Re: 	CMS-1832-P: CY 2026 Payment Policies Under the Physician Fee Schedule 

As an independent physician, I appreciate your support of practices like mine and efforts to preserve patient access to high-quality care. I value CMS’s efforts to modernize Medicare, reduce waste, and improve chronic disease management, and appreciate the commitment of HHS Secretary Robert F. Kennedy, Jr. and CMS Administrator Dr. Mehmet Oz. Unfortunately, several provisions in the proposed rule undermine these goals. 

Changes to work RVUs, practice expense allocations, and telehealth disproportionately harm independent physicians, accelerating consolidation, reducing access, and worsening burnout, while practices already face rising costs, inflation-driven wages, declining reimbursement, and regulatory burdens. Since 2001, reimbursement has declined 33% (inflation-adjusted), not including 2% sequestration and potential 4% PAYGO cuts. Ambulatory specialties such as interventional pain, ophthalmology, gastroenterology, and orthopedics are especially burdened. I urge CMS to distinguish independent from hospital-based physicians through a modifier to prevent the 7-10% cuts now applied across all facility-based procedures.

1.	Efficiency Adjustment to Work RVUs
CMS proposes a 2.5% cut for non-time-based services, citing EMR and AI efficiency. In reality, burdens remain high:
•	Complex prior authorizations
•	Constant Medicare coverage changes
•	Audit risk (nearly 30% of interventional pain physicians)
•	Expanding documentation and compliance

Recurring cuts every 3 years are unsustainable. Payments for interventional pain declined 41% (2001–2025), projected at 45% by 2026. While office-based increases reduce losses from 42% to 35%, CMS should rescind this adjustment (Manchikanti L, et al. Physician payment reform in interventional pain management: Balancing cost, quality, access and survival of independent practices. Pain Physician 2025; in press).

2.	Practice Expense RVU Allocation
CMS’s changes reduce ASC-based payments, penalizing physician-owned facilities. Independent physicians, unlike hospital-employed peers, bear the full cost of care. As shown in Table 1, interventional pain faces disproportionate cuts. Nearly half of physicians remain independent, and 30-40% perform ASC or hospital-based procedures (Popover JL, et al. JSLS 2025; 29:e2025.00012). Specialties most affected include ophthalmology, pain management, gastroenterology, orthopedics, and ENT.

Table 1. Changes in reimbursement for interventional procedures for independent physicians.
	Changes from 2025
	In-Office procedure
	Physicians pay in ASC or Hospital

	Epidurals with fluoro 
	+ 11%
	– 6.3% to 7.2%

	Transforaminal epidural
	+ 12%
	– 6.8% to 7.6%

	Facet– joint injections
	+ 10.5%
	– 7.0% to 7.6%

	Radiofrequency neurotomy
	+ 10%
	– 6.4%

	Spinal cord stimulation trial (63650)
	+ 12.7%
	– 6.3%

	Spinal cord stimulation implant (63685)
	
	– 3.7%


+ = increase;  –  = decrease 

Physician payments have already fallen 33%; surgical specialties are hardest hit. Contrary to claims of 80% hospital employment, about 45% of physicians remained independent in 2022. For interventional pain, cuts of 41% (2001–2025) are projected at 45% by 2026 (Manchikanti L, et al. Physician payment reform in interventional pain management: Balancing cost, quality, access and survival of independent practices. Pain Physician 2025; in press). The practice expense change adds 4–6%, compounded by the 2.5% efficiency adjustment, for total cuts of 7–9%. I urge CMS to create a modifier or reimbursement methodology for independent physicians in ASCs.

3.	Telehealth Continuity
Telehealth is essential for chronic pain and rural patients. The proposal does not guarantee flexibilities beyond 2025. I urge CMS to extend them through 2026 and beyond.

Recommendations
To sustain independent practices and patient access, CMS should:
1. Rescind the 2.5% efficiency adjustment and end recurring cuts.
2. Develop a separate reimbursement methodology with a modifier for independent physicians in facility settings.
3. Ensure permanent telehealth access beyond 2025.
4. Differentiate policies for hospital-employed vs. independent physicians.

These steps are critical to preserve access, contain costs, and prevent consolidation, which has historically raised healthcare spending 200–300%.
