
fee schedule increase factor increases outpatient hospital spending in CY 2026 over CY 2025 and is 
added to 1.0000 which represents total outpatient hospital OPPS spending in CY 2025. 

 1.0000+0.026 = 1.0260 

Step 6b:     Multiply $90.272 by 1.026 

 $90.272*1.026 = $92.619 

Step 7a:    Adjust the conversion factor to remove additional drug and device pass-through spending and 
outlier spending for CY 2026. This action causes a decrease in the conversion factor. So, the amount 
of both drug and device pass-through spending (0.0030) and the percentage of outlier spending 
(0.01) as a share of total OPPS outpatient hospital spending is subtracted from 1.0000, which 
represents total OPPS outpatient hospital spending for CY 2026. 

 1.0000–(0.0030+0.01) = 0.9870 

Step 7b: Multiply $92.619 by 0.9870 to get the CY 2026 OPPS conversion factor. 

$92.619*0.9870 = $91.415 

Finish: CY 2026 OPPS Conversion Factor = $91.415 

Step 8: *Reduction for providers Subject to the 340B Remedy Offset 

Multiply $91.415 by 0.9951 to get the CY 2026 OPPS conversion factor for providers subject to the 
340B remedy offset. 

 

$91.415*0.9951 = $90.967 
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CY 2026 Final ASC Conversion Factor (Page 1,162) 

 

For CY 2026, CMS is adjusting the CY 2025 ASC conversion factor ($54.895) by a wage index budget 
neutrality factor of 1.0000 in addition to the productivity-adjusted hospital market basket update of 2.6 
percent results in a final CY 2026 ASC conversion factor of $56.322 for ASCs meeting quality reporting 
requirements. For ASCs not meeting quality reporting requirements, CMS is adjusting the CY 2025 ASC 
conversion factor ($54.895) by the wage index budget neutrality factor of 01.0000 in addition to the 
reduced productivity-adjusted hospital market basket update of 1.006 percent, which results in a final 
CY 2026 ASC conversion factor of $55.224 for ASCs not meeting the quality reporting requirements. 

 

I. SUMMARIES of SELECT PROVISIONS  

 

The following are brief summaries of select items from the regulation’s preamble text. 

 

Device Pass-Through Payment Applications: (Page 9)  

 

For CY 2026, CMS received 8 complete applications for device pass-through payments. CMS has made 
final determinations on these applications in this final rule. 

 

Changes to the List of ASC Covered Surgical Procedures and Ancillary Services Lists: 

(Page 9) 

 

CMS is expanding the ASC covered procedures list (CPL) by revising the criteria under § 416.166 to 
modify the general standard criteria and to eliminate five of the general exclusion criteria, moving them 
into a new section as nonbinding physician considerations for patient safety. CMS is adding 276 
procedures to the ASC CPL based and adding an additional 271 codes to the ASC CPL that CMS is 
finalizing for removal. 

 

Changes to the Inpatient Only (IPO) List: (Page 9) 

 

CMS is phasing out the IPO list over 3 years, beginning with the removal of 285 mostly musculoskeletal 
services for CY 2026.. 
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Add-on Payment for Radiopharmaceutical Technetium-99m (Tc-99m) Derived from 
Domestically Produced Molybdenum-99 (Mo-99): (Page 9) 

 

CMS is finalizing a $10 per dose amount for this add-on payment, and that at least 50 percent of the 
Mo-99 used in the Tc-99m generator that produces a dose of Tc-99m must be domestically produced for 
the dose to qualify for the add-on payment. CMS is also codifying its definition for domestically produced 
Mo-99, and to establish new HCPCS C-code C9176 (Tc-99m from domestically produced non-HEU Mo-
99, [minimum 50 percent], full cost recovery add-on, per study dose). 

 

Cross-Program Updates for the Hospital Outpatient Quality Reporting (OQR), Rural 
Emergency Hospital Quality Reporting (REHQR), and Ambulatory Surgical Center Quality 
Reporting (ASCQR) Programs: (Page 10) 

 

CMS is finalizing the removal of: (1) the COVID–19 Vaccination Coverage Among Healthcare Personnel 
(HCP) measure from the Hospital OQR and ASCQR Program measure sets beginning with the CY 2024 
reporting period/CY 2026 payment determination; (2) the Hospital Commitment to Health Equity 
(HCHE) measure from the Hospital OQR and REHQR Program measure sets, and the Facility 
Commitment to Health Equity (FCHE) measure from the ASCQR Program measure set beginning with 
the CY 2025 reporting period/CY 2027 payment or program determination; and (3) the Screening for 
Social Drivers of Health (SDOH) measure and the Screen Positive Rate for SDOH measure from the 

Hospital OQR, REHQR, and ASCQR Program measure sets beginning with the CY 2025 reporting period. 

 

CMS is finalizing its proposal to update and codify the Extraordinary Circumstance Exception (ECE) 
policy to clarify that CMS has the discretion to grant an extension in response to an ECE request for the 
Hospital OQR, REHQR, and ASCQR Programs. 

 

Hospital Outpatient Quality Reporting (OQR) Program: (Page 10) 

 

CMS is finalizing: (1) adoption of the Emergency Care Access & Timeliness eCQM with 1 year of 
voluntary reporting for the CY 2027 reporting period followed by mandatory reporting for the CY 2028 
reporting period/CY 2030 payment determination and subsequent years; (2) removal of the Median 
Time from Emergency Department (ED) Arrival to ED Departure for Discharged ED Patients and the Left 
Without Being Seen measures beginning with the CY 2028 reporting period/2030 payment 
determination; and (3) modification of the Excessive Radiation Dose or Inadequate Image Quality for 
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Diagnostic Computed Tomography (CT) in Adults (Hospital Level—Outpatient) measure (Excessive 
Radiation eCQM) from mandatory reporting beginning with the CY 2027 reporting period to continue 
voluntary reporting in the CY 2027 reporting period and subsequent years. 

 

Rural Emergency Hospital Quality Reporting (REHQR) Program: (Page 11) 

 

CMS is finalizing the: (1) adoption of the Emergency Care Access & Timeliness eCQM beginning with the 
CY 2027 reporting period/CY 2029 program determination; and (2) related eCQM data submission and 
reporting requirements, including that REHs will be provided the option of reporting either the 
Emergency Care Access and Timeliness eCQM or the Median Time from Emergency Department (ED) 
Arrival to ED Departure for Discharged ED Patients measure beginning with the CY 2027 reporting 
period/CY 2029 program determination. 

Ambulatory Surgical Center Quality Reporting (ASCQR) Program: (Page 11) 

 

CMS is not finalizing the adoption of the Patient Understanding of Key Information Related to Recovery 

After a Facility-Based Outpatient Procedure or Surgery, Patient Reported Outcome-Based Performance 
Measure (Information Transfer PRO–PM) at this time. 

 

Overall Hospital Quality Star Rating Modification to Emphasize the Safety of Care Measure 
Group: (Page 11) 

 

CMS is finalizing its proposed updates to the methodology to emphasize the importance of the Safety of 
Care measure group, particularly to address the issue of hospitals receiving a high Star Rating despite 
performing in the lowest quartile of the Safety of Care measure group. The first stage 

methodology update is a narrow but focused transitional step that limits hospitals to a maximum of four 
out of five stars (based on at least three Safety of Care measure scores) if they 

performed in the lowest quartile of the Safety of Care measure group in the 2026 Overall Hospital 
Quality Star Rating. The second stage of the methodology update replaces the first stage update and 
reduces the Star Rating of any hospital in the lowest quartile of Safety of Care (based on at least three 
Safety of Care measure scores) by one star, to a minimum 1-star rating for the 2027 Overall Hospital 
Quality Star Rating and later years.  

 

CMS says these changes will prioritize safety for both patients and healthcare workers and reflect CMS’ 
fundamental commitment to ensuring high-quality, safe care as a central component of health system 
performance. 
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Partial Hospitalization and Intensive Outpatient: (Page 12) 

 

CMS is finalizing changes to its methodology used to calculate the CY 2026 Community Mental Health 
Center (CMHC) Partial Hospitalization Program (PHP), and Intensive Outpatient Program (IOP) costs 
based on 40 percent of the corresponding proposed hospital-based PHP and IOP costs.  

 

CMS says this change will resolve a cost inversion in CMHC cost data that resulted in higher geometric 
mean costs for 3-service days than for 4-service days. It also stabilizes rates for CMHCs by basing them 
on data from a much larger set of providers while preserving the adjustment for the structural 
differences between CMHC and hospital costs. 

 

Notice of Intent to Conduct a Medicare OPPS Drugs Acquisition Cost Survey: (Page 12) 

 

CMS notes that it will be conducting a survey, with the survey submission window opening by early CY 
2026, of the acquisition costs for each separately payable drug acquired by all hospitals paid under the 
OPPS.  

 

Two Midnight Rule Medical Review Activities Exemptions: (Page 13) 

 

CMS is continuing its existing policy exempting procedures that are removed from the IPO list under the 
OPPS from certain medical review activities related to the two-midnight policy. Under this policy, 
procedures removed from the IPO list are exempted from site-of-service claim denials, Medicare review 
contractor referrals to the Recovery Audit Contractor (RAC) for persistent noncompliance with the 2-
midnight rule, and RAC reviews for “patient status” (that is, site-of-service) until claims data 
demonstrates that the procedures are more commonly billed in the outpatient setting than the inpatient 
setting.  

 

Virtual Direct Supervision of Pulmonary Rehabilitation (PR), Coronary Rehabilitation 

(CR), Intensive Coronary Rehabilitation and Diagnostic Services: (Page 13) 

 

CMS is revising § 410.27(a)(1)(iv)(B)(1) and § 410.28(e)(2)(iii) to make the availability of the direct 
supervision of CR, ICR, PR services and diagnostic services via audio-video real-time communications 
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technology (excluding audio-only) permanent, except for diagnostic services that have a global period 
indicator of 010 or 090. 

 

Prospective Adjustment to Payments for Non-Drug Items and Services to Offset the 
Increased Payments for Non-Drug Items and Services Made in CY 2018 Through CY 2022 as a 
Result of the 340B Payment Policy: (Page 13) 

 

CMS is applying the previously finalized reduction to the OPPS conversion factor under § 
419.32(b)(1)(iv)(B)(12) used to determine the payment amounts for non-drug items and services for 
hospitals for whom this adjustment applies of 0.5 percent. The Remedy for the 340B-Acquired Drug 
Payment Policy for Calendar Years 2018-2022 codified a 0.5 percent reduction in the OPPS conversion 
factor applicable to non-drug items and services, excluding hospitals that enrolled in Medicare after 

January 1, 2018. 

 

Payment for Skin Substitute Products under the OPPS: (Page 14) 

 

CMS is finalizing a policy to separately pay for the provision of certain groups of skin substitute products 
as supplies when they are used during a covered application procedure paid under the PFS in the non-
facility setting or under the OPPS. CMS is finalizing a policy to group skin substitutes that 

are not drugs or biologicals using three FDA regulatory categories (PMAs, 510(k)s, and 361 HCT/Ps) to 
set payment rates. To effectuate this categorization into a payment policy under the OPPS, CMS is 
creating three new APCs for HCPCS codes that describe skin substitute products organized by clinical 
and resource similarity. These three APCs will divide skin substitutes by their FDA regulatory pathway. 
Specifically, CMS is creating: APC 6000 (PMA Skin Substitute Products); APC 6001 (510(k) Skin 
Substitute Products); and APC 6002 (361 HCT/P Skin Substitute Products). This will result in an initial 
payment rate of $127.14 for each of the new APCs.  

 

Method to Control Unnecessary Increases in the Volume of Outpatient Services Furnished in 
Excepted Off-Campus Provider-Based Departments (PBDs): (Page 14)  

 

CMS is finalizing a policy to use its authority under section 1833(t)(2)(F) of the Act to apply the 
Physician Fee Schedule equivalent rate for any HPCPCs codes assigned to the drug administration 
services APCs, when provided at an off-campus PBD excepted from section 1833(t)(21) of the Act.  

CMS is finalizing a policy to exempt rural Sole Community Hospitals from this method to control the 
unnecessary volume of drug administration services. 
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Request for information on Adjusting Payment under the OPPS for Services Predominately 
Performed in the Ambulatory Surgical Center or Physician Office Settings: (Page 14) 

 

CMS is requesting information for future rulemaking on the development of a systematic process for 
identifying ambulatory services at high risk of shifting to the hospital setting based on financial 
incentives rather than medical necessity and adjusting payments accordingly. 

 

Final Market-Based MS–DRG Relative Weight Data Collection and Change in Methodology for 
Calculating MS–DRG Relative Weights Under the Inpatient Prospective Payment System: 
(Page 14) 

 

In order to reduce the Medicare program’s reliance on the hospital chargemaster, and to support the 

development of a market-based approach to payment under the Medicare FFS system, CMS is finalizing 
a policy that hospitals will be required to report certain market-based payment rate information on their 
Medicare cost report for cost reporting periods ending on or after January 1, 2026, to be used in a 
finalized change to the methodology for calculating the IPPS MS–DRG relative weights to reflect relative 
market-based pricing. 

 

Final Updates to Requirements for Hospitals to Make Public a List of Their Standard Charges: 
(Page 15) 

 

CMS is finalizing its proposals with modifications hospital price transparency (HPT) regulations to 
enhance clarity and standardization in hospital disclosure of standard charges.  

 

CMS is finalizing with modification revisions to 45 CFR 180.20 to add definitions for “tenth (10th) 

percentile allowed amount”, “median allowed amount”, and “ninetieth (90th) percentile allowed amount”, 
which are values a hospital will encode when a payer-specific negotiated charge is based on a 
percentage or algorithm, to more accurately reflect the distribution of actual amounts that a hospital has 
received for an item or service.  

 

CMS is finalizing revisions to § 180.50 to remove the requirement for hospitals to disclose the estimated 
allowed amount, and, instead, require hospitals to disclose the 10th percentile, median, and 90th 
percentile allowed amounts, as well as the count of allowed amounts, in machine-readable file (MRF) 
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when payer-specific negotiated charges are based on percentages or algorithms.  

 

Further, CMS is finalizing with modification its proposal to require that hospitals use electronic data 
interchange (EDI) 835 electronic remittance advice (ERA) transaction data or an alternative, equivalent 
source of remittance data to calculate and encode the allowed amounts.  

 

Additionally, CMS is finalizing its proposals to require that hospitals comply with specific instructions 
regarding the methodology that must be used to calculate such allowed amounts (including a lookback 
period), with some modifications. 

 

Finally, CMS is finalizing, with modifications, its proposals to require hospitals to encode the attestation 
statement and the name of the hospital chief executive officer, president, or senior official designated to 
oversee the encoding of true, accurate, and complete data in the MRF. To advance the comparability of 
HPT data with other healthcare data, CMS is finalizing its proposal to require that hospitals encode their 
organizational, or Type 2, National Provider Identifier(s) (NPIs) in the MRFs.  

 

These policies are effective as of January 1, 2026, but CMS will delay enforcement of the requirements 
until April 1, 2026. 

 

II. UPDATES AFFECTING OPPS PAYMENTS (Page 29) 
 

A. Recalibration of APC Relative Payment Weights 

 

    (a.) Calculation of Single Procedure APC Criteria-Based Costs (Page 34) 

 

(1) Blood and Blood Products (Page 34)  

 

CMS will continue to establish payment rates for blood and blood products using its blood-
specific cost-to-charge ratio (CCR) methodology. Addendum B contains the CY 2026 payment 
rates for blood and blood products. 

 

(2) Brachytherapy Sources (Page 36)  
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Except for brachytherapy APCs designated as Low Volume APCs and APC 2648, CMS will 
continue its policy and use the costs derived from CY 2024 claims data to set the final 

CY 2026 payment rates for brachytherapy sources.  

 

CMS will continue to pay for the stranded and non-stranded not otherwise specified (NOS) 
codes, HCPCS codes C2698 (Brachytherapy source, stranded, not otherwise specified, per 
source) and C2699 (Brachytherapy source, non-stranded, not otherwise specified, per source), 
at a rate equal to the lowest stranded or non-stranded prospective payment rate for such 
sources, respectively, on a per-source basis.  

 

Further, CMS will use its equitable adjustment authority under section 1833(t)(2)(E) of the Act 
to maintain the CY 2025 payment rate of $4.69 per mm2 for HCPCS code C2645, which CMS is 
assigning to APC 2648 (Brachytx planar, p1-103), for CY 2026. 

 

    (b) Comprehensive APCs (C-APCs) (Page 40) 

 

A C-APC is defined as a classification for the provision of a primary service and all adjunctive         
services provided to support the delivery of the primary service. The number of C-APCs now 
total 72. 

 

A list of services excluded from the C-APC policy is included in Addendum J.  (Page 41) 

 

If a service does not appear on this list of excluded services, payment for it will be packaged 
into the payment for the primary C-APC service when it appears on an outpatient claim with a 
primary C-APC service. (Page 42) 

 

Complexity Adjustments 

 

CMS uses complexity adjustments to provide increased payment for certain comprehensive 
services. (Page 46) 

 

The following code combinations qualify for a complexity adjustment for CY 2026: (Page 53) 
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• Primary HCPCS code 93454 with secondary HCPCS code 0523T. 
• Primary HCPCS code 93460 with secondary HCPCS code 0523T. 
• Primary HCPCS code 28740 with secondary HCPCS code 20902. 
• Primary HCPCS 28750 code with secondary HCPCS code 20900. 
• Primary HCPCS code 28750 with secondary HCPCS code 28308. 
• Primary HCPCS 22513 code with secondary HCPCS code 22515. 
• Primary HCPCS 22514 code with secondary HCPCS code 22515. 
• Primary HCPCS 43255 code with secondary HCPCS code 43245. 
• Primary HCPCS 37187 code with secondary HCPCS code 37248. 

 

Exclusion of Procedures Assigned to New Technology APCs from the C-APC Policy (Page 60) 

 

CMS is not converting any standard APCs to C-APCs in CY 2026; thus, CMS will maintain the 
number of C-APCs for CY 2026 as the number for CY 2025. (Page 61) 

 

The rule’s table 4 contains the list of the (72) C-APCs. (Page 71) 

 

    (c) Calculation of Composite APC Criteria-Based Costs (Page 73) 

 

• Mental Health Services Composite APC (Page 73) 
 
For CY 2026, CMS will continue its policy of limiting the aggregate payment for specified less 
resource-intensive mental health services furnished on the same date to the payment for a day 
of partial hospitalization services provided by a hospital, which the agency considers to be the 
most resource-intensive of all outpatient mental health services.  
 
 

• Multiple Imaging Composite APCs (APCs 8004, 8005, 8006, 8007, and 8008) (Page 75) 
 

The rule’s Table 5 lists the HCPCS codes that would be subject to the multiple imaging composite 
APC policy and their respective families and approximate composite APC geometric mean costs 
for CY 2026. (Page 78) 

 

• Payment for Diagnostic Radiopharmaceuticals (Page 85) 
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CMS is updating the CY 2025 package payment threshold of $630 for diagnostic 
radiopharmaceuticals to $655, as proposed. 

 

The finalized list of diagnostic radiopharmaceuticals that CMS calculated as having per day 

costs that exceed $655 and their proposed status indicators can be found in the rule’s Table 7. 
(Page 102) 

 
B. Final Conversion Factor Update (Page 108)  Previously addressed 
 
C. Wage Index Changes (Page 117) 
 

The OPPS labor-related share remains at 60 percent of the national OPPS payment. 

 

Frontier State hospitals will continue to receive a wage index of 1.00 if the otherwise applicable wage 
index (including reclassification, the rural floor, and rural floor budget neutrality) is less than 1.00. (Page 
119) 

 

CMS is finalizing its proposal without modification to discontinue the low wage index hospital policy 
under the OPPS and use the FY 2026 IPPS post-reclassified wage index for urban and rural areas as 
finalized in the FY 2026 IPPS final rule as the wage index for the OPPS. CMS is also finalizing its proposal 
without modification that the 5.0 percent cap that will apply to the CY 2026 OPPS wage index and will 
be based off the IPPS wage index for FY 2025 rather than the OPPS wage index for CY 2025. (Page 126) 

 

If a hospital is significantly impacted by the discontinuation of the low wage index hospital policy, 
meaning the hospital's CY 2026 wage index is decreasing by more than 9.75 percent from the hospital's 
CY 2024 wage index, then a transitional payment exception for CY 2026 for that hospital will be equal to 
the additional CY 2026 amount the hospital would be paid under the OPPS if its CY 2026 wage index 
were equal to 90.25 percent of its CY 2024 wage index. (Page 126) 

 

D. Final Statewide Average Default Cost-to-Charge Ratios (CCRs) (Page 131) 

 

E. Adjustment for Rural Sole Community Hospitals (SCHs) and Essential Access Community 
Hospitals (EACHs) under Section 1833(t)(13)(B) of the Act for CY 2026: (Page 133) 
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For CY 2026, CMS will continue its current policy of utilizing a budget neutral 7.1 percent payment 

adjustment for rural SCHs, including EACHs, for all services and procedures paid under the 

OPPS, excluding separately payable drugs and biologicals, brachytherapy sources, devices paid 

under the pass-through payment policy, and items paid at charges reduced to costs. 

 

F. Payment Adjustment for Certain Cancer Hospitals for CY 2026: (Page 135) 

 

CMS will apply a target hospital’s payment-to-cost ratio (PCR) of 0.87 to the 11 specified cancer 
hospitals for CY 2026. (Page 141) 

 

The rule’s Table 10 shows the estimated percentage increase in OPPS payments to each cancer hospital 
for CY 2026.  

 

G. Hospital Outpatient Outlier Payments: (Page 142) 

 

CMS’ estimate of total outlier payments as a percent of total CY 2024 OPPS payments, using CY 2024 
claims available for this final rule is approximately 0.82 percent. Therefore, for CY 2024, CMS estimates 
that it did not meet the outlier target by 0.18 percent of total aggregated OPPS payments. 

 

CMS will continue its policy of estimating outlier payments to be 1.0 percent of the estimated aggregate 
total payments under the OPPS. CMS notes that a portion of that 1.0 percent, an amount equal to less 
than 0.01 percent of outlier payments (or 0.0001 percent of total OPPS payments), would be allocated 
to CMHCs for partial hospitalization program (PHP) and intensive outpatient program (IOP) outlier 
payments. 

 

CMS estimates that a final fixed-dollar threshold of $6,225 combined with the multiple threshold of 1.75 
times the APC payment rate, will allocate 1.0 percent of aggregated total OPPS payments to outlier 
payments. (Page 147) 

 

H. Calculation of an Adjusted Medicare Payment from the National Unadjusted Medicare 
Payment: (Page 148) 
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The national unadjusted payment rate is the payment rate for most APCs before accounting for the 
wage index adjustment or any applicable adjustments. 

 

The national unadjusted payment rate for most APCs are contained in Addendum A at:  

https://www.cms.gov/medicare/payment/prospective-paymentsystems/ 

hospital-outpatient-pps/quarterly-addenda-updates. (*) 

 

III. OPPS AMBULATORY PAYMENT CLASSIFICATION (APC) GROUP POLICIES (Page 166) 

 

A. OPPS Treatment of New and Revised HCPCS Codes 

 

CMS recognizes the following codes on OPPS claims: 

 

• Category I CPT codes, which describe surgical procedures, diagnostic and therapeutic services, 
and vaccine codes; 

• Category III CPT codes, which describe new and emerging technologies, services, and 
procedures; 

• MAAA CPT codes, which describe laboratory multianalyte assays with algorithmic analyses 
(MAA); 

• PLA CPT codes, which describe proprietary laboratory analyses (PLA) services; and 
• Level II HCPCS codes (also known as alpha-numeric codes), which are used primarily to identify 

drugs, devices, supplies, temporary procedures, and services not described by CPT codes. 

 

The following reflects CMS’ treatment of new codes added during the year. 

 

1. April 2025 HCPCS Codes  
 

For the April 2025 update, 104 new HCPCS codes were established and made effective on April 1, 
2025. These codes and their long descriptors are listed in the rules’ Table 9. (Page 167) 

 

2. July 2025 HCPCS Codes  
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For the July 2025 update, 110 new codes were established and made effective July 1, 2025. The 
codes and long descriptors are listed in the rule’s Table 13. (Page 173) 

 
 

3. October 2025 HCPCS Codes (Page 178) 

 

For the October 2025 update, 100 new codes were established. The codes and long descriptors are 
listed in the rule’s Table 14. (Page 173) 

 

4. January 2026 HCPCS Codes (Page 182) 

 

CMS will solicit comments on the new Level II HCPCS codes that will be effective January 1, 2026 in 
the CY 2026 OPPS/ASC final rule. 

 

B. OPPS Changes – Variations within APCs: (Page 186) 

 

The Act provides that, subject to certain exceptions, the items and services within an APC group cannot 
be considered comparable with respect to the use of resources if the highest cost for an item or service 
in the group is more than 2 times greater than the lowest cost for an item or service within the same 
group (referred to as the “2 times rule”). The statute authorizes the Secretary to make exceptions to the 
2 times rule in unusual cases, such as low volume items and services. 

 

The rule’s Table 16 lists 27 APCs that are being excepted from the 2 times rule for CY 2026.  

(Page 192) 

 

C. New Technology APCs (Page 193) 

 

CMS is assigning new procedures Assigned to New Technology APC Groups for CY 2026 as follows; 

 

a. Administration of Subretinal Therapies Requiring Vitrectomy (APC 1563) (Page 199) 
b. BgRT (APC 1514 and 1525) (Page 203) 
c. Blinded procedure for NYHA class III/IV heart failure (APC 1590) (Page 207) 
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d. Bronchoscopy with Transbronchial Ablation of Lesion(s) by Microwave Energy (APC 1562)   
(Page 209) 

e.   Cardiac Positron Emission Tomography (PET)/Computed Tomography (CT) Studies (APCs   

1519 and 1522) (Page 211) 
f.    CardiAMP (APC 1590) (Page 215) 
g.   Atherosclerosis Imaging-Quantitative Computer Tomography (AI-QCT) (APC 1511) (Page 217) 
h.   Corvia Medical Interatrial Shunt Procedure (APC 1592) (Page 222) 
i. DARI Motion Procedure (APC 1505) (Page 224) 
j.  Instillation of Anti-Neoplastic Pharmacologic/Biologic Agent into Renal Pelvis (APC 1551)  

(Page 225) 
k.  LimFlow TADV procedure CPT Code 0620T (APC 1580) (Page 228) 
l.  Liver Histotripsy Service (APC 1579) (Page 231) 
m.  Liver Multiscan Service (APC 1511) (Page 233) 

n.   Optellum Lung Cancer Prediction (LCP) (APC 1508) (Page 237) 

o.   Quantitative Magnetic Resonance (QMR) for analysis of tissue composition (APC 1511) 

        (Page 240) 

    p.   Quantitative Magnetic Resonance Cholangiopancreatography (QMRCP) (APC 1511) (Page 243) 

    q.   Supervised Visits for Esketamine Self-Administration (APCs 1512 and 1518) (Page 245) 

    r.   Surfacer® Inside-Out® Access Catheter System (APC 1534) (Page 249) 

    s.   TASS (APC 1537) (Page 250) 

    t.   Magnetic Resonance Imaging with Inhaled Hyperpolarized Xenon-129 contrast agent (APC 

       1551) (Page 252) 

    u.  SAINT Neuromodulation System (APCs 1511 and 1525) (Page 253) 

    v.   Implantable Glucose Monitoring System (APC 1563) (Page 257) 

   w.   Skin Cell Suspension Autograft (SCSA) Procedures (CPT Code 15013 and HCPCS code C8002) 
         (APC 1567) (Page 260) 

    x.   Renal Histotripsy Service (APC 1576) (Page 261) 

 

D. Universal Low Volume APC Policy for Clinical and Brachytherapy APCs (Page 263) 

 

Based on claims data available for the CY 2025 OPPS/ASC rule, CMS is designating six brachytherapy 
APCs and five clinical APCs as low volume APCs under the OPPS. 
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The rule’s Table 42 lists these 11 APCs. (Page 265) 

 

E. APC-Specific Policies: (Page 265) 

 

CMS is addressing/ refining the following specific APC items. 

 

1. APC Structure 

a. Diagnostic Tests and Related Services (APCs 5721 through 5724) (Page 265) 

b. Nerve Procedures (APCs 5431 through 5432) (Page 268) 

c. Endovascular Procedures (APCs 5191 through 5194) (Page 271) 

d. Laparoscopy and Related Services (APCs 5361 through 5362) (Page 273) 

2. ActiGraft System, HCPCS code G0465 (APC 5054) (Page 274) 

3. Audiology-Related Services, CPT codes 92540, 92579, 92588 (APC 5722) (Page 276) 

4. Fully Implanted Active Middle Ear Implant (FI – AMEI), CPT codes 0951T – 0955T (Page 277) 

5. Ablation of Breast Tumor Procedures, CPT codes 0970T and 0971T (APC 5091) (Page 279) 

6. Lymphovenous Bypass, CPT Code 1019T (APC 5092) (Page 280) 

7. Cardiac CT Services, CPT Codes 75572, 75573, and 75574 (APC 5572) (Page 281) 

8. Cardiac Magnetic Resonance (CMR) Imaging, CPT Codes 75557, 75559, 75561, 75563 (APCs 5523,        
 5524, 5572, and 5573) (Page 287) 

9. Computational Electrocardiogram (ECG) Analysis System (vMap), CPT Code 0897T (APC 5724) (Page 290) 

10. Fractional Flow Reserve Derived From Computed Tomography (FFRct) CPT Code 75580 (APC 5724) (Page 292) 

11. Chimeric Antigen Receptor (CAR–T) Administration, CPT Codes 38228 (APC 5694) (Page 295) 

12. CVi® Contrast Delivery System (Page 297) 

13. Malignant Tumor/Lesion Removal Dental Procedures, CDT Codes D7440-D7441 (APC 5164) (Page 299) 

14. Biliary Endoscopy Procedure, CPT code 47555 (APC 5341) (Page 299) 

15. Endoscopic Procedure - Upper GI Tract, CPT Code 43252 (APC 5302) (Page 300) 

16. Endoscopic Retrograde Cholangiopancreatography (ERCP) with Stone Destruction (Page 301) 

17. Endoscopic Submucosal Dissection (ESD) Procedure, HCPCS Code C9779 (APC 5303) (Page 302) 

18. Esophageal Balloon Distention Study, CPT Code 91040 (APC 5723) (Page 304) 
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19. Transnasal EGD, CPT Codes 0652T, 0653T, and 0654T (APCs 5302 and 5303) (Page 305) 

20. Gastric Electrophysiology Mapping With Simultaneously Validated Patient System Profiling (GEMS) Service, 
CPT Code 0868T (APC 5723) (Page 307) 

21. IB – Stim, CPT 64567 (APC 5301) (Page 308) 

22. Computed Tomographic Colonography, CPT Code 74263 (APC 5523) (Page 310) 

23. Computed Tomographic Services (Head, Neck, and Cerebral Perfusion), CPT Codes 70471 and 70473 (APCs 
5572, 5571) (Page 312) 

24. Duplex Scan of Extracranial Arteries, CPT Code 93880 (APC 5523) (Page 314) 

25. Duplex Scan of Hemodialysis Fistula, CPT Code 0876T (Page 315) 

26. Non-Cardiac Contrast Enhanced Ultrasound (CEUS), CPT Codes 76978 and 76979 (APC 5572) (Page 316) 

27. Irreversible Electroporation Ablation of Tumors (NanoKnife® System), CPT Codes 0600T, 47384, 55877 (APC 
5362) (Page 318) 

28. Diagnostic Biomarker Tests for Alzheimer’s Disease, CPT Codes 0551U and 0568U (Page 321) 

29. PreciseBreast Test, CPT code 0220U (Page 322) 

30. Screening DNA / RNA Test for Hepatitis C Virus, HCPCS code G0567 (Page 323) 

31. Laparoscopic Hernia Repair and Appendectomy, Procedures, CPT Codes 49650, 49651, and 44970 (APC 5342) 
(Page 324) 

32. Medical 3D Printing, CPT codes 0559T, 0561T (5734) (Page 326) 

33. Continuous EEG Monitoring, CPT codes 0956T, 0960T (APC 5117) (Page 327) 

34. Transcutaneous Magnetic Peripheral Nerve Stimulation CPT codes 0766T and 0767T (APC 5722) (Page 330) 

35. Ultrasound Guided Carpal Tunnel Release Procedure, CPT Code 64728 (APC 5431) (Page 332) 

36. Creation of a Level 6 Neurostimulator APC (Page 333) 

37. Neurostimulator and Related Procedures (APCs 5461 Through 5465) (Page 349) 

38. New Technology Applications (Page 347) 

      a. Digital Mental Health Treatment (DMHT), HCPCS code G0552 (APC 5012) (Page 348) 

      b. Leadless Pacemaker (WiSE CRT System), CPT Code 0515T (APC 5231) (Page 348) 

      c. Paired Vagal Nerve Stimulation (Vivistim® System), CPT Code 64568 (APC 5465) (Page 349) 

39. Noncontact Near-Infrared (NIR) Spectroscopy, CPT 0640T (APC 5732) (Page 351) 

40. Nuclear Medicine Services: Single-Photon Emission Computed Tomography (SPECT) Studies, CPT 78803  

(APC 5592) (Page 352) 

41. Nuclear Medicine Study (1 area), CPT Code 78800 (APC 5591) (Page 354) 
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42. Administration of Lacrimal Ophthalmic Insert Into Lacrimal Canaliculus, CPT Code 68841 (APC 5503) 

43. Comprehensive Aqueous Outflow Procedure (Page 359)) 

44. First Carpometacarpal Total Joint Arthroplasty, CPT Code 1003T (APC 5115) (Page 360) 

45. Fusion of Foot Bones, CPT code 28740 (APC 5114) (Page 362) 

46. Radiation Oncology Treatment Delivery, CPT codes 77402, 77407, 77412 (APCs 5621, 5622, and 5623)  

(Page 363) 

47. Radiofrequency Ablation of Bone Tumors, CPT 20982 (APC 5116) (Page 367) 

48. Scalp Cooling, CPT Codes 97007, 97008, and 97009 (APC 1517) (Page 369) 

49. Group Respiratory Therapy, HCPCS G0239 (APC 5732) (Page 373)) 

50. Insertion of Endobronchial Valves, CPT Code 31647 (APC 5155) (Page 374) 

51. Non-Invasive Gas Exchange and Cardiorespiratory Status (AGM 100), CPT code 0893T (APC 5734) (Page 376) 

52. 3D Anatomical Segmentation Imaging Software Service, HCPCS Code C8001 (APC 5721) (Page 379) 

53. 3D Image Generation Used in Surgical Planning and Navigation for Placement of Implants and Devices 
(BoneMRI), HCPCS Code G0566 (APC 5721) (Page 380) 

54. Augmentative Analysis of CT Imaging Data for Interstitial Lung Disease, CPT code 0877T (APC 1508)  

(Page 382) 

55. Noninvasive Arterial Plaque Analyses, CPT code 0712T (5722) (Page 384) 

56. Aquabeam Waterjet Ablation Procedure, CPT Code 52597 (APC 5376) (Page 386) 

57. Enhanced Lithotripsy System, CPT Code 0991T (APC 5376) (Page 388) 

58. Insertion of Permanent Urethral Stent, CPT Code 52282 (APC 5374) (Page 388) 

59. Penile Prosthesis, CPT Code 54417 (APC 5377) (Page 388) 

60. Prostate Biopsy Codes, CPT Codes 55712, 55713, 55714, and 55715 (Page 395) 

61. Ureteroscopy, HCPCS Code C9761 (APC 5376) (Page 396) 

62. Water Vapor Thermotherapy CPT Code 0582T (APC 5377) (Page 397) 

63. Arteriovenous Fistula (AVF) Creation Procedures, CPT Codes 36836 and 36837 (APC 5194) (Page 399) 

64. Atherectomy with Angioplasty, CPT code 92924 (APC 5193) (Page 401) 

65. Coronary Therapeutic Services and Procedures CPT Codes 92930, 92945 (APCs 5194, 5193) (Page 402) 

66. Lower Extremity Revascularization, CPT Codes 37254 through 37299 (APCs 5192, 5193, and 5194) (Page 405) 

67. Percutaneous Transcatheter Therapeutic Drug Delivery (CPT code 0913T) (Page 417) 

68. APC Specific Comments that Support the Proposed APC Assignment (Page 420) 
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69. Dialysis Related Services and Technologies (Page 422) 

      a. Dialysis-Related Amyloidosis (DRA) Treatment with Lixelle® Apheresis Columns (Page 388) 

      b. Dialysis Technologies (Page 423) 

      c. Open Surgical Fistula Creation (Page 423) 

      d. Peritoneal Dialysis (PD) Catheter Placement (Page 424) 

70. Mobile Stroke Units (Page 425) 

 

F. Comment Solicitation on Payment Policy for Software as a Service (SaaS) (Page 426) 

 

In recent years, there has been rapid developments in the use of software-based technologies to 
support clinical decision-making in the outpatient and physician office settings. Medicare refers to these 
software-based technologies as software as a service (SaaS). CMS currently does not have a 
comprehensive Medicare payment policy specific to SaaS that accounts for the unique challenges of 
paying for these services.  

 

For CY 2026, CMS solicited comments from the public on payment policies for these services under the 
OPPS, including applicable lessons learned from risk-bearing payment arrangements and input that 
helps incorporate the underlying value of technologies within medical practice into payment policy.  . 

 

G. Continuation of Payment Policy for Radiation Therapy Services Furnished at Nonexcepted 
Off-Campus Provider Based Departments (PBDs) (Page 431) 

 

As a general matter, under sections 1833(t)(1)(B)(v) and (t)(21) of the Act, applicable items and 
services furnished by certain off-campus outpatient departments of a provider on or after January 1, 
2017, are not considered covered OPD services as defined under section 1833(t)(1)(B) of the Act for 
purposes of payment under the OPPS. Instead such items are paid “under the applicable payment 
system” under Medicare Part B if the requirements for such payment are otherwise met. 

 

As discussed in the CY 2026 Physician Fee Schedule (PFS) final rule, CMS is finalizing its proposal to 
delete radiation therapy G-codes (G6001 through G6017) that describe imaging guidance for radiation 
treatment (G6001, G6002, G6017) and radiation treatment delivery (G6003-G6015) because CPT codes 
77402, 77407, and 77412 have been revised and may be used to report these services instead.  
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See Table 97 (Page 436) for the long descriptors of the G codes that CMS is deleting effective January 1, 
2026 and Table 98 (Page 436) for the current and revised long descriptors for CPT codes 77402, 77407, 
and 77412. 

 

IV. OPPS PAYMENT for DEVICES (Page 439) 

 

A. Pass-Through Payment for Devices 

 

Currently, there are 20 device categories eligible for pass-through payment. 

 

These devices are listed in the rule’s Table 99 where CMS details the expiration dates of pass-through 
payment status for each of the 20 devices currently receiving device pass-through payment. 

 

New Device Pass-Through Applications for CY 2026 (Page 442) 

 

CMS received eight complete applications by the March 3, 2025, quarterly deadline, which was the last 
quarterly deadline for applications to be received in time to be included in the CY 2026 OPPS/ASC 
proposed rule.  

 

One application was withdrawn. Two of the applications were approved for device pass-through payment 
during the quarterly review process: VasQ, which was preliminarily approved upon quarterly review 
under the alternative pathway effective October 1, 2024, and the SCOUT MD™ Surgical Guidance 
System which was preliminarily approved upon quarterly review under the alternative pathway effective 
January 1, 2025. 

 

(1) Alternative Pathway Device Pass-Through Applications  

 

 (a) aprevo® Cervical ACDF system, aprevo® Cervical ACDF-X system, aprevo® Cervical 

  ACDF-X NO CAM system (Page 447) 
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CMS is not approving the aprevo® Cervical ACDF System for transitional pass-through      
payment status for CY 2026 because the technology does not meet the device category 
eligibility criterion at § 419.66(c)(1). 

 

 (b) SCOUT MD™ Surgical Guidance System (Page 467) 

 

CMS has determined that the SCOUT MD™ Delivery System meets the requirements for device 
pass-through status described at § 419.66 

 

 (c) VasQ™ (Page 479) 

 

CMS is finalizing approval for device pass-through payment status for VasQ™ under the 
alternative pathway for devices that have an FDA Breakthrough Device designation and FDA 
marketing authorization for the indication for which the device has Breakthrough Device 
designation. 

  

(2) Traditional Device Pass-Through Applications  

 

 (a) Axoguard HA+ Nerve Protector™ (Page 485) 

 

CMS is not approving the Axoguard HA+ Nerve Protector™ for transitional pass-through 
payment status for CY 2026 because the technology does not meet the substantial clinical 
improvement criterion at § 419.66(c)(2). 

(b) LithoVue™ Elite Digital Flexible Ureteroscope System with Pressure Monitoring (Page 503) 

 

CMS is not approving the LithoVue™ Elite Ureteroscope for transitional pass-through payment 
status for CY 2026 because the technology does not meet the device category eligibility criterion 
at § 419.66(c)(1). 

 

(c) VersaVue™ Single-Use Flexible Cystoscope (Page 514) 
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CMS is not approving the VersaVue™ Single-Use Flexible Cystoscope for transitional pass-
through payment status for CY 2026 because the technology does not meet the substantial 
clinical improvement criterion at § 419.66(c)(2). 

 

Device-Intensive Procedures (Page 549) 

 

The full listing of the CY 2026 device-intensive procedures can be found in Addendum P. (Page 571)  

 

V. OPPS PAYMENT FOR DRUGS, BIOLOGICALS, AND RADIOPHARMACEUTICALS (Page 578) 

 

A. Transitional Pass-Through Payment for Additional Costs of Drugs, Biologicals, and 
Radiopharmaceuticals 

 

As required by statute, transitional pass-through payments for a drug or biological described in section 
1833(t)(6)(C)(i)(II) of the Act can be made for a period of at least 2 years, but not more than 3 years. 

 

For high-cost diagnostic radiopharmaceuticals, CMS provides a separate payment when their per day 
cost is greater than a finalized threshold of $655. (Page 582) 

 

1. Drugs and Biologicals with Expiring Pass-Through Payment Status in CY 2025 (Page 581) 

 

There are 28 drugs and biologicals for which pass-through payment status expires by December 31, 
2025, as listed in the rule’s Table 104. (Page 581) 

 

2. Drugs, Biologicals, and Radiopharmaceuticals with Pass-Through Payment Status Expiring in CY 2026. 
(Page 584) 

 

CMS will end pass-through payment status in CY 2026 for 52 drugs and biologicals. These drugs and 
biologicals, which were initially approved for pass-through payment status between April 1, 2023 and 
January 1, 2024, are listed in the rule Table 105. (Page 587) 
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3. Drugs, Biologicals, and Radiopharmaceuticals with Pass-Through Payment Status Continuing through 
CY 2026. (Page 593) 

 

CMS will continue pass-through payment status in CY 2026 for 61 drugs and biologicals. These drugs 
and biologicals, which were approved for pass-through payment status with effective dates beginning 
between April 1, 2024 and October 1, 2025, are listed in the rule’s Table 106. (Page 596) 

 

B. OPPS Payment for Drugs, Biologicals, and Radiopharmaceuticals Without Pass-Through 
Payment Status (Page 600) 

 

As required by statute, transitional pass-through payments for a drug or biological described in section 
1833(t)(6)(C)(i)(II) of the Act can be made for a period of at least 2 years, but not more than 3 years. 

 

For high-cost diagnostic radiopharmaceuticals, CMS provides a separate payment when their per day 
cost is greater than a finalized threshold of $655. (Page 582) 

 

1. Packaging Threshold 

 

CMS is finalizing its proposal to use the most recently available four-quarter moving average PPI levels 
to trend the $50 threshold forward from the third quarter of CY 2005 to the third quarter of CY 2026 
and round the resulting dollar amount to the nearest $5 increment for the OPPS drug packaging 
threshold. 

 

The packaging threshold for CY 2026 will be $140 for drugs, biologicals, and therapeutic 

Radiopharmaceuticals, the same as the current threshold. 

 

Using the most recent data available for this final rule, CMS trended the $630 threshold forward and 
rounded the resulting dollar amount ($656.65) to the nearest $5 increment, which yields a final 
diagnostic radiopharmaceutical packaging threshold figure of $655 per day for CY 2026. (Page 604) 

 

2. Packaging Determination for HCPCS Codes that Describe the Same Drug or Biological but Different 
Dosages. (Page 611) 
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CMS proposed to continue its policy to make packaging determinations on a drug-specific basis, rather 
than a HCPCS code-specific basis, for those HCPCS codes that describe the same drug or biological but 
different dosages in CY 2026. 

 

The packaging status of each drug and biological HCPCS code to which this methodology will apply in CY 
2026 is displayed in the rule’s Table 107. (Page 612) 

 

Biosimilar Biological Products (Page 621) 

 

The Inflation Reduction Act of 2022 (IRA) requires a temporary increase in the add-on payment for 
qualifying biosimilar biological products from 6 percent to 8 percent of the ASP of the reference 
biological beginning October 1, 2022. This increase applies for a 5-year period. 

 

For a qualifying biosimilar for which payment is first made using ASP during the period beginning 
October 1, 2022, and ending December 31, 2027, the statute defines the applicable 5-year period as the 
5-year period beginning on the first day of such calendar quarter of such payment. These payment rates 
are published in the quarterly release of Addendum B or ASP pricing files. (Page 622) 

  

Invoice Drug Pricing for CY 2026 (Page 622) 

 

CMS will determine whether the drug is not policy packaged; however, the MAC will continue to 
determine whether the per-day cost of the drug, biological, therapeutic radiopharmaceutical or 
diagnostic radiopharmaceutical is above threshold packaging amount, as applicable. 

 

Payment for Blood Clotting Factors (Page 629) 

 

For CY 2026, CMS will continue its established policy to provide payment for blood clotting factors using 
the same methodology as other separately payable drugs and biologicals under the OPPS and to 
continue to pay a furnishing fee. 

 

For CY 2026, the blood clotting factor furnishing fee is $0.265.  
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Requirement in the CY 2026 Physician Fee Schedule for HOPDs and ASCs to Report Discarded 
Amounts of Certain Single-dose or Single-use Package Drugs (Page 630) 

 

Section 90004 of the Infrastructure Investment and Jobs Act (“the Infrastructure Act”) amended 
section 1847A of the Act to require manufacturers to provide a refund to CMS for certain discarded 
amounts from a refundable single-dose container or single-use package drug. CMS notes these 
proposals are addressed in the CY 2026 PFS final rule. 

 

CY 2026 Prospective Adjustment to Payments for Non-Drug Items and Services to Offset the 

Increased Payments for Non-Drug Items and Services Made in CY 2018 Through CY 2022 as a 
Result of the 340B Payment Policy (Page 631) 

 

The 340B Final Remedy rule finalized changes to the calculation of the OPPS conversion factor  
applicable to non-drug items and services beginning in CY 2026. Specifically, the rule codified a 0.5 
percent reduction in the OPPS conversion factor applicable to non-drug items and services, excluding 
hospitals that enrolled in Medicare after January 1, 2018. This 0.5 percent reduction would remain in 
effect until the estimated aggregate payment reduction reached the $7.8 billion of increased non-drug 
item and services payments made from CY 2018 through CY 2022, which at the time CMS estimated 
would occur in CY 2041.  

 

This prospective offset aimed to balance the goal of restoring hospitals to their financial position had the 
original 340B policy never existed, while avoiding burdening them with an immediate single year 
recovery. After subsequent reconsideration of balancing these two goals, CMS proposed to revise the 
annual offset percentage for non-drug items and services from 0.5 percent to 2 percent effective CY 
2026, excluding hospitals that enrolled in Medicare after January 1, 2018. CMS is not finalizing its 
proposal at this time. While CMS anticipates finalizing a larger reduction (such as 2 percent or other 
reduction greater than 0.5 percent) beginning in CY 2027, CMS will instead implement the previously 
finalized 0.5 percent reduction for CY 2026. 

 

Comment 

 

Besides this section being relatively long (44 pages), it appears to be one that CMS objects strenuously 
to many of the received comments. CMS is using language such as “disagree, incorrect and wrong.” 
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CMS says that “while we will retain the original 0.5 percent adjustment in the conversion factor in CY 
2026, hospitals should anticipate that we will implement a larger adjustment (such as 2 percent or other 
adjustment greater than 0.5 percent) beginning in CY 2027.” 

 

Based on the number of comments received, this is an important item. 

 

Payment for Skin Substitutes (Page 680) 
 

Skin substitutes assigned to the high-cost group are described by HCPCS codes 15271 through 15278. 
Skin substitutes assigned to the low-cost group are described by HCPCS codes C5271 through C5278. 

 

This is an extremely long section – almost 80 pages. Below is the summary analysis CMS has provided 
for its actions to be effective January 1, 2026. (Page 757)  

 

Starting January 1, 2026, CMS will separately pay for skin substitute products as incident-to supplies in 
both the non-facility and hospital outpatient settings.  

 

Under the OPPS, CMS is finalizing its proposal to unpackage the skin substitute product from the 
payment for the administration of the skin substitute product and pay for the administration of the skin 
substitute product separately from the skin substitute product itself. Accordingly, CMS is deleting the C-
codes describing the skin substitutes assigned to the low-cost group, HCPCS codes C5271 through 
C5278.  

 

CMS did not propose to delete the HCPCS codes assigned to the high-cost group, described by CPT 
codes 15271 through 15278, as they would remain to describe skin substitute administration 
procedures.  

 

CMS is specifying that CPT add-on administration codes 15272, 15274, 15276, and 15278 would still be 
packaged in the outpatient hospital setting. 

 

CMS is finalizing its proposal to pay separately for certain groups of skin substitute products as incident-
to supplies involved in furnishing services under both the physician non-facility and outpatient hospital 
settings. Unless a skin substitute meets the definition of a biological in section 1847A, in which case the 
payment methodology under section 1847A would continue to apply, CMS is finalizing its proposal to 
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assign sheet-form skin substitute products to one of three clinical APCs CMS is creating based on FDA 
regulatory categories: APC 6000 (PMA Skin Substitute Products), APC 6001 (510(k) Skin Substitute 
Products), and APC 6002 (361 HCT/P Skin Substitute Products).  

 

CMS is finalizing its policy to calculate initial payment rates for the APCs using the volume-weighted 
average ASP for skin substitute products in each group as submitted by manufacturers, when available, 
and the mean unit cost (MUC) when ASP is not available.  

 

CMS is finalizing the hospital outpatient utilization patterns to set the payment rates for all three 
categories of skin substitute products, which CMS is finalizing to pay at a single rate for CY 2026. For CY 
2026, this finalized policy would result in an initial payment rate of $127.14/cm2 for APCs 6000 (PMA 
Skin Substitute Products), 6001 (510(k) Skin Substitute Products), and 6002 (361 HCT/P Skin 
Substitute Products). 

 

CMS is converting the current HCPCS codes for skin substitute products to add-on codes, for the 
purpose of ensuring that an administration code is always billed with a product, and assigning the sheet-
form codes to the three APCs based on the product’s FDA regulatory category. CMS is also creating 
three new unlisted codes to describe skin substitute products that are FDA authorized or cleared but 
have not yet received a specific individual HCPCS or CPT code: HCPCS codes Q4431 (Unlisted PMA skin 
substitute product), Q4432 (Unlisted 510(k) skin substitute product), and Q4433 (Unlisted 361 HCT/P 
skin substitute product).  

 

CMS is finalizing its proposal to assign the unlisted HCPCS codes to the appropriate APCs based on the 

product’s FDA approval or clearance. Specifically, CMS is finalizing its proposal to assign HCPCS code 
Q4431 to APC 6000 (PMA Skin Substitute Products); Q4432 to APC 6001 (Unlisted 510(k) Skin 
Substitute Products); and HCPCS Code Q4433 to APC 6002 (Unlisted 361 HCT/P Skin Substitute 
Products).  

 

CMS says it is creating these unlisted codes to prevent delays in Medicare payments for new FDA-
approved or cleared skin substitute products that do not yet have a specific HCPCS or CPT code. CMS is 
creating a new status indicator, “S1,” for skin substitute products to allow for separate payment under 
the OPPS. CMS is assigning status indicator “S1” to all skin substitute products assigned to APCs 6000, 
6001, and 6002. 

 

CMS is finalizing its proposal to update the rates for the skin substitute categories annually through 
rulemaking using the most recently available calendar quarter of ASP data, when available, to set the 
rates. In the event ASP data is not available for a particular product, CMS will use the outpatient 
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hospital MUC data. If MUC is not available, CMS will use the product’s WAC or 89.6 percent of AWP if 
WAC is also unavailable.  

 

Comment 

 

There is little doubt that the amount of changes for skin substitutes is financially driven. CMS notes that 
Part B spending for these products rose from approximately $250 million in 2019 to over $10 

billion in 2024, a nearly 40-fold increase, while the number of patients receiving these products 

only doubled. 

 

VI. ESTIMATE OF OPPS TRANSITIONAL PASS-THROUGH SPENDING FOR DRUGS, 
BIOLOGICALS, RADIOPHARMACEUTICALS, AND DEVICES (Page 815) 

 

CMS now estimates that the amount of pass-through spending for the device categories and the drugs 
and biologicals that are continuing to receive pass-through payment in CY 2026 and the amount of 
pass-through spending for those device categories, drugs, and biologicals that first become eligible for 
pass-through payment during CY 2026 will be approximately $307.0 million (approximately $291.8 
million for device categories and approximately $15.2 million for drugs and biologicals), which 
represents only 0.30 percent of total projected OPPS payments for CY 2026. 

 

Therefore, the pass-through spending in CY 2026 will not exceed the 2.0 percent of total projected OPPS 
CY 2026 program spending limit provided for in section 1833(t)(6)(E) of the Act. 

 

VII. OPPS PAYMENT FOR HOSPITAL OUTPATIENT VISITS AND CRITICAL CARE SERVICES 
(Page 827) 

 

CMS will continue to utilize the Physician Fee Schedule (PFS)-equivalent payment rate for hospital 
outpatient clinic visit services described by HCPCS code G0463 when it is furnished by excepted off-
campus provider-based departments. The PFS-equivalent rate for CY 2026 would be 40 percent of the 
OPPS payment.  

 

VIII. PAYMENT FOR PARTIAL HOSPITALIZATION SERVICES AND INTENSIVE OUTPATIENT 
SERVICES (Page 829) 
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A partial hospitalization program (PHP) is an intensive outpatient program of psychiatric services 
provided as an alternative to inpatient psychiatric care for individuals who have an acute mental illness, 
which includes, but is not limited to, conditions such as depression, schizophrenia, and substance use 
disorders. 

 

An intensive outpatient program (IOP) is a distinct and organized program of psychiatric services for 
individuals who have an acute mental illness, which includes, but is not limited to, conditions such as 
depression, schizophrenia, and SUD. Intensive outpatient services are not required to be provided in lieu 
of inpatient hospitalization. 

 

Coding and Billing for PHP and IOP Services under the OPPS (Page 837) 

 

Beginning January 1, 2024, CMS required the use of condition code 41 on all PHP claims from hospitals 
and CMHCs and required the use of condition code 92 on all IOP claims from hospitals and CMHCs.  

 

CY 2026 Payment Rates for PHP and IOP  

 

There is a “Final Decision” section – see page 846 

 

The rule’s table 118 summarizes the PHP and IOP geometric costs calculated using the current 
methodology. (Page 855) 
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Table 118: CY 2026 PHP And IOP APC Geometric Mean Per Diem Costs  

 
 

CY 
2026
APC 

 

Group 
Title 

  

 Final PHP and             
IOP APC 

Geometric Mean 
Per Diem Costs 

5851 Intensive Outpatient (3 services per day) for CMHCs $128.73 

5852 Intensive Outpatient (4 or more services per day) for CMHCs $168.67 

5853 Partial Hospitalization (3 services per day) for CMHCs $128.73 

5854 Partial Hospitalization (4 or more services per day) for CMHCs $168.67 

5861 Intensive Outpatient (3 services per day) for hospital-based IOPs $321.83 

5862 Intensive Outpatient (4 or more services per day) for hospital-based IOPs $421.67 

5863 Partial Hospitalization (3 services per day) for hospital-based PHPs $321.83 

5864 Partial Hospitalization (4 or more services per day) for hospital-based PHPs $421.67 

 

 

IX. SERVICES THAT WILL BE PAID ONLY AS INPATIENT SERVICES (Page 860) 

 

CMS will eliminate the IPO list over the course of the next 3 years, starting with the removal of 285 
mostly musculoskeletal-related services, as provided in the rule’s Table 119, in CY 2026. (Page 888) 

 

X. NONRECURRING POLICY CHANGES (Page 902) 

 

CMS addresses the following non-recurring policy changes. 

 

Control Unnecessary Increases in the Volume of Outpatient Services Furnished in Excepted 
Off-Campus Provider-Based Departments (PBDs) (Page 902) 
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CMS has concluded that a 70 percent increase in excepted hospital outpatient department volume over 
a 10-year period was at least partially driven by the payment differential between the physician office 
and OPD setting. (Page 909) 

 

CMS finalized its proposal to use the agency’s authority under section 1833(t)(2)(F) of the Social 
Security Act (“the Act”) to apply the Physician Fee Schedule equivalent payment rate for any codes 
assigned to the drug administration ambulatory payment classifications (APCs) when provided at an off-
campus PBD excepted from section 603 of the Bipartisan Budget Act of 2015. 

 

For CY 2026, CMS estimates this provision will reduce OPPS spending by $290 million, with $220 million 
of the savings accruing to Medicare, and $70 million saved by Medicare beneficiaries in the form of 
reduced beneficiary coinsurance. (Page 919) 

 

CMS is finalizing its proposal to exempt rural Sole Community Hospitals (rural SCHs) from payment of 
the site-specific Medicare PFS-equivalent payment for any HCPCs codes assigned to the drug 
administration services APCs, when furnished at an off-campus PBD excepted from section 1833(t)(21) 
of the Act (departments that bill the modifier “PO” on claim lines). (Page 971) 

 

 

 

Virtual Direct Supervision of Cardiac Rehabilitation (CR), Intensive Cardiac Rehabilitation 
(ICR), Pulmonary Rehabilitation (PR) Services and Diagnostic Services Furnished to Hospital 
Outpatients (Page 975) 

 

CMS is finalizing, without modification, its proposal to revise § 410.27(a)(1)(iv)(B)(1) and § 
410.28(e)(2)(iii) to make the availability of the direct supervision of CR, ICR, PR services and diagnostic 
services via audio-video real-time communications technology (excluding audio-only) permanent, except 
for diagnostic services that have a global surgery indicator of 010 or 090.  

(Page 983) 

 

Medical Review of Certain Inpatient Hospital Admissions Under Medicare Part A for CY 2026 
and Subsequent Years (Page 983) 
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Services on the IPO list are not subject to the 2-midnight rule for purposes of determining whether 
payment is appropriate under Medicare Part A. However, the 2-midnight rule is applicable once services 
have been removed from the IPO list. (Page 988) 

 

XI. CY 2026 OPPS PAYMENT STATUS AND COMMENT INDICATORS (Page 520) 

 

The complete list of CY 2026 payment status indicators and their definitions is displayed in Addendum 
D1, at: https://www.cms.gov/Medicare/payment/prospective-payment-system/hospital-
outpatient/regulations-notices. (*) 

 

The CY 2026 payment status indicator assignments for APCs and HCPCS codes are shown in Addendum 
A and Addendum B, at: https://www.cms.gov/medicare/payment/propspective-payment-
systems/hospital-outpatient/regulations-notices. (*) 

 

XII MEDPAC RECOMMENDATIONS (Not addressing) Page 1,002) 

 

XIII. UPDATES TO THE AMBULATORY SURGICAL CENTER (ASC) PAYMENT SYSTEM  

(Page 1,004) 

 

ASC Treatment of New and Revised Codes (Page 1,007) 

 
1. April 2025 HCPCS Codes  

 

For the April 2025 update, there were no new CPT codes; however, there were several new Level II 
HCPCS codes.  

 

The rule’s table 123 lists the new Level II HCPCS codes that were implemented April 1, 2025.  

(Page 1,008) 

 
2. July 2025 HCPCS Codes Rule Comment Solicitation (Page 1,009) 

 

    The rule’s Table 124 lists the new HCPCS codes that were effective July 1, 2025. (Page 1,010) 

https://www.cms.gov/Medicare/payment/prospective-payment-system/hospital-outpatient/regulations-notices
https://www.cms.gov/Medicare/payment/prospective-payment-system/hospital-outpatient/regulations-notices
https://www.cms.gov/medicare/payment/propspective-payment-systems/hospital-outpatient/regulations-notices
https://www.cms.gov/medicare/payment/propspective-payment-systems/hospital-outpatient/regulations-notices
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3. October 2025 HCPCS Codes Final Rule Comment Solicitation (Page 1,012) 

 

The rule’s Table 124 lists the new HCPCS codes that were effective October 1, 2025. 

 

4. January 2026 HCPCS Codes (Page 532) 

 

Level II HCPCS codes are released to the public through the CY 2026 OPPS/ASC final rule with 
comment period, January 2026 ASC Update CR, and the CMS HCPCS website. 

 

In summary, CMS solicits public comments on the CY 2026 payment indicators for the new Category I 
and III CPT codes that will be effective January 1, 2026. Because these codes are listed in Addendum AA 
and Addendum BB with short descriptors only, CMS is listing them again in Addendum O with the long 
descriptors. (Page 1,014) 

 

Final Payment for ASC Add-On Procedures Eligible for Complexity Adjustments under the 

OPPS (Page 1,022) 

 

CMS applies a complexity adjustment by promoting qualifying paired “J1” service code combinations or 

paired code combinations of “J1” services and add-on codes from the originating Comprehensive APC 
(C-APC) (the C-APC to which the designated primary service is first assigned) to the next higher paying 
C-APC in the same clinical family of C-APCs. 

 

The final ASC complexity adjustment codes, based on the most recent data available for this final rule 
with comment period, can be found on the CMS website. (Page 1,025) 

 

Low Volume APCs and Limit on ASC Payment Rates for Procedures Assigned to Low Volume 
APCs (Page 1,025) 

 

Table 127 includes the CY 2024 claims available for rate-setting for each of the APCs CMS is designating 
as a low volume APC for CY 2026. 
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Payment for Covered Ancillary Services for CY 2026 (Page 1,027) 

 

Covered ancillary services and their final payment indicators for CY 2025 are listed in Addendum BB.  

 

CY 2026 Office-Based Procedures (Page 1,031) 

 

CMS will no longer designate the procedures in the rule’s Table 129 as temporarily office-based; 
therefore, CMS is finalizing its proposal to designate the procedures in Table 128 as permanently office-
based beginning in CY 2026 and to no longer designate the procedures in Table 129 as temporarily 
office-based.  

 

CY 2026 Device Intensive Procedures (Page 1,037) 

 

CMS is finalizing its proposal to not incorporate the prospective offset to the OPPS conversion factor or 
device-related portion as a result of the 340B remedy offset. 

 

For final CY 2026 device offset percentages based on claims data for this final rule with comment period, 
CY 2024 claims processed through June 30, 2025, CMS refers readers to Addendum FF of this final rule 
with comment period. (Page 1,049) 

 

Additions to ASC Covered Surgical Procedures and Covered Ancillary Services Lists  

(Page 1,052) 

 

CMS is finalizing its proposal, with modification, to revise the ASC CPL criteria under § 416.166 by 
modifying the general standard criteria and eliminating five of the general exclusion criteria and to add 
the proposed 547 procedures to the ASC CPL for CY 2026. CMS is also finalizing adding an additional 13 
codes recommended by commenters to the ASC CPL for CY 2026. These codes, along with their long 
descriptors and final payment indicator assignments, are listed in the rule’s Tables 131, 132, and 133. 
(Pages 1,068-1,091) 

 

CY 2026 Non-Opioid Policy for Pain Relief Under the OPPS and ASC Payment System  
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(Page 1,095) 

 

Section 1833(t)(16)(G) of the Act provides that with respect to a non-opioid treatment for pain relief 

furnished on or after January 1, 2025, and before January 1, 2028, the Secretary shall not package 
payment for the non-opioid treatment for pain relief into payment for a covered OPD service (or group 
of services) and shall make an additional payment for the non-opioid treatment for pain relief as 
specified in clause (ii) of that section. 

 

CMS is finalizing the proposed lists of qualifying products and payment limitations, with modifications.  

 

See Table 136 for a list of the final qualifying products for CY 2026, and please see Table 135 for a list of 
the final payment limitations for qualifying products for CY 2026.  

 

This final list of payment  limitations contains updated claims data as available for this final rule, and is 
using the CY 2026 OPPS/ASC proposed rule payment rates. (Page 1,136) 

 

CMS notes that it is placing the HCPCS codes describing the qualifying devices and drugs in Table 136 on 
the ASC covered ancillary procedures list. (Page 1,136) 

 

CMS is finalizing the products for separate payment, with updates to their product specific payment 
limitations as listed in Table 137. (Page 1,140) 

 

New Technology Intraocular Lenses (NTIOLs) (Page 1,142) 

 

CMS did not receive any requests for review to establish a new NTIOL class for CY 2026.  

 

The current payment adjustment for a five-year period from the implementation date of a new NTIOL 
class is $50 per lens. This amount has not changed since 1999. 

 

XIV. CROSS-PROGRAM PROPOSALS FOR THE HOSPITAL OUTPATIENT QUALITY REPORTING 
(OQR), RURAL EMERGENCY HOSPITAL QUALITY REPORTING (REHQR), AND AMBULATORY 
SURGICAL CENTER QUALITY REPORTING (ASCQR) PROGRAMS (Page 1,166) 
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Refer to introduction summary material. 

 

XV. HOSPITAL OUTPATIENT QUALITY REPORTING (OQR) PROGRAM (Page 1,195) 

 

Changes to the Hospital OQR Program Measure Set (Page 1,195) 

 

CMS is finalizing the adoption of the Emergency Care Access & Timeliness electronic clinical quality 
measure (eCQM) beginning with voluntary reporting for the CY 2027 reporting period followed by 
mandatory reporting beginning with the CY 2028 reporting period/CY 2030 payment determination. 
(Page 1,222) 

  

CMS will remove the Median Time from Emergency Department (ED) Arrival to ED Departure for 
Discharged ED Patients (Median Time for Discharged ED Patients) measure and the Left Without Being 
Seen measure, beginning with the CY 2028 reporting period/CY 2030 payment determination.  

(Page 1,227) 

 

CMS is finalizing its proposal to modify the Excessive Radiation Dose or Inadequate Image Quality for 
Diagnostic Computed Tomography (CT) in Adults (Hospital Level—Outpatient) measure (Excessive 
Radiation eCQM) from mandatory reporting beginning with the CY 2027 reporting period/CY 2029 
payment determination to continue voluntary reporting beginning with the CY 2027 reporting period. 
(Page 1,239) 

 

Summary of Previously Finalized and Newly Finalized Hospital OQR Program Measure Set for 
CY 2026 to CY 2031 Payment Determinations (Page 1,239)) 

 

The rule’s Table 138 summarizes the previously finalized and newly finalized Hospital OQR Program 
measure set for the CY 2026 to CY 2031 payment determinations, which would remove the HCHE, 
Screening for SDOH, Screen Positive Rate for SDOH, and COVID–19 Vaccination Coverage Among HCP 
measures; modify reporting requirements for the Excessive Radiation eCQM from mandatory to 
voluntary reporting beginning with the CY 2027 reporting period; remove the Left Without Being Seen 
and the Median Time for Discharged ED Patients measures; and add the Emergency Care Access & 
Timeliness eCQM. 
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Payment Reduction for Hospitals That Fail to Meet the Hospital OQR Program Requirements 
for the CY 2026 Payment Determination (Page 1,244) 

 

Hospitals that fail to report data required to be submitted on measures selected by the Secretary, in the 
form and manner, and at a time, specified by the Secretary will incur a 2.0-percentage point reduction 
to their Outpatient Department (OPD) fee schedule increase factor; that is, the annual payment update 
factor. 

 

XVI. RURAL EMERGENCY HOSPITAL QUALITY REPORTING (REHQR) PROGRAM (Page 1,249) 

 

CMS is finalizing the adoption of the Emergency Care Access & Timeliness eCQM beginning with the CY 
2027 reporting period/CY 2029 program determination as an optional measure; specifically, as an 
alternative to reporting the Median Time from ED Arrival to ED Departure for Discharged ED Patients 
measure. CMS is also establishing related eCQM data submission and reporting requirements beginning 
with the CY 2027 reporting period/CY 2029 program determination. (Page 1,269) 

 

CMS is finalizing the removal of: (1) HCHE measure beginning with the CY 2025 reporting period/CY 
2027 program determination; (2) Screening for SDOH measure beginning with the CY 2025 reporting 
period; and (3) Screen Positive Rate for SDOH measure beginning with the CY 2025 reporting period.  

(Page 1,250) 

 

Table 139 summarizes the previously finalized and newly finalized REHQR Program measure set for the 
CY 2026 to CY 2031 program determinations, which would remove the Hospital Commitment to Health 
Equity (HCHE), Screening for SDOH, and Screen Positive Rate for SDOH measures and add the 
Emergency Care Access & Timeliness eCQM. (Page 1,270) 

 

CMS is finalizing updates to the Hospital REHQR Program’s ECE Policy. This final update will explicitly 
include extensions, in addition to exceptions, as a type of extraordinary circumstances relief option, and 
change the length of time to submit an ECE request from 90 days to 60 days after a qualifying event. 
(Page 1,281) 

 

XVII. AMBULATORY SURGICAL CENTER QUALITY REPORTING (ASCQR) PROGRAM  

(Page 1,282) 
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Changes to the ASCQR Program Measure Set (Page 1,282) 

 

CMS is not finalizing adoption of the Patient Understanding of Key Information Related to Recovery After 
a Facility-Based Outpatient Procedure or Surgery, Patient Reported Outcome-Based Performance 
Measure (Information Transfer PRO–PM). In addition, CMS is not finalizing a proposed requirement that 
ASCs use the Hospital Quality Reporting (HQR) system for data submission of PRO–PMs generally. (Page 
1,297) 

 

CMS is finalizing removal of the following measures from the ASCQR Program: (1) COVID–19 
Vaccination Coverage Among HCP measure beginning with the CY 2024 reporting period/CY 2026 
payment determination; (2) Facility Commitment to Health Equity (FCHE) measure beginning with the 
CY 2025 reporting period/CY 2027 payment determination; (3) Screening for SDOH measure beginning 
with the CY 2025 reporting period; and (4) Screen Positive Rate for SDOH measure beginning with the 
CY 2025 reporting period. 

 

The rule’s Table 140 summarizes the previously finalized and newly finalized ASCQR Program measure 
set for the CY 2026 to CY 2031 payment determinations. (Page 1,313) 

 

CMS is updating the ASCQR Program’s ECE Policy. This update will explicitly include extensions, in 
addition to exceptions, as a type of extraordinary circumstances relief option, and change the length of 
time to submit an ECE request from 90 days to 60 days after a qualifying event. (Page 1,320) 

 

Any annual increase in certain payment rates under the ASC payment system shall be reduced by 2.0-
percentage points for ASCs that fail to meet the reporting requirements of the ASCQR Program.  

(Page 1,321) 

 

XVIII. OVERALL HOSPITAL QUALITY STAR RATING MODIFICATION TO EMPHASIZE THE 
SAFETY of CARE MEASURE GROUP (Page 1,324) 

 

Note: The following material is from CMS’ fact sheet accompanying this rule. 

 

Patient safety constitutes a fundamental component of the CMS National Quality Strategy, representing 
a sustained commitment to fostering optimal health outcomes and ensuring the safest possible care for 
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all patients. CMS is finalizing updates to the methodology used to calculate the Overall Hospital Quality 
Star Rating to emphasize the contribution of the Safety of Care measure group in hospitals’ ratings. 

 

Measures that are publicly reported on the provider comparison tool on Medicare.gov 
(https://www.medicare.gov/care-compare /) are organized into five conceptually coherent measure 
groups under the Overall Star Rating: Safety of Care, Mortality, Readmission, Patient Experience, and 
Timely and Effective Care. For additional details regarding the current methodology, CMS refers readers 
to 42 CFR § 412.190(d) and the Overall Hospital Quality Star Rating Methodology Reports, available at 
https://qualitynet.cms.gov/inpatient/public-reporting/overall-ratings/resources.  

After seeking interested party input on the potential modifications to the current methodology to 
increase the Safety of Care measure group’s contribution to the Overall Hospital Quality Star Rating in 
the CY 2025 OPPS/ASC final rule with comment period, CMS is finalizing policies to make a 2-stage 
methodologic update in the CY 2026 OPPS/ASC final rule with comment period. This methodology 
update will retain all aspects of the current methodology (e.g., annual refresh, inclusion and exclusion 
criteria for measures, standardization of measure scores, calculation of measure group & summary 
scores, use of K-means clustering to assign a rating) and finalizes adding a new methodology step 
(which will become the final step of the methodology): 

 

• Stage 1: Implement a 4-star cap for hospitals in the lowest quartile of the Safety of Care measure 
group performance in Calendar Year 2026. 

    

CMS finalizes its policy limiting hospitals in the lowest quartile (lowest-performing 25 percent, 
indicating poor performance relative to other hospitals) of the Safety of Care measure group (based 
on at least three measure scores) to a maximum of 4 stars out of 5. This methodology update will 
apply a cap to any hospital that is initially assigned 5 stars in step 8 of the methodology (K-means 
clustering) but has a Safety of Care score in the lowest-performing quartile (based on at least three 
Safety of Care measures) to 4 stars. 

      

• Stage 2: Implement a blanket 1-Star reduction for hospitals in the lowest quartile of Safety of Care 
measure group performance beginning in Calendar Year 2027.  

 

CMS finalizes its policy reducing the Overall Hospital Quality Star Rating of any hospital in the lowest 
quartile of the Safety of Care measure group (based on at least three measure scores) by 1 star, to 
a minimum 1-star rating. This methodology update will apply a blanket reduction of stars to any 
hospital initially assigned a 2-, 3-, 4- or 5-star rating in step 8 of the methodology (K-means 
clustering), but that has a Safety of Care score in the lowest-performing quartile (based on at least 
three Safety of Care measures). These hospitals will have their star ratings reduced to 1, 2, 3, or 4 
stars, respectively. Since the minimum possible Overall Hospital Star Rating will remain 1 star, 

https://www.medicare.gov/care-compare
https://qualitynet.cms.gov/inpatient/public-reporting/overall-ratings/resources
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hospitals already receiving one star will not face further star reduction and, therefore, will effectively 
be exempt from this methodology update consistent with the established assignment of ratings 
between 1-5 whole stars. 

 

The Stage 1 methodology update will be used to calculate the Overall Hospital Star Rating in 2026, while 
the Stage 2 methodology update will be used to calculate the Overall Hospital Star Rating beginning in 
2027 and later years. The Stage 2 methodology update is intended to replace the Stage 1 methodology 
update, not to supplement it. That is, no 5-star hospital will be capped to 4 stars and then further 
reduced to 3 stars; in both stages, 5-star hospitals could only be reduced to 4 stars. 

 

Only rated hospitals with at least 3 Safety of Care measures will be subject to either the 4-star cap or 
the 1-star reduction. This is to ensure that any reduction is based on reliable measurement across 
multiple elements of patient safety. Hospitals with 1 or 2 Safety of Care measures will still receive a 
Safety of Care group score and their star rating will reflect their performance on these measures, but 
they will not be subject to additional reduction based on limited information. Hospitals with 0 Safety of 
Care measures do not receive a Safety of Care group score, and their patient safety performance is not 
reflected positively or negatively in their Overall Hospital Quality Star Rating due to insufficient data for 
reliable measurement of patient safety outcomes. 

 

The finalized methodological update reflects CMS' commitment to improving healthcare outcomes and 
advancing patient safety and aims to: 

 

• Address the acute concern of hospitals receiving the highest possible 5-star rating despite 
performing in the lowest quartile of the Safety of Care measure group. 

     

• Emphasize the contributions of safety more broadly by applying a higher standard for patient 
safety to hospitals across a broad range of overall performance, rather than limiting it to the 
few 5-star hospitals in the lowest quartile of Safety of Care (with at least three Safety of Care 
measures). 

 

XIX. UPDATES TO REQUIREMENTS FOR HOSPITALS TO MAKE PUBLIC A LIST OF THEIR 
STANDARD CHARGES (Page 1,359) 

 

The following material is from CMS’ fact sheet accompanying this rule. 
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Enhancing Clarity and Standardization of Hospital Standard Charges 

 

Replacing the Estimated Allowed Amount with the Allowed Amounts Data Elements and the Count of 
Allowed Amounts Data Element 

 

To further transparency and the comparability of hospital pricing information, CMS is finalizing 
requirements for hospitals to make public actual dollar amounts in their machine-readable file (MRF). 
Specifically, CMS is finalizing the requirement to replace the estimated allowed amount with the median 
allowed amount and to add the 10th and 90th percentile allowed amounts. When a payer-specific 
negotiated charge is based on a percentage or algorithm, hospitals will be required to encode the 
median allowed amount and the 10th and 90th percentile allowed amount in dollars. The hospital will 
also be required to calculate and encode the count of allowed amounts that were used to calculate the 
median, 10th and 90th percentile allowed amount data elements.  

 

CMS is finalizing the requirement that hospitals use electronic data interchange (EDI) 835 electronic 
remittance advice (ERA) or an alternative, equivalent source of remittance data to calculate and encode 
the median, 10th and 90th percentile allowed amounts as well as the count of allowed amounts. Should 
the calculated amount for the median, 10th and 90th percentile allowed amounts fall between two 
observed allowed amounts, hospitals are instructed to use the next highest observed value. Finally, CMS 
is finalizing the requirement that hospitals use a lookback period of no less than 12 months and no 
longer than 15 months prior to posting the machine-readable file (MRF) for the median allowed amount, 
10th and 90th percentile allowed amounts, and count of allowed amounts. 

 

Modification to the MRF Affirmation Statement 

CMS is finalizing regulations at 45 CFR § 180.50 which require hospitals to attest in the MRF that, to the 
best of its knowledge and belief, the hospital has included all applicable standard charge information in 
accordance with the requirements of § 180.50 and that the information encoded is true, accurate, and 
complete as of the date in the file. The attestation also states that the hospital has included all 
applicable payer-specific negotiated charges in dollars that can be expressed as a dollar amount, and for 
payer-specific negotiated charges that cannot be expressed as a dollar amount in the MRF or are not 
knowable in advance, the hospital has provided in the MRF all necessary information available to the 
hospital for the public to be able to derive a dollar amount, including, but not limited to, the specific fee 
schedule or components referenced in such percentage, algorithm, or formula. Furthermore, hospitals 
will be required to encode in the MRF the name of the hospital chief executive officer, president, or 
senior official designated to oversee the encoding of true, accurate, and complete data. 

 

Including the National Provider Identifier(s) in the MRFs 
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Executive Order 14221 directs HHS to ensure that pricing information is standardized and easily 
comparable across hospitals and health plans. To advance the comparability of HPT information with 
other healthcare data, CMS is finalizing the requirement that hospitals encode their organizational, or 
Type 2, National Provider Identifier(s) (NPIs) in the MRFs. Hospitals will be required to report, in a newly 
created general data element in the MRF, any Type 2 NPI(s) that is associated with primary taxonomy 
code starting with ‘28’ (indicating hospital) or ‘27’ (indicating hospital unit) and that is active as of the 
date of the most recent update to the standard charge information. 

 

Civil Monetary Penalties: Waiver of Hearing, Automatic Reduction of Penalty Amount  

 

To encourage faster resolution and payment of Civil Monetary Penalties (CMPs), and in acceptance of 
CMS’s determination that the hospital violated HPT requirements, CMS will update § 180.90 to reduce 
the amount of a CMP by 35 percent when a hospital waives its right to an ALJ hearing. However, there 
are certain situations where CMS will decline to make available to hospitals the opportunity to have a 
CMP amount reduced. CMS is finalizing a policy stating that if CMS imposes upon a hospital a CMP for 
HPT noncompliance going to the core of the HPT requirements, the hospital would be ineligible to avail 
itself of this opportunity. CMS has specified these core requirements as failing to make public either: (1) 
an MRF as required in § 180.40(a); or (2) any shoppable services in a consumer-friendly format (either 
in the form of a shoppable services file or an internet price estimator tool) as required by § 180.40(b). 
These revisions will be effective January 1, 2026. 

 

Effective Dates 

 

The effective date of the revisions at § 180.50, including removal of the estimated allowed amount, 
disclosure of the median, 10th, and 90th percentile allowed amounts and the count of allowed amounts, 
the attestation requirement, and the requirement that hospitals encode their organizational, or Type 2, 
NPIs in the MRFs will be January 1, 2026. However, CMS will delay enforcement of these finalized 
revisions until April 1, 2026. This 3-month enforcement delay will apply solely to enforcement actions 
based on the new CMS requirements at revised § 180.50. CMS believes this 3-month enforcement delay 
will provide hospitals with sufficient time to update their systems, and review, validate, and post their 
files. 

 

Comment 
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This section extends nearly 100 pages. It contains numerous definitions and changes, including an 
emphasis on hospital compliance with reporting such information. It applies to the entire hospital, not 
just the outpatient areas. 

 

CMS maybe understating the burden of compliance and the short-time frame for adoption. 

 

XX. MARKET-BASED MEDICARE SEVERITY-DIAGNOSIS RELATED GROUPS (MS-DRG) RELATIVE 
WEIGHT DATA COLLECTION AND CHANGE IN METHODOLOGY FOR CALCULATING MS-DRG 
RELATIVE WEIGHTS UNDER THE INPATIENT PROSPECTIVE PAYMENT SYSTEM (Page 1,455) 

 

CMS finalized its proposal to collect from hospitals the median payer-specific charges that they 
negotiated with Medicare Advantage organizations using data disclosed under CMS’ hospital price 
transparency rules, and then use the data to help determine relative Medicare payment rates for 
inpatient hospital services. CMS will continue to consider ways for market-based approaches such as this 
one to be utilized to improve other Medicare FFS payment systems. 

 

XXI. GRADUATE MEDICAL EDUCATION ACCREDITATION (Page 1,494) 

 

In order to ensure that accreditation for approved medical residency programs is in compliance with 
applicable laws prohibiting race-based and other unlawful discrimination and to improve the 
accreditation process, CMS is finalizing that accrediting organizations may not use accreditation criteria 
that promote or encourage discrimination on the basis of race, color, national origin, sex, age, disability, 
or religion, including the use of those characteristics or intentional proxies for those characteristics as a 
selection criterion for employment, program participation, resource allocation, or similar activities, 
opportunities, or benefits. 

 

FINAL THOUGHTS 

 

The length of these rules continue to grow every year. Much is the result of including unneeded prior 
history.  

There are numerous items not covered or only superficially covered in this analysis. 

 

For the most part, CMS has not identified “final action sections.” CMS addresses the need for 
efficiencies, but it contributes inefficiencies by having the reader spend time searching for the final 
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changes being made. CMS uses the phrase “after consideration” to convey final actions. The Adobe word 
count for “after consideration” is cited 160 times. However, the phrase is not highlighted throughout the 
rule. 

 

There is abundance of comments this year. One must assume these rules are being read by many. In 
fact, CMS has noted many times that “a commenter” has made a response to an item in question. Using 
the Adobe find tool, the phrase “a commenter” is said more than 230 times.  

 

In numerous places, CMS provides both proposed and final tables. Providing proposed tables just adds 
to the length of the rule and, if anything, confuses the reader. One must question the need to restate 
such. 

 

At the time the analysis was prepared, many of CMS’ website links do not work. This is inexcusable and 
shameful. It says to the reader that no one is reviewing the document. 

 

With respect to outliers, CMS says it did not meet the outlier target of 1.0 percent. CMS says it only paid 
0.82 percent. Again, no adjustment for underpaying hospitals. CMS continues to cite retrospective 
versus prospective issues with making such ongoing payment estimate inaccuracies for not adopting a 
yearly prospective payment system adjustment mechanism for these errors. 

 

The reader should not overlook CMS’ Economic Analyses starting on Page 1,573. CMS devotes much 
attention to the costs of the changes being made. 

 

Providers need to pay extra attention on the requirements to provide the public a list of their charges. 
CMS is fully cognizant at the number of facilities failing to comply with this item. 
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	o.   Quantitative Magnetic Resonance (QMR) for analysis of tissue composition (APC 1511)
	(Page 240)
	p.   Quantitative Magnetic Resonance Cholangiopancreatography (QMRCP) (APC 1511) (Page 243)
	q.   Supervised Visits for Esketamine Self-Administration (APCs 1512 and 1518) (Page 245)
	r.   Surfacer® Inside-Out® Access Catheter System (APC 1534) (Page 249)
	s.   TASS (APC 1537) (Page 250)
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	D. Universal Low Volume APC Policy for Clinical and Brachytherapy APCs (Page 263)
	Based on claims data available for the CY 2025 OPPS/ASC rule, CMS is designating six brachytherapy APCs and five clinical APCs as low volume APCs under the OPPS.
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	27. Irreversible Electroporation Ablation of Tumors (NanoKnife® System), CPT Codes 0600T, 47384, 55877 (APC 5362) (Page 318)
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	34. Transcutaneous Magnetic Peripheral Nerve Stimulation CPT codes 0766T and 0767T (APC 5722) (Page 330)
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	37. Neurostimulator and Related Procedures (APCs 5461 Through 5465) (Page 349)
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	43. Comprehensive Aqueous Outflow Procedure (Page 359))
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	(Page 382)
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	56. Aquabeam Waterjet Ablation Procedure, CPT Code 52597 (APC 5376) (Page 386)
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	59. Penile Prosthesis, CPT Code 54417 (APC 5377) (Page 388)
	60. Prostate Biopsy Codes, CPT Codes 55712, 55713, 55714, and 55715 (Page 395)
	61. Ureteroscopy, HCPCS Code C9761 (APC 5376) (Page 396)
	62. Water Vapor Thermotherapy CPT Code 0582T (APC 5377) (Page 397)
	63. Arteriovenous Fistula (AVF) Creation Procedures, CPT Codes 36836 and 36837 (APC 5194) (Page 399)
	64. Atherectomy with Angioplasty, CPT code 92924 (APC 5193) (Page 401)
	65. Coronary Therapeutic Services and Procedures CPT Codes 92930, 92945 (APCs 5194, 5193) (Page 402)
	66. Lower Extremity Revascularization, CPT Codes 37254 through 37299 (APCs 5192, 5193, and 5194) (Page 405)
	67. Percutaneous Transcatheter Therapeutic Drug Delivery (CPT code 0913T) (Page 417)
	68. APC Specific Comments that Support the Proposed APC Assignment (Page 420)
	69. Dialysis Related Services and Technologies (Page 422)
	a. Dialysis-Related Amyloidosis (DRA) Treatment with Lixelle® Apheresis Columns (Page 388)
	b. Dialysis Technologies (Page 423)
	c. Open Surgical Fistula Creation (Page 423)
	d. Peritoneal Dialysis (PD) Catheter Placement (Page 424)
	70. Mobile Stroke Units (Page 425)
	F. Comment Solicitation on Payment Policy for Software as a Service (SaaS) (Page 426)
	In recent years, there has been rapid developments in the use of software-based technologies to support clinical decision-making in the outpatient and physician office settings. Medicare refers to these software-based technologies as software as a ser...
	For CY 2026, CMS solicited comments from the public on payment policies for these services under the OPPS, including applicable lessons learned from risk-bearing payment arrangements and input that helps incorporate the underlying value of technologie...
	G. Continuation of Payment Policy for Radiation Therapy Services Furnished at Nonexcepted Off-Campus Provider Based Departments (PBDs) (Page 431)
	As a general matter, under sections 1833(t)(1)(B)(v) and (t)(21) of the Act, applicable items and services furnished by certain off-campus outpatient departments of a provider on or after January 1, 2017, are not considered covered OPD services as def...
	As discussed in the CY 2026 Physician Fee Schedule (PFS) final rule, CMS is finalizing its proposal to delete radiation therapy G-codes (G6001 through G6017) that describe imaging guidance for radiation treatment (G6001, G6002, G6017) and radiation tr...
	See Table 97 (Page 436) for the long descriptors of the G codes that CMS is deleting effective January 1, 2026 and Table 98 (Page 436) for the current and revised long descriptors for CPT codes 77402, 77407, and 77412.
	IV. OPPS PAYMENT for DEVICES (Page 439)
	A. Pass-Through Payment for Devices
	Currently, there are 20 device categories eligible for pass-through payment.
	These devices are listed in the rule’s Table 99 where CMS details the expiration dates of pass-through payment status for each of the 20 devices currently receiving device pass-through payment.
	New Device Pass-Through Applications for CY 2026 (Page 442)
	CMS received eight complete applications by the March 3, 2025, quarterly deadline, which was the last quarterly deadline for applications to be received in time to be included in the CY 2026 OPPS/ASC proposed rule.
	One application was withdrawn. Two of the applications were approved for device pass-through payment during the quarterly review process: VasQ, which was preliminarily approved upon quarterly review under the alternative pathway effective October 1, 2...
	(1) Alternative Pathway Device Pass-Through Applications
	(a) aprevo® Cervical ACDF system, aprevo® Cervical ACDF-X system, aprevo® Cervical
	ACDF-X NO CAM system (Page 447)
	CMS is not approving the aprevo® Cervical ACDF System for transitional pass-through      payment status for CY 2026 because the technology does not meet the device category eligibility criterion at § 419.66(c)(1).
	(b) SCOUT MD™ Surgical Guidance System (Page 467)
	CMS has determined that the SCOUT MD™ Delivery System meets the requirements for device pass-through status described at § 419.66
	(c) VasQ™ (Page 479)
	CMS is finalizing approval for device pass-through payment status for VasQ™ under the alternative pathway for devices that have an FDA Breakthrough Device designation and FDA marketing authorization for the indication for which the device has Breakthr...
	(2) Traditional Device Pass-Through Applications
	(a) Axoguard HA+ Nerve Protector™ (Page 485)
	CMS is not approving the Axoguard HA+ Nerve Protector™ for transitional pass-through payment status for CY 2026 because the technology does not meet the substantial clinical improvement criterion at § 419.66(c)(2).
	(b) LithoVue™ Elite Digital Flexible Ureteroscope System with Pressure Monitoring (Page 503)
	CMS is not approving the LithoVue™ Elite Ureteroscope for transitional pass-through payment status for CY 2026 because the technology does not meet the device category eligibility criterion at § 419.66(c)(1).
	(c) VersaVue™ Single-Use Flexible Cystoscope (Page 514)
	CMS is not approving the VersaVue™ Single-Use Flexible Cystoscope for transitional pass-through payment status for CY 2026 because the technology does not meet the substantial clinical improvement criterion at § 419.66(c)(2).
	Device-Intensive Procedures (Page 549)
	The full listing of the CY 2026 device-intensive procedures can be found in Addendum P. (Page 571)
	V. OPPS PAYMENT FOR DRUGS, BIOLOGICALS, AND RADIOPHARMACEUTICALS (Page 578)
	A. Transitional Pass-Through Payment for Additional Costs of Drugs, Biologicals, and Radiopharmaceuticals
	1. Drugs and Biologicals with Expiring Pass-Through Payment Status in CY 2025 (Page 581)
	2. Drugs, Biologicals, and Radiopharmaceuticals with Pass-Through Payment Status Expiring in CY 2026. (Page 584)
	CMS will end pass-through payment status in CY 2026 for 52 drugs and biologicals. These drugs and biologicals, which were initially approved for pass-through payment status between April 1, 2023 and January 1, 2024, are listed in the rule Table 105. (...
	3. Drugs, Biologicals, and Radiopharmaceuticals with Pass-Through Payment Status Continuing through CY 2026. (Page 593)
	CMS will continue pass-through payment status in CY 2026 for 61 drugs and biologicals. These drugs and biologicals, which were approved for pass-through payment status with effective dates beginning between April 1, 2024 and October 1, 2025, are liste...
	VI. ESTIMATE OF OPPS TRANSITIONAL PASS-THROUGH SPENDING FOR DRUGS, BIOLOGICALS, RADIOPHARMACEUTICALS, AND DEVICES (Page 815)
	CMS now estimates that the amount of pass-through spending for the device categories and the drugs and biologicals that are continuing to receive pass-through payment in CY 2026 and the amount of pass-through spending for those device categories, drug...
	Therefore, the pass-through spending in CY 2026 will not exceed the 2.0 percent of total projected OPPS CY 2026 program spending limit provided for in section 1833(t)(6)(E) of the Act.
	VII. OPPS PAYMENT FOR HOSPITAL OUTPATIENT VISITS AND CRITICAL CARE SERVICES (Page 827)
	CMS will continue to utilize the Physician Fee Schedule (PFS)-equivalent payment rate for hospital outpatient clinic visit services described by HCPCS code G0463 when it is furnished by excepted off-campus provider-based departments. The PFS-equivalen...
	VIII. PAYMENT FOR PARTIAL HOSPITALIZATION SERVICES AND INTENSIVE OUTPATIENT SERVICES (Page 829)
	A partial hospitalization program (PHP) is an intensive outpatient program of psychiatric services provided as an alternative to inpatient psychiatric care for individuals who have an acute mental illness, which includes, but is not limited to, condit...
	An intensive outpatient program (IOP) is a distinct and organized program of psychiatric services for individuals who have an acute mental illness, which includes, but is not limited to, conditions such as depression, schizophrenia, and SUD. Intensive...
	Coding and Billing for PHP and IOP Services under the OPPS (Page 837)
	Beginning January 1, 2024, CMS required the use of condition code 41 on all PHP claims from hospitals and CMHCs and required the use of condition code 92 on all IOP claims from hospitals and CMHCs.
	CY 2026 Payment Rates for PHP and IOP
	There is a “Final Decision” section – see page 846
	The rule’s table 118 summarizes the PHP and IOP geometric costs calculated using the current methodology. (Page 855)
	Table 118: CY 2026 PHP And IOP APC Geometric Mean Per Diem Costs
	IX. SERVICES THAT WILL BE PAID ONLY AS INPATIENT SERVICES (Page 860)
	CMS will eliminate the IPO list over the course of the next 3 years, starting with the removal of 285 mostly musculoskeletal-related services, as provided in the rule’s Table 119, in CY 2026. (Page 888)

