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July 5, 2026 

CMS Releases Proposed Rule Updating CY 2027 OPPS 
 
The Centers for Medicare & Medicaid Services have released its annual proposed rule to Update the 
Hospital and ASC Prospective Payment System (OPPS) for CY 2027. 
 
A display copy of the 723-page rule is available at: https://public-inspection.federalregister.gov/2026-
13656.pdf.  The rule is scheduled for publication in the July 7 Federal Register. A 60-day comment 
period ending August 31 is provided. 
 
CMS says the addenda relating to the OPPS are available at: 
https://www.cms.gov/medicare/payment/prospectivepayment- 
systems/hospital-outpatient/regulations-notices, and 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.  
 
Comment 
 
These links do not work. 
  
To access the proposed CMS outpatient web site, the following will get you to the main OPPS screen. 
https://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-
outpatient/regulations-notices/cms-1850-p 
 
I. Summary of the Major Provisions (Page 8) 
 
• OPPS Update:  
 
CMS proposes to increase the payment rates under the OPPS by an outpatient department (OPD) fee 
schedule increase factor of 2.4 percent, based on a proposed inpatient hospital market basket 
percentage increase of 3.2, reduced further by a proposed productivity adjustment of 0.8 percentage 
point.  
 
Based on this update, CMS estimates that total payments to OPPS providers (including beneficiary cost 
sharing and estimated changes in enrollment, utilization, and case mix) for calendar year (CY) 2027 will 
be approximately $110.9 billion, an increase of approximately $9.5 billion compared to estimated CY 
2026 OPPS payments. 
 
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. 
 
Under the proposed 340B “remedy offset”, payments for services at hospitals subject to the 340B 
remedy offset will be reduced by 3.0 percentage points. 
 
 
 
 

https://public-inspection.federalregister.gov/2026-13656.pdf
https://public-inspection.federalregister.gov/2026-13656.pdf
https://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-notices/cms-1850-p
https://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-notices/cms-1850-p
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• ASC Payment Update:  
 

CMS is extending its utilization of the hospital market basket update as the update factor for the ASC 
payment system for one additional year (through CY 2027). CMS is increasing payment rates under the 
ASC payment system by 2.4 percent for ASCs that meet the quality reporting requirements under the 
ASCQR Program. This increase is based on a proposed hospital market basket percentage increase of 
3.2 percent reduced by a final productivity adjustment of 0.8 percentage point. Based on this proposed 
update, CMS estimates that total payments to ASCs (including beneficiary cost sharing and estimated 
changes in enrollment, utilization, and case-mix) for CY 2027 will be approximately $9.9 billion, an 
increase of approximately $520 million compared to estimated CY 2026 Medicare payments. 
 
• Device Pass-Through Payment Applications:  

 
CMS received 19 complete applications for device pass-through payments  (six applicants withdrew). 
CMS proposes to approve device pass-through payment status for seven applications and deny device 
pass-through payment status for six applications.  
 
• Changes to the List of ASC Covered Surgical Procedures and Ancillary Services Lists: 
 
CMS will continue to expand the ASC covered procedures list (CPL) by adding 618 codes to the ASC CPL 
that were recommended by stakeholders or are proposed for removal from the IPO list for CY 2027. 
 
• Changes to the Inpatient Only (IPO) List:  

 
CMS is continuing to phase out the IPO list by proposing to remove 637 services from the auditory, 
digestive, endocrine, female genital, hemic and lymphatic systems, integumentary, male genital, 
maternity care and delivery, mediastinum and diaphragm, respiratory and urinary clinical families. 
 
• Cross-Program Updates for the Hospital Outpatient Quality Reporting and Ambulatory Surgical 

Center Quality Reporting Programs:  
 

CMS proposes to remove the Appropriate Follow-Up Interval for Normal Colonoscopy in Average Risk 
Patients measure from the Hospital Outpatient Quality Reporting and Ambulatory Surgical Center Quality 
Reporting Programs. 
 
• Hospital Outpatient Quality Reporting Program:  

 
In addition to the cross-program proposal to remove the Appropriate Follow-Up Interval for Normal 
Colonoscopy in Average Risk Patients measure, CMS proposes updates and refinements to validation 
and validation reconsideration procedures, including policies applicable to electronic clinical quality 
measures (eCQMs).  
 
• Rural Emergency Hospital Quality Reporting Program:  

 
CMS is not proposing any updates to the Rural Emergency Hospital Quality Reporting Program 
 
• Expansion of Category for Hospital Outpatient Department Prior Authorization Process:  
 
CMS is adding Botulinum Toxin Injection codes to the existing category of services subject to the 
Hospital Outpatient Department prior authorization process for dates of service on or after July 1, 2027. 
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• Partial Hospitalization and Intensive Outpatient Programs:  
 
CMS proposes to update the Partial Hospitalization Program (PHP) and Intensive Outpatient Program 
(IOP) payment rates for CY 2027 using the methodology it finalized in CY 2026. 
 
• Payment Adjustment for 340B-Acquired Drugs Based on Results of the Medicare OPPS Drug 

Acquisition Cost Survey:  
 
Section 1833(t)(14)(D)(ii) of the Act requires the Secretary to periodically conduct surveys of hospital 
acquisition costs for each specified covered outpatient drug for use in setting the payment rates for such 
drugs. Accordingly, from January 1, 2026 through April 7, 2026, CMS conducted a survey of the 
acquisition costs for each separately payable drug acquired by all hospitals paid under the 
OPPS.  
 
Taking the survey results into account, CMS proposes to pay ASP minus 33.4 percent for 340B acquired 
drugs. The statute requires that this policy be implemented in a budget neutral manner, so this proposal 
would increase OPPS payments for non-drug services by an equivalent amount, which is estimated to be 
an 8.44 percent increase to non-drug service payments. 
 
• 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.  

 
The Remedy for the 340B-Acquired Drug Payment Policy for Calendar Years 2018-2022 codified an 
annual 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, until the agency estimated that the 
reduction had fully offset the additional $7.8 billion in non-drug services payments made as part of the 
prior 340B drug payment policy.  
 
This reduction was effective January 1, 2026. For CY 2027, CMS proposes to increase the annual 
percent reduction to the OPPS conversion factor used to determine the payment amounts for non-drug 
items and services for hospitals for whom this adjustment applies from 0.5 percent to 3.0 percent. 
 
• Method to Control Unnecessary Increases in the Volume of Outpatient Services Furnished in 

Excepted Off-Campus Provider-Based Departments (PBDs):  
 
CMS proposes to use its authority under section 1833(t)(2)(F) of the Act to apply the Physician Fee 
Schedule equivalent rate for any Healthcare Common Procedure Coding System (HCPCS) codes assigned 
to the imaging without contrast APCs when provided at an off-campus PBD excepted from section 
1833(t)(21) of the Act. CMS proposes to exempt rural Sole Community Hospitals from this method to 
control the unnecessary volume of imaging without contrast services. 
 
Comment 
 
As usual, CMS has not provided a table-of-contents. Below, we have constructed a table-of-contents of 
this proposal. Please note that not all items in the proposal are presented below. The table-of-contents 
should help the reader find additional items for its review. 
 
Our analysis, for the most part, follows the rule’s organization. 
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II. Proposed Updates Affecting OPPS Payments 
 
Proposed Conversion Factor Update (Page 73) 
 
All the calculations CMS performed to determine the CY 2027 proposed conversion factor are shown in 
the table below; 

Calculation of CY 2027 Proposed OPPS Conversion Factor 
 
Start: CY 2026 Final OPPS Conversion Factor = $91.415 

 

Step 1a: Adjust the conversion factor to temporarily account for additional drug and device pass-through spending 
and outlier spending in CY 2026. This action causes an increase in the conversion factor. So, the amount of both 
drug and device pass-through spending (0.0030), the percentage of outlier spending (0.01) and the percentage of 
domestic NIOSH/N95 policy (0.0001) 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 + 0.0001) = 0.9869 

Step 1b: Divide $91.415 by 0.9869 

 

 $91.415/0.9869 = $92.628 

 

Step 2: Adjust the conversion factor by the required wage index budget neutrality adjustment of approximately 
1.0098. This adjustment increases the amount of OPPS outpatient hospital spending and is multiplied with 

$92.628. 

 

 $92.628* 1.0098 = $93.536 

 

Step 3: Adjust the conversion factor by the 5 percent annual cap for individual hospital wage index reductions 
adjustment of approximately 0.9951. This adjustment reduces the amount of OPPS outpatient hospital spending 
and is multiplied with $93.536. 

 

 $93.536* 0.9951 = $93.078 

 

Step 4: Adjust the conversion factor by cost-of-living adjustment (COLA) of 0.9993. This adjustment reduces the 
amount of OPPS outpatient hospital spending and is multiplied with $93.078. 

 

 $93.078*0.9993 = $93.013 
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Step 5: Adjust the conversion factor by the cancer hospital payment adjustment of 0.9994. This adjustment 
reduces the amount of OPPS outpatient hospital spending and is multiplied with $93.013. 

 

 $93.013*0.9994 = $92.957 

 

Step 6: Adjust the conversion factor by rural SCH adjustment policy of 1.0000. Since CMS proposes to maintain its 
current policy, there is no impact on the conversion factor by this policy. 

 

 $92.957*1.0000 = $92.957 

 

Step 7: Adjust the conversion factor by the proposed 340B drug payment budget neutrality adjustment policy of 
1.0844. This adjustment increases the amount of OPPS outpatient hospital spending and is multiplied with 
$92.957. 

 

➢ $92.957*1.0844 = $100.802 

 

Step 8a: Adjust the conversion factor by the OPD fee schedule increase factor of 0.024 for CY 2027. The OPD 
fee schedule increase factor increases outpatient hospital spending in CY 2027 over CY 2026 and is added to 
1.0000 which represents total outpatient hospital OPPS spending in CY 2026. 

 

 1.0000+0.024 = 1.0240 

Step 8b: Multiply $100.802 by 1.0240. 

 

 $100.802*1.0240 = $103.222 

 

Step 9a: Adjust the conversion factor to remove additional drug and device pass-through spending and outlier 
spending for CY 2027. This action causes a decrease in the conversion factor. So, the amount of both drug and 
device pass-through spending (0.0018) 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 2027. 

 

 1.0000 – (0.0018+0.01) = 0.9882 
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Step 9b: Multiply $103.222 by 0.9882 to get the CY 2027 proposed OPPS conversion factor. 

 

$103.222*0.9882 = $102.004 

 

Finish: CY 2027 proposed OPPS Conversion Factor = $102.004 

 

* Reduction for Providers Subject to the 340B Remedy Offset 

Step 8: Multiply $102.004 by 0.9707 to get the CY 2027 proposed OPPS conversion factor for the providers 
subject to the 340B remedy offset. 

 

 $101.722*0.9707 = $99.015 

 
 
Recalibration of APC Relative Payment Weights (Page 22) 
 
CMS proposes to recalibrate the APC relative payment weights for services furnished on or after January 
1, 2027, and before January 1, 2028 (CY 2027), using the same basic methodology described in the CY 
2026 OPPS/ASC final rule. 
 
Proposed Calculation and Use of Cost-to-Charge Ratios (CCRs) 
 
CMS proposes to continue to use the hospital-specific overall ancillary and departmental cost-to-charge 
ratios (CCRs) to convert charges to estimated costs through application of a revenue code-to-cost 
center crosswalk. 
 
Blood and Blood Products 
 
CMS refers readers to Addendum B which is available at:  
https://www.cms.gov/medicare/payment/prospective-paymentsystems/hospital-outpatient/regulations-
notices for the proposed CY 2027 payment rates for blood and blood products (which are generally 
identified with status indicator “R”). [Link does not work] 
 
 
Brachytherapy Sources 
 
Except where otherwise indicated, CMS proposes to continue its policy and use the costs derived from 
CY 2025 claims data to set the proposed CY 2027 payment rates for brachytherapy sources. 
 
The exceptions are for brachytherapy sources A9527 (Iodine i-125, sodium iodide solution, therapeutic, 
per millicurie), C2636 (Brachytherapy linear source, non-stranded, palladium-103, per 1 mm), C2645 
(Brachytherapy planar source, palladium-103, per square millimeter. 
 

https://www.cms.gov/medicare/payment/prospective-paymentsystems/hospital-outpatient/regulations-notices
https://www.cms.gov/medicare/payment/prospective-paymentsystems/hospital-outpatient/regulations-notices
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The proposed CY 2027 payment rates for brachytherapy sources are included in Addendum B at: 
www.cms.gov/medicare/payment/prospective-payment-systems/hospitaloutpatient/regulations-notices   
and identified with status indicator “U (Brachytherapy Sources, Paid under OPPS; separate APC 
payment).” [Link does not work] 
 
Comprehensive APCs (C-APCs) for CY 2027 
 
CMS is not proposing to convert any standard APCs to C-APCs in CY 2027; thus, the number of C-APCs 
for CY 2027 would be the same as the number for CY 2026, which is 74 C-APCs. Refer to the rule’s table 
2 for a list of the C-APCs (Page 48) 
 
Exclusion of Procedures Assigned to New Technology APCs from the C-APC Policy 
 
Services that are assigned to New Technology APCs are typically new procedures that do not have 
sufficient claims history to establish an accurate payment for them. 
 
Multiple Imaging Composite APCs (APCs 8004, 8005, 8006, 8007, and 8008) 
 
CMS proposes to continue to pay for all multiple imaging procedures within an imaging family performed 
on the same date of service using the multiple imaging composite APC payment methodology. Refer 
table 3, page 55 for a list of the procedures. 
 
Proposed Payment for Diagnostic Radiopharmaceuticals 
 
In the CY 2025 OPPS/ASC final rule CMS finalized a policy to pay separately for any diagnostic 
radiopharmaceutical with a per day cost greater than $630. 
 
For CY 2027, CMS proposes to update the CY 2025 $630 threshold amount by the four-quarter moving 
average PPI levels for Pharmaceuticals for Human Use, Prescription. CMS has trended the $630 
threshold forward and rounded the resulting dollar amount ($667.44) to the nearest $5 increment, 
which yields a proposed figure of $665 per day. 
 
The rule’s table 4 (Page 69) lists the Proposed Qualifying Diagnostic Radiopharmaceuticals With Per Day 
Costs Exceeding $665. 
 
Proposed Wage Index Changes (Page 79) 
 
CMS proposes to use the FY 2027 IPPS post-reclassified wage index for urban and rural areas as the 
wage index for the OPPS to determine the wage adjustments for both the OPPS payment rate and the 
copayment rate for CY 2027. 
 
In the FY 2027 IPPS/LTCH proposed rule CMS proposed, using its authority under section 
1886(d)(5)(I)(i) of the Act, to continue to apply the narrow transitional payment exception to the 
calculation of FY 2027 IPPS payments for low wage index hospitals significantly impacted by the 
discontinuation of the low wage index hospital policy that was adopted in CY 2026. 
 
For CY 2027, CMS proposes to continue its current policy of a 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, items paid at charges reduced to costs, and 
devices paid under the pass-through payment policy, applied in a budget neutral manner. 
 

http://www.cms.gov/medicare/payment/prospective-payment-systems/hospitaloutpatient/regulations-notices
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Payment Adjustment for Certain Cancer Hospitals for CY 2027 
 
CMS is proposing to provide additional payments to the 11 specified cancer hospitals so that each 
cancer hospital’s proposed payment-to-cost ratio (PCR) is equal to the weighted average PCR (or “target 
PCR”) for the other OPPS hospitals, generally using the most recent submitted or settled cost report 
data that are available, reduced by 1.0 percentage point, to comply with section 16002(b) of the 21st 
Century Cures Act. 
 
The rule’s table 7 (Page 95) identifies the 11 hospitals and their percentage increase.  
 
Proposed Hospital Outpatient Outlier Payments 
 
For CY 2027, CMS proposes to continue its policy of estimating outlier payments to be 1.0 percent of the 
estimated aggregate total payments under the OPPS.  
 
CMS’ estimate of total outlier payments as a percent of total CY 2025 OPPS payments, using CY 2025 
claims available for this proposed rule, is approximately 0.93 percent. Therefore, for CY 2025, CMS did 
not meet the outlier target by 0.07 percent of total aggregated OPPS payments. 
 
For the CY 2027 OPPS/ASC proposed rule, using CY 2025 claims data and CY 2026 payment rates, CMS 
estimates that the aggregate outlier payments for CY 2026 would be approximately 1.19 percent of the 
total CY 2026 OPPS payments. 
 
CMS estimates that a proposed fixed dollar-threshold of $7,100 combined with the proposed multiplier 
threshold of 1.75 times the APC payment rate, would allocate 1.0 percent of aggregated total OPPS 
payments to outlier payments for CY 2027. 
 
Finally, CMS proposes 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 proposes to continue its outlier policy that if a CMHC’s cost for PHP and IOP services exceeds 3.40 
times the APC payment rate, the outlier payment would be calculated as 50 percent of the amount by 
which the cost exceeds 3.40 times the proposed APC payment rate. 
 
Comment 
 
CMS does not fully explain its outlier settings for CY 2027 since it did not achieve its payment estimate 
for CY 2026. 
 
Another year and no change in CMS’ attitude toward making prospective adjustments to account for 
prior errors in their estimations of payments and costs. 
 
 
 
III. Proposed OPPS Ambulatory Payment Classification (APC) Group Policies (Page 114) 
 
Proposed OPPS Treatment of New and Revised HCPCS Codes 
 
For the April 2026 new code update, 61 new HCPCS codes were established and made effective on April 
1, 2026. CMS recognized several new HCPCS codes for payment and assigned them to appropriate 
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interim OPPS status indicators and APCs. CMS solicits public comments on the proposed APC and status 
indicator assignments for the codes listed in Table 9 (Page 117) (New HCPCS Codes Effective April 1, 
2026). 
 
For the July 2026 update, 98 new codes were established and made effective July 1, 2026. CMS solicits 
public comments on the proposed APC and status indicator assignments for the codes listed in Table 10 
(Page 120) (New HCPCS Codes Effective July 1, 2026).  
 
CMS will solicit comments on the new CPT and Level II HCPCS codes that will be effective October 1, 
2026, in the CY 2027 OPPS/ASC final rule, thereby allowing the agency to finalize the status indicators 
and APC assignments for the codes in the CY 2027 OPPS/ASC final rule 
 
CMS will solicit comments on the new Level II HCPCS codes that will become effective January 1, 2027, 
in the CY 2027 OPPS/ASC final rule. 
 
Proposed OPPS Changes—Variations Within APCs 
 
CMS has identified the APCs with violations of the 2 times rule, and propose changes to the procedure 
codes assigned to these APCs (with the exception of those APCs for which CMS has proposed a 2 times 
rule exception) in Addendum B. at: 
www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-
notices.  

 
Proposed APC Exceptions to the 2 Times Rule 
 
CMS has found that 27 APCs have been identified to meet the criteria for an exception to the 2 times 
rule based on the CY 2025 claims data available for this proposed rule. 
 
Table 12 (Page 133) lists the 27 APCs for which CMS proposes to make an exception under the 2 times 
rule for CY 2027 
 
Proposed New Technology APCs 
 
For CY 2027, CMS proposes to maintain the New Technology APC assignments for services listed in the 
rule’s Table 13. (Page 139) 
 
Procedures Assigned to New Technology APC Groups for CY 2027 
 
CMS is making the following changes to New Technology APC Groups for CY 2027. Note; the Table head 
below is applicable to items a-d. 
 
 
 
 
 
 
 

http://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-notices
http://www.cms.gov/medicare/payment/prospective-payment-systems/hospital-outpatient/regulations-notices
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CPT Code 

 

Long Descriptor 

Final 
CY 2026 

OPPS 

APC, SI 

 

Proposed CY 2027 

APC 

 
a. Administration of Subretinal Therapies Requiring Vitrectomy (APC 1564) 
 
CMS proposes to reassign CPT code 0810T to APC 1564 for CY 2027. 
 
b. BgRT (APC 1518 and 1523) 
 
CMS proposes to assign HCPCS code G0563 to APC 1523 (New Technology—Level 23 ($2,501-$3,000) 
with a payment rate of $2,750.50 for CY 2027. 

 
c. Cardiac Positron Emission Tomography (PET)/Computed Tomography (CT) Studies (APC 5594) 

 
CPT Code Long Descriptor Final CY 2026 

OPPS 

APC, SI 

Proposed CY 

2027 OPPS APC, 

SI 

 

78431 

Myocardial imaging, positron emission tomography (PET), 
perfusion study (including ventricular wall motion[s] and/or 
ejection fraction[s], when performed); multiple studies at 
rest and stress (exercise or pharmacologic), with 
concurrently acquired computed 

tomography transmission scan 

 

1522, S 

 

5594, S 

 

78432 

Myocardial imaging, positron emission tomography (PET), 
combined perfusion with metabolic evaluation study 
(including ventricular wall motion[s] and/or ejection 
fraction[s], when performed), dual radiotracer 

(e.g., myocardial viability); 

 

1517, S 

 

5594, S 

 

78433 

Myocardial imaging, positron emission tomography (PET), 
combined perfusion with metabolic evaluation study 
(including ventricular wall motion[s] and/or ejection 
fraction[s], when performed), dual radiotracer (e.g., 
myocardial viability); with concurrently acquired 

computed tomography transmission scan 

 

1522, S 

 

5594, S 

 
d. Instillation of Anti-Neoplastic Pharmacologic/Biologic Agent into Renal Pelvis (APC 1550) 
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C9789 

Instillation of anti-neoplastic pharmacologic/biologic agent 
into renal pelvis, any method, including all imaging 
guidance, including 

volumetric measurement if performed 

 

 

1551, T 

 

 

1550, T 

 
e. LimFlow TADV procedure, CPT Code 0620T (APC 1581) 
 
CMS proposes to designate this service as a low volume service under CMS’ universal low volume APC 
policy and to assign HCPCS code 0620T to APC 1581 (New Technology—Level 44 ($50,001-$60,000)) 
with a payment rate of $55,000.50. 
 
 
 
 
f. Liver Histotripsy Service (APC 1575) 
 
For CY 2027, CMS proposes to assign CPT code 0686T to APC 1575 (New Technology- Level 38 
($10,001-$15,000)) with a payment rate of $12,500.50. 
  

g. Supervised Visits for Esketamine Self-Administration (APCs 1513 and 1518) 

 

CMS proposes to assign HCPCS codes G2082 and G2083 to New Technology APCs based on each of the 
codes’ geometric mean costs. 

 

Specifically, CMS proposes to assign HCPCS code G2082 to APC 1513 (New Technology—Level 

13 ($1101–$1200)) with a payment rate of $1,150.50. 

 

CMS also proposes to maintain the APC assignment for HCPCS code G2083 (APC 1518 (New 
Technology—Level 18 ($1601–$1700)) with a payment rate of $1,650.50. 

 

h. SAINT Neuromodulation System (APCs 1511, 1520, 1521 and 1523) 

 

CMS proposes to assign CPT code 0889T to APC 1511 (New Technology - Level 11 ($901 - $1000)) with 
a payment rate of $950.50. 

 

For CY 2027, CMS proposes to assign CPT code 0890T to APC 1521 (New Technology - Level 21 
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($1901-$2000)) with a payment rate of $1950.50. 

 

CMS proposes to assign CPT code 0892T to APC 1523 (New Technology - Level 23 ($2501-$3000)) with 
a payment rate of $2,750.50. 

 

CMS proposes to assign CPT code 0891T to APC 1520 (New Technology - Level 20 ($1801–$1900)) with 
a payment rate of $1,850.50 

 

i. Skin Cell Suspension Autograft (SCSA) Procedures (CPT Codes 15X19 through 15X22) (APC 1575) 

 

Effective January 1, 2027, CPT codes 15011 through 15018 will be deleted and replaced 

with a bundled four code structure: CPT code 15X19 through 15X22: 

 

• CPT 15X19: Skin cell suspension autograft (SCSA), trunk, arms, and/or legs; first 100 

sq cm or less, or 1 percent of body area of infants and children 

• CPT 15X20: each additional 100 sq cm, or each additional 1 percent of body area of 

infants and children, or part thereof (List separately in addition to code for primary procedure) 

• CPT 15X21: Skin cell suspension autograft (SCSA), face, scalp, eyelids, mouth, neck, 

ears, orbits, genitalia, hands, feet, and/or multiple digits; first 100 sq cm or less, or 1 percent of 

body area of infants and children 

• CPT 15X22: Skin cell suspension autograft (SCSA), face, scalp, eyelids, mouth, neck, 

ears, orbits, genitalia, hands, feet, and/or multiple digits; each additional 100 sq cm, or each 

additional 1 percent of body area of infants and children, or part thereof (List separately in 

addition to code for primary procedure) 

 

j. Renal Histotripsy Service (APC 1534) 
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CMS proposes to assign CPT code 0888T to APC 1534 (New Technology—Level 34 ($8001-$8500)) with 
a payment rate of $8,250.50. 

 

 

Proposed Universal Low Volume APC Policy for Clinical and Brachytherapy APCs 

 

Based on claims data available for the CY 2027 OPPS/ASC proposed rule, CMS proposes to designate 
five brachytherapy APCs and four clinical APCs as low volume APCs under the OPPS. (Refer Page 179) 

 

Proposed APC-Specific Policies 

 

• Nuclear Medicine and Related Services APC Series (APC 5591 through 5594) 

 

CMS proposes to reassign a number of services to revised levels in the Nuclear Medicine and Related 
Services APC series for CY 2027 and to assign CPT codes 78431, 78432, and 78433 to APC 5594 (Level 
4 Nuclear Medicine and Related Services). 

 

• Breast/Lymphatic Surgery and Related Procedures APC series (APC 5091 through 5093) 

 

CMS proposes to establish a 3 level Breast/Lymphatic Surgery and Related Procedures APC series by 
consolidating the current Level 2 and 3 APCs into a single Level 2 APC, and remapping the current Level 
4 APC as the level 3 APC. 

 

• Hypoglossal Nerve Neurostimulator (HGNS) Procedures (APCs 5465, 5463, and 5432) 

 

To address questions and concerns regarding coding and billing for the implantation, revision or 
replacement, or removal of hypoglossal nerve neurostimulators that are not described by existing 
coding, CMS has created six new C-codes. The proposed APC and status indicator assignments for 
HCPCS codes C8007 – C8009 and C8011 – C8013, along with their long descriptors are shown in Table 
24. (Page 185) 
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• Permanent Prostatic Urethral Stent, CPT Code 52282 (APC 5375) 

 

CMS proposes to reassign CPT code 52282 from APC 5374 (Level 4 Urology and Related Services) to 
APC 5375 (Level 5 Urology and Related Services). 

 

• Integrated Sacral Neurostimulator, CPT Code 0786T (APC 5464) 

 

CMS proposes to reassign CPT code 0786T from APC 5463 (Level 3 Neurostimulator and Related 
Procedures) to APC 5464 (Level 4 Neurostimulator and Related Procedures).  

 

• C-Codes Describing Percutaneous Coronary Intervention (PCI) With Drug-Eluting Stents, 
C-Codes C9601, C9603, C9605, and C9608 

 

CMS propose to delete the C-codes that mirrored the deleted CPT codes, specifically revising the status 
indicators for C9601, C9603, C9605, and C9608 to “D” (Discontinued Codes) indicating that they are no 
longer active codes. 

 

• Electrophysiologic Evaluation of Cardiac Contractility Modulation Systems, CPT Code 
0930T 

 

CMS proposes to revise the status indicator for CPT 0930T to “N”. The proposed status indicator 
assignment for CPT code 0930T is shown in Table 27. (Page 191) 
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IV. OPPS Payment for Devices (Page 193) 

 

Pass-Through Payment for Devices 

 

Currently, 21 device categories are eligible for pass-through payment. These devices are listed in the 
Table 29 below; 

 

Devices with Pass-Through Status Expiring in 2026, in 2027, in 2028, or in 2029 

 

HCPCS Code Long Descriptor Effective 
Date 

Pass-
Through 
Expiration 
Date 

C1600 Catheter, transluminal intravascular lesion preparation device, 
bladed, sheathed (insertable) 

01/01/2024 12/31/2026 

C1601 Endoscope, single-use (i.e. disposable), pulmonary, 
imaging/illumination device (insertable) 

01/01/2024 12/31/2026 

C1602 Orthopedic/device/drug matrix/absorbable bone void filler, 
antimicrobial-eluting (implantable) 

01/01/2024 12/31/2026 

C1603 Retrieval device, insertable, laser (used to retrieve intravascular 
inferior vena cava filter) 

01/01/2024 12/31/2026 

C1604 Graft, transmural transvenous arterial bypass (implantable), with all 
delivery system components 

01/01/2024 12/31/2026 

C1605 Pacemaker, leadless, dual chamber (right atrial and right ventricular 
implantable components), rate-responsive, including all necessary 
components for implantation 

07/01/2024 06/30/2027 

C1606 Adapter, single-use (i.e. disposable), for attaching ultrasound 
system to upper gastrointestinal endoscope 

07/01/2024 06/30/2027 

C8000 Support device, extravascular, for arteriovenous fistula 
(implantable) 

10/01/2024 09/30/2027 

C1735 Catheter(s), intravascular for renal denervation, radiofrequency, 
including all single use system components 

01/01/2025 12/31/2027 

C1736 Catheter(s), intravascular for renal denervation, ultrasound, 
including all single use system components 

01/01/2025 12/31/2027 
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HCPCS Code Long Descriptor Effective 
Date 

Pass-
Through 
Expiration 
Date 

C1737 Joint fusion and fixation device(s), sacroiliac and pelvis, including all 
system components (implantable) 

01/01/2025 12/31/2027 

C1738 Powered, single-use (i.e. disposable) endoscopic ultrasound-guided 
biopsy device 

01/01/2025 12/31/2027 

C1739 Tissue marker, uniquely detectable and identifiable with 
probe/sensor, any method (implantable), with delivery system 

01/01/2025 12/31/2027 

C9610 Catheter, transluminal drug delivery with or without angioplasty, 
coronary, non-laser (insertable) 

01/01/2025 12/31/2027 

C1740 Leadless electrode, transmitter, battery (all implantable), for 
sequential left ventricular pacing 

10/01/2025 09/30/2028 

C1741 Anchor/screw for bone fixation, absorbable (implantable) 10/01/2025 09/30/2028 

C1742 Pressure monitoring system, compartmental intramuscular 
(implantable), continuous, including all components (e.g., 
introducer, sensor), excludes mobile (wireless) software application 

10/01/2025 09/30/2028 

C1607 Neurostimulator, integrated (implantable), rechargeable with all 
implantable and external components including charging system 

01/01/2026 12/31/2028 

C1608 Prosthesis, total, dual mobility, first carpometacarpal joint 
(implantable) 

01/01/2026 12/31/2028 

C1743 Scaffold, endovascular non-coronary, resorbable drug eluting, with 
delivery system (implantable) 

04/01/2026 03/31/2029 

C1609 Vertebral device, motion-preserving, with screw fixation 07/01/2026 06/30/2029 

 

New Device Pass-Through Applications for CY 2027 

 

CMS received 19 applications by the March 2, 2026, quarterly deadline, which was the last quarterly 
deadline for applications to be received in time to be included in the CY 2027 OPPS/ASC proposed rule. 
Six applications subsequently withdrew. Of the 13 complete applications, 10 are under the alternative 
pathway and 3 are under the traditional pathway. 

 

(1) Alternative Pathway Device Pass-Through Applications 
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(a) Altius® Direct Electrical Nerve Stimulation System 

(b) Esprit™ BTK Everolimus Eluting Resorbable Scaffold System 

(c) MY01 Continuous Compartmental Pressure Monitor 

(d) ProSense® Cryoablation System 

(e) RemeOs™ Screw LAG Solid 

(f) SetPoint System 

(g) TIDAL™ Fusion Cage System (Ossera™ AFX) 

(h) TOPS™ System 

(i) TOUCH® CMC 1 Prosthesis 

(j) WiSE® (Wireless Stimulation of the Endocardium Technology) CRT System 

 

(2) Traditional Device Pass-Through Applications 

 

(a) EndoForce™ Connector for Endovascular Venous Anastomosis 

(b) LINK™ External Fixator 

(c) Santreva™-ATK Endovascular Revascularization Catheter 

 

Device-Intensive Procedures 

 

The full listing of the proposed CY 2027 device-intensive procedures can be found in Addendum P. 

 

V. Proposed OPPS Payment for Drugs, Biologicals, and Radiopharmaceuticals (Page 269) 

 

Drugs and Biologicals with Expiring Pass-Through Payment Status in CY 2026 

 

There are 49 drugs and biologicals for which pass-through payment status expires by December 31, 
2026, as listed in the rule’s Table 43. (Page 272) 
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Drugs, Biologicals, and Radiopharmaceuticals with Pass-Through Payment Status Expiring in 
or Continuing Through CY 2027 

 

CMS proposes to end pass-through payment status in CY 2027 for 28 drugs and biologicals. These items 
are listed in Table 44. (Page 278) 

 

Table 45 contains the list of drugs and biologicals with pass-through payment status continuing through 
CY 2027. (Page 280) 

 

OPPS Payment for Drugs, Biologicals, and Radiopharmaceuticals Without Pass-Through 
Payment Status 

 

Proposed Packaging Threshold 

 

CMS proposes to package drugs, biologicals, and therapeutic radiopharmaceuticals with a per day cost 
less than or equal to $140 and identify items with a per day cost greater than $140 as separately 
payable unless they are policy packaged. 

 

For diagnostic radiopharmaceuticals, CMS proposes to package those items with a per day cost less than 
or equal to $665 and identify items with a per day cost greater than $665 as separately payable. 

 

Proposed Payment for Specified Covered Outpatient Drugs (SCODs) and Other Separately 

Payable Drugs and Biologicals 

 

CMS is not proposing any additional changes to its policies for payment for separately payable drugs, 
biologicals, and radiopharmaceuticals. 

 

The CY 2027 payment rates for separately payable nonpass-through therapeutic radiopharmaceuticals 
are included in Addenda A and B. 
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CY 2027 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 305) 

 

In 2018, CMS notes that hospitals were acquiring drugs at a significant discount under the 340B 
Program, CMS adopted a policy beginning in 2018 generally to pay an adjusted amount of ASP minus 
22.5 percent for certain separately payable drugs or biologicals acquired through the 340B Program. 

 

To effectuate the budget neutrality provisions of the OPPS for CY 2018, CMS redistributed an estimated 
$1.6 billion in reduced drug payments from adoption of the final 340B payment methodology to all 
hospitals paid under the OPPS by increasing the payment rates by 3.19 percent for nondrug items and 
services furnished by all hospitals paid. CMS carried through this conversion factor adjustment from CYs 
2019 through 2022, increasing payments for non-drug items and services in these CYs. This resulted in 
approximately $7.769 billion, which for ease of reference in this proposed rule CMS hereafter refers to 
as $7.8 billion, in additional spending on non-drug items and services from CYs 2018 through 2022. 
(Page 309) 

 

Litigation History of the 340B Payment Policy (Page 310) 

 

On June 15, 2022, the Supreme Court held that because HHS had not previously conducted a survey of 
hospitals’ acquisition costs, CMS could not vary the payment rates for outpatient prescription drugs by 
hospital group. 

 

In the CY 2023 OPPS/ASC final rule, CMS finalized a policy reversing the 340B Payment Policy so that 
going forward it would pay for 340B-acquired drugs no differently than it pays for drugs that are not 
acquired through the 340B Program. 

 

To ensure budget neutrality for CY 2023 OPPS payment rates as required by statute, CMS finalized a 

reduction of 3.09 percent to the 2023 OPPS conversion factor.(Page 311) 

 

CMS finalized in the Final Remedy rule that, beginning in CY 2026, it would reduce the conversion factor 
for non-drug items and services to all OPPS providers—except any hospital that enrolled in Medicare 
after January 1, 2018 by 0.5 percent each year until the total offset was reached (which CMS estimated 
would take approximately 16 years). 
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In the CY 2026 OPPS/ASC proposed rule, CMS proposed to revise the annual 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 from 0.5 to 2.0 percent effective January 1, 2026. Under this revised rate, CMS 
expects it would take approximately 6 years to reach the total offset of $7.8 billion. (Page 314) 

 

Summary (Page 377) 

 

“In summary, using the authority under section 1833(t)(14)(A)(iii)(I) of the Act, we propose for CY 
2027 and subsequent years to pay for drugs acquired under the 340B Program at ASP minus 33.4 
percent and for drugs acquired outside of the 340B Program at ASP plus 6 percent. This proposal 
includes our previously discussed methodology used to arrive at the proposed payment rate of ASP 
minus 33.4 percent that we propose to apply to all drugs acquired under the 340B Program. This 
methodology includes using the survey volume-weighted estimate of the margin between total 
acquisition costs and ASP-based payments, the longstanding OPPS geometric mean trimming 
methodology to identify and exclude outliers and the five data refinement exclusions to remove 
anomalous data. Our intent is that, if finalized, this payment methodology would apply beginning 
January 1, 2027.” 

 

“We also propose that rural SCHs, PPS exempt cancer hospitals and children's hospitals would be 
exempted from the 340B Payment Policy for CY 2027 and subsequent years.”  

 

“To effectuate the payment adjustment for 340B acquired drugs, we propose that, effective January 1, 
2027, hospitals paid under the OPPS, other than a type of hospital excluded from the OPPS (such as 
CAHs or REHs) or exempted from the 340B drug payment policy for CY 2027, would be required to 
report modifier “JG” on the same claim line as the drug HCPCS code to identify a 340B-acquired drug; 
the modifier “TB” for all pass-through drugs, non-opioid treatment for pain relief drugs, and 340B-
acquired drugs reported by rural SCHs, children's hospitals and PPS-exempt cancer hospitals for 
informational purpose; and the modifier “XX” for all drugs that were not acquired through the 340B 
Program. We note these payment proposals apply to both excepted and non-excepted provider-based 
departments of a hospital. Finally, we propose a conforming change to § 427.303(b)(1)(iv) to ensure 
our process to identify 340B units for purposes of Part B inflation rebate calculations aligns with our 
proposed 340B modifier billing requirements.” 

 

VI. Proposed Estimate of OPPS Transitional Pass-Through Spending for Drugs, Biologicals, 
Radiopharmaceuticals, and Devices (Page 380) 
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CMS 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 2027 and the amount of pass-
through spending for those device categories, drugs, and biologicals that first become eligible for pass-
through payment during CY 2027 would be approximately $195.3 million (approximately $183.1 million 
for device categories and approximately $12.2 million for drugs and biologicals), which represents only 
0.18 percent of total projected OPPS payments for CY 2027 (approximately $111 billion).  

 

Therefore, CMS estimates that pass-through spending in CY 2027 will not exceed the 2.0 percent of 
total projected OPPS CY 2027 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 388) 

 

CMS proposes to continue its current clinic and emergency department (ED) hospital outpatient visit 
payment policies. 

 

VIII. Payment for Partial Hospitalization and Intensive Outpatient Services (Page 389) 

 

A partial hospitalization program (PHP) is an intensive outpatient program intensive outpatient program 
(IOP) 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 (SUD). 

 

For the four CMHC PHP and IOP APCs (that is, APCs 5851, 5852, 5853, and 5854), CMS proposes to 
calculate the CY 2027 geometric mean per diem costs based on 40 percent of the corresponding 
hospital-based PHP and IOP APCs (APCs 5861, 5862, 5863, and 5864, respectively), 

 

Table 57 (Page 405) shows the proposed calculated geometric mean per diem costs for hospital-based 
PHP and IOP APCs, and the proposed geometric mean per diem costs for CMHC PHP and IOP APCs with 
application of the 40 percent MPFS Relativity Adjuster for CY 2027. 
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Proposed CY 2027 PHP and IOP APC Geometric Mean Per Diem Costs 

 

CY 
2027 
APC 

 

Group Title 

Proposed PHP and 
IOP APC 

Geometric Mean 
Per Diem Costs 

5851 Intensive Outpatient (3 services per day) for CMHCs $130.63 

5852 Intensive Outpatient (4 or more services per day) for CMHCs $173.78 

5853 Partial Hospitalization (3 services per day) for CMHCs $130.63 

5854 Partial Hospitalization (4 or more services per day) for CMHCs $173.78 

5861 Intensive Outpatient (3 services per day) for hospital-based IOPs $326.57 

5862 Intensive Outpatient (4 or more services per day) for hospital-based IOPs $434.46 

5863 Partial Hospitalization (3 services per day) for hospital-based PHPs $326.57 

5864 Partial Hospitalization (4 or more services per day) for hospital-based PHPs $434.46 

 

Proposed Outlier Policy for CMHCs 

 

For CY 2027, CMS proposes to maintain the calculations of the CMHC outlier percentage, cutoff point 
and percentage payment amount, outlier reconciliation, outlier payment cap, and fixed dollar threshold 
according to previously established policies to include PHP and IOP services. 

 

IX. Services That Will Be Paid Only as Inpatient Services (Page 409) 

 

Currently, there are 1,438 services remaining on the IPO list. For CY 2027, CMS proposes to remove 
approximately half of the remaining IPO services as the second phase of the elimination of the IPO list.  

 

Therefore, CMS proposes to remove 637 services from the following clinical families: auditory, digestive, 
endocrine, female genital, hemic and lymphatic systems, integumentary, male genital, maternity care 
and delivery, mediastinum and diaphragm, respiratory, and urinary. 
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These services and their proposed status indicators and APC assignments (if applicable) are listed in the 
public use file titled “Proposed Procedures for Removal from the IPO List for CY 2027”, which is available 
on the CMS website.  

 

X. Nonrecurring Policy Changes (Page 415) 

 

Method to Control Unnecessary Increases in the Volume of Outpatient Services Furnished in 

Excepted Off-Campus Provider-Based Departments (PBDs) 

 

CMS says it considers the shift of services from the physician office to the hospital OPD unnecessary if 
the beneficiary can safely receive the same services in a lower cost setting but is instead receiving 
services in the higher paid setting due to payment incentives. 

 

For CY 2027, CMS proposes to continue to pay for all multiple imaging procedures within an imaging 
family performed on the same date of service using the multiple imaging composite APC payment 
methodology. The five multiple imaging composite APCs established in CY 2009 are: 

 

• APC 8004 (Ultrasound Composite); 
• APC 8005 (CT and CTA without Contrast Composite); 
• APC 8006 (CT and CTA with Contrast Composite); 
• APC 8007 (MRI and MRA without Contrast Composite); and 
• APC 8008 (MRI and MRA with Contrast Composite). 

 

CMS proposes to apply the PFS-equivalent payment rate to HCPCS codes assigned to the imaging 
without contrast APCs and to services paid through APCs 8004 (Ultrasound Composite), 8005 (CT and 
CTA without Contrast Composite), and 8007 (MRI and MRA without Contrast Composite) when furnished 
at an off-campus PBD excepted from section 1833(t)(21) of the Act (departments that bill modifier “PO” 
on claim lines). 

 

CMS proposes to exempt rural SCHs from payment of the site-specific PFS-equivalent payment for 
imaging without contrast services, as described by APCs 5521 through 5524, 8004, 8005, and 8007, 
when furnished at an off-campus PBD exempted from section 1833(t)(21) of the Act. 
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XI. Proposed CY 2027 OPPS Payment Status and Comment Indicators (Page 467) 

 

For CY 2027 and subsequent years, CMS proposes to create a new status indicator for software as a 
medical service that is paid separately under the OPPS. 

 

The complete list of proposed CY 2027 payment status indicators and their definitions is displayed in 
Addendum D1. 

 

CMS proposes to use four comment indicators for the CY 2027 OPPS. These comment indicators, “CH”, 
“NC”, “NI”, and “NP”, are in effect for CY 2026; and CMS proposes to continue their use in CY 2027. 

 

XII. MedPAC Recommendations (Page 469) 

 

No comments 

 

XIII. Proposed Updates to the Ambulatory Surgical Center (ASC) Payment System  

(Page 470) 

 

Update to ASC Covered Surgical Procedure Payment Rates for CY 2027 

 

CMS proposes to update ASC payment rates for CY 2027 and subsequent years using the established 
rate calculation methodologies under § 416.171 and using its definition of device intensive. 

 

CY 2027 ASC Special Payment Policy Proposal for OPPS Complexity-Adjusted C-APCs 

 

Under the OPPS, complexity adjustments are utilized to provide increased payment for certain 
comprehensive services. 
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CMS lists the proposed complexity adjustments for “J1” and add-on code combinations for CY 2027, 
along with all of the other proposed complexity adjustments in Addendum J. 

 

Proposed Payment for Covered Ancillary Items and Services for CY 2027 

 

Covered ancillary services and their proposed payment indicators for CY 2027 are listed in Addendum BB 

 

Covered Surgical Procedures Designated as Office-Based Procedures 

 

CMS proposes to designate CPT codes 0102T and 60660 in its list of surgical procedures as permanently 
office-based. 

 

Proposed Device-Intensive ASC Covered Surgical Procedures 

 

CMS is not proposing any changes to its device-intensive procedure policies under the ASC payment 
system, but CMS is soliciting comment on whether its device intensive calculation methodology should 
continue to exclude device portions from the ASC weight scaler or whether device portions should 
represent scalable prospective expenditures.  

 

The proposed CY 2027 device offset percentages, which include device offset percentages based on CY 
2025 claims processed through March 31, 2026, are in Addendum FF. 

 

Adjustment to ASC Payments for No Cost/Full Credit and Partial Credit Devices 

 

ASC payment is reduced by 100 percent of the device offset amount when a hospital furnishes a 
specified device without cost or with a full credit and by 50 percent of the device offset amount when 
the hospital receives partial credit in the amount of 50 percent or more of the cost for the specified 
device. 

 

 

 



 

 

    Page 32 

Proposed Additions to ASC Covered Surgical Procedures and Covered Ancillary Services Lists 

 

CMS, as previously stated, proposes to update the ASC CPL by adding 618 procedures that it proposes 
to remove from the IPO list for CY 2027. This includes four procedures that were recommended by 
interested parties for addition to the ASC CPL: CPT code 49596 (Repair of anterior abdominal hernia(s) 
(i.e., epigastric, incisional, ventral, umbilical, spigelian), any approach (i.e., open, laparoscopic, robotic), 
initial, including implantation of mesh or other prosthesis when performed, total length of defect(s); 
greater than 10 cm, incarcerated or strangulated), 49616 (Repair of anterior abdominal hernia(s) (i.e., 
epigastric, incisional, ventral, umbilical, spigelian), any approach (i.e., open, laparoscopic, robotic), 
recurrent, including implantation of mesh or other prosthesis when performed, total length of defect(s); 
3 cm to 10 cm, incarcerated or strangulated), 40617 (Repair of anterior abdominal hernia(s) (i.e., 
epigastric, incisional, ventral, umbilical, spigelian), any approach (i.e., open, laparoscopic, robotic), 
recurrent, including implantation of mesh or other prosthesis when performed, total length of defect(s); 
greater than 10 cm, reducible), and 40618 (Repair of anterior abdominal hernia(s) (i.e., epigastric, 
incisional, ventral, umbilical, spigelian), any approach (i.e., open, laparoscopic, robotic), recurrent, 
including implantation of mesh or other prosthesis when performed, total length of defect(s); greater 
than 10 cm, incarcerated or strangulated). 

 

Proposed CY 2027 Non-Opioid Policy for Pain Relief Under the OPPS and ASC Payment 

System 

 

The rule’s Table 71 (page 522) includes the drugs and biologicals CMS proposes to have met the 
statutory requirements and qualify for separate payment for this CY 2027 OPPS/ASC proposed rule. 

 

Proposed New Technology Intraocular Lenses (NTIOLs) 

 

The current payment adjustment for a 5-year period from the implementation date of a new NTIOL class 
is $50 per lens. Since implementation of the process for adjustment of payment amounts for NTIOLs in 
1999, CMS has not revised the payment adjustment amount, and it does not propose to revise the 
payment adjustment amount for CY 2027. 

 

Proposed Calculation of the ASC Payment Rates and the ASC Conversion Factor 

 

The ASC weight scaler would decrease from 0.872 in CY 2026 to a proposed 0.809 in CY 2027. 
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For CY 2027, CMS is adjusting the CY 2026 ASC conversion factor ($56.322) by a wage index budget 
neutrality factor of 1.0016 in addition to the productivity-adjusted hospital market basket update of 2.4 
percent which results in a proposed CY 2027 ASC conversion factor of $57.766 for ASCs meeting 
quality reporting requirements. For ASCs not meeting quality reporting requirements, CMS is adjusting 
the CY 2026 ASC conversion factor ($56.322) by the wage index budget neutrality factor of 1.0016 in 
addition to the reduced productivity-adjusted hospital market basket update of 0.4 percent which 

results in a proposed CY 2027 ASC conversion factor of $56.638 for ASCs not meeting the quality 
reporting requirements. (Page 536) 

 

Display of the Proposed CY 2027 ASC Payment Rates and Alternative CY 2027 ASC Payment 
Rates 

 

Addenda AA and BB display the proposed ASC payment rates for CY 2027 for covered surgical 
procedures and covered ancillary services, respectively. 

 

XIV. Proposed Measure Removal for the Hospital Outpatient Quality Reporting and 
Ambulatory Surgical Center Quality Reporting Programs (Page 539) 

 

Proposed Removal of the Appropriate Follow-Up Interval for Normal Colonoscopy in Average Risk 
Patients Measure in the Hospital Outpatient Quality Reporting and the ASC Quality Reporting Programs 

 

XV. Hospital Outpatient Quality Reporting Program (Page 541) 

 

The only change being proposed to the hospital outpatient quality reporting program is the item 
specified in section XIV above. 

 

The rule’s table 72 summarizes the previously finalized Hospital Outpatient Quality Reporting Program 
measure set for the CY 2028 to CY 2032 payment determinations. (Page 542) 

 

CMS is proposing updates to validation and validation appeals procedures to increase data accountability 
for digital quality measures. CMS is also requesting information on potentially including an Advance Care 
Planning measure for the hospital outpatient department setting. 
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Beginning with the validation of CY 2027 data affecting the CY 2030 payment determination, hospitals 
would receive two validation scores: one for chart-abstracted measure data and one for eCQM data. 

 

XVI. Rural Emergency Hospital (REH) Quality Reporting Program (Page 567) 

 

CMS is not proposing any changes to the REH Quality Reporting Program in this proposed rule. 

 

XVII. Ambulatory Surgical Center Quality Reporting Program (Page 567) 

 

The rule’s table 75 summarizes the previously finalized ASC Quality Reporting Program measure 

set for the CY 2028 to CY 2032 payment determinations. 

 

Comment 

 

The hospital outpatient and ASC quality material cited above extends nearly 30 pages. There is much 
history and redundancy in these pages. Nonetheless, it behooves the reader to review all the material to 
insure a total understanding of the items being addressed. 

 

XVIII. Accrediting Organization (AO) Deeming Authority for the Emergency Medical 
Treatment and Labor Act (EMTALA) (Page 575) 

 

Enforcement of EMTALA has historically occurred through complaint investigations conducted by State 
Survey Agencies (SAs) under CMS direction. However, hospitals may also participate in Medicare via 
accreditation from a CMS-approved accrediting organization (AO) under section 1865(a)(1)(A) of the Act 
and implementing regulations at 42 CFR part 488. Pursuant to § 488.6, CMS “deems” a hospital to meet 
Medicare requirements if it is accredited by an AO with a hospital accreditation program approved by 
CMS. 
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XIX. Expansion of Botulinum Toxin Injection Codes for Hospital  Outpatient Department 
(OPD) Prior Authorization Process (Page 582) 

 

CMS proposes that additional Botulinum Toxin Injection codes would require prior authorization 
beginning on July 1, 2027, and are identified by the HCPCS codes in Table 76. (Page 588) 

 

XX. Codification of Section 6225 of the Consolidated Appropriations Act, 2026 for the 

Requirements for Provider-Based Status (§§ 413.65 and 419.23) (Page 591) 

 

Section 6225 of the CAA, 2026 will prohibit Medicare payments under the OPPS beginning January 1, 
2028, unless off-campus outpatient departments of a provider bill using a separate National Provider 
Identifier (NPI) and the main provider has submitted an attestation that the departments meet the 
provisions at § 413.65. 

 

To support meaningful CMS oversight of provider compliance with the provider-based requirements of § 
413.65, and consistent with the mandatory attestation requirement established by section 6225 of the 
CAA 2026, CMS proposes that attestations submitted through the proposed standardized attestation 
process include, or be supported by, documentation sufficient to demonstrate compliance with the 
applicable provisions of § 413.65(d), (e), (g), and (h). (Page 600) 

 

XXI. Payment for Direct and Indirect Graduate Medical Education (GME) Costs -- Notice 

of Closure of Teaching Hospital and Opportunity To Apply for Available Slots (Page 605) 

 

CMS learned of the closure of Louis A. Weiss Memorial Hospital, located in Chicago, Illinois (CCN 
140082). Accordingly, CMS is providing notice of the closure of this teaching hospital and initiating 
another round of the application and selection process to redistribute the closed hospital’s FTE resident 
caps. This round will be the 29th round (“Round 29”) of the application and selection process. Table 78 
contains the identifying information for the closed teaching hospital and its IME and direct GME FTE 
resident caps, which are part of the Round 29 application process under section 5506 of the ACA. 
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XXII. Consideration of Potential Approaches for Separate IPPS Payment for Domestic 
Procurement of Personal Protective Equipment and Essential Medicines (Page 608) 

 

CMS is seeking further public input on this issue after reviewing the comments on the ANPRM. 
Specifically, CMS is soliciting public comment on potential policy approaches for a payment adjustment, 
a methodology to calculate the price differential between domestic and non-domestic PPE and essential 
medicines, information sources of those price differentials, a definition of domestic essential medicine 
and PPE, and a process for verifying that a given essential medicine or PPE is “domestic.” 

 

Final Comments 

 

From our perspective, there are 2 major changes being proposed in the CY 2027 OPPS rule. They are; 
(1) the payment of 340B drugs at ASP minus 33.4 percent, and (2) the “Method to Control Unnecessary 
Increases in the Volume of Outpatient Services Furnished in Excepted Off-Campus Provider-Based 
Departments (PBDs)” 

 

First, the entire concept of budget neutrality involving CMS’ actions pertaining to the 340B Drug 
program, the years of litigation on the subject, and CMS’ latest changes are difficult to 
understand. CMS has not provided a clear track of its actions in this proposal. Providers need to 
carefully determine the latest proposals regarding their overall payment changes. From our 
insights, CMS is trying to simply reduce payments. 

 

Second, CMS use of employing the physician fee schedule for payment for procedures performed 
in hospital off-campus departments and the accompanying reduction in payments is from the 
governments perspective totally logical. In practice, CMS is using resource consumption metrics 
designed to set payments for services within the physician clinic setting as a standard for 
hospital off-campus services. From our perspective, CMS is yet again simply trying to reduce 
payments by ignoring resource consumption differences between the two sites of service. 

 

Once again, this is a proposal that contains too much past and unneeded history. Including such simply 
muddles one’s understanding on the changes being made. There are those that say the redundancy is a 
legal issue that is intended to prevent potential litigation. If so, CMS needs to address this so we 
understand why it continuously happens. 
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One would assume that the calculation of the productivity payment adjustment would be a consistent 
value for all PPS programs on a yearly basis. For this OPPS proposal it is 0.8 percent. Yet, for the home 
health PPS update it is 1.0 percent. Why the difference?  

 

For many years we have been objecting to CMS’ refusals and rationales to make prospective 
adjustments regarding its estimates for future periods and actual valves. CMS appears to have all the 
information to due such, but in our opinion chooses not to. However, in the material budget neutrality 
for the 340B program, CMS is indeed making adjustments for actual versus estimated forecasts. 
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