


	2026 Medicare Physician Fee Schedule Final Rule 
ASH Comment Comparison

	Comment
	Final Rule Provision

	Conversion Factor

	Appreciated the positive updates to the two conversion factors but pointed to the potential negative impact (on physician payment) when combined with the proposed efficiency adjustment and changes to practice expense payment for services in the facility setting. 

Recommended that CMS find permanent long-term solutions for future Medicare physician payment updates.

Acknowledged that CMS cannot update the conversion factors without Congressional intervention.

	CMS did not address any specific comments in the final rule but was appreciative of comments from all stakeholders.

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

	Urged CMS not to finalize its proposal to cut the allocation of indirect practice expense (PE) RVUs for facility settings by half, relative to non-facility settings, without first providing the empirical data and methodology used to support this change. 

Emphasized that physicians practicing in facilities (i.e., private practice and hospital-employed clinicians) still incur substantial indirect costs such as rent, administrative salaries, and added burdens related to scheduling. 

Should the proposal be finalized, ASH recommended phasing it in over four years to minimize financial disruption to physician practices.

	CMS finalized the proposal to reduce facility indirect practice expense by 50% beginning in CY 2026.
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	Proposed Efficiency Adjustment

	Opposed the principle of an efficiency adjustment to reduce disparities between E/M and procedural services but thanked CMS for excluding time-based services, such as E/M visits, from the proposal.

Requested that CMS provide the empirical data and methodology used to support the efficiency adjustment.

Urged CMS to consider the unintended consequences of arbitrary assumptions about the benefits of technological advancements on efficiency. Warned that many hematology procedures, such as bone marrow transplants, require intensive oversight and preparation that do not become more efficient with time or technology. 

Opposed CMS’ assumption that EMRs improve efficiency, emphasizing that interpreting large volumes of clinical data, including from EMRs, requires significant physician expertise. 

Recommended that CMS work with medical professionals to develop time and motion studies for high volume procedures to determine if there are or have been any efficiency gains over time. Recommended additional data points may be captured by analyzing EHR data that includes time stamps for E/M visits and even some procedures. 

If this policy is finalized, AHS recommended that the efficiency adjustment not be implemented until an annual MEI inflationary adjustment is applied to the MPFS.

	CMS finalized the negative 2.5% efficiency adjustment to the work RVUs and intraservice time for nearly all services on the MPFS including procedures, radiology services, and diagnostic tests. The agency will exempt codes new for CY 2026 from the efficiency adjustment for CY 2026.

CMS welcomed empiric data to support the value of physician services, which is yet another indication that CMS does not want to rely solely on RUC survey data to set payment rates.


	Opposed using the MEI to arrive at the -2.5% adjustment to non-time-based services given physicians do not also receive an inflationary update. 
	The agency finalized its policy not to adjust RVUs using MEI methodology. The agency reiterated that it would continue to 
wait for the results of the American Medical Association’s Physician Practice Information Survey before making any significant changes to the data inputs and calculation of the practice expense RVUs. 


	Commented on alternative methods to value physician services, supporting the use of time and motion studies that would accurately capture the time and work required for E/M services, procedures and other services on the MPFS. 

Recommended that additional data points may be captured by analyzing EHR data that includes time stamps for E/M visits and even some procedures.

	CMS appreciated the commenters for their feedback and may consider these suggestions for future rulemaking.

	Potentially Misvalued Services

	Agreed with CMS that code 36514 is not misvalued. Additionally, supported the practice expense values for this service (as discussed at the January 2024 RUC meeting).


	CMS finalized its proposal not to nominate this code as potentially misvalued.

	Telehealth Services

	Supported CMS’s proposal to permanently allow certain services to be furnished under direct supervision that allows the immediate availability of the supervising practitioner using audio/video real-time communications technology (excluding audio-only).


	CMS will permanently allow certain services to be furnished under direct supervision that allows the immediate availability of the supervising practitioner using audio/video real-time communications technology (excluding audio-only). This would apply to all services provided incident-to a physician services, except for services with a global surgery indicator of 010 or 090. The agency will apply this definition to the applicable cardiac, pulmonary, and intensive cardiac rehabilitation services.


	Policies to Improve Care for Chronic Illness and Behavioral Health Needs? (Prevention and Management of Chronic Disease)

	Cautioned CMS against relying solely on lifestyle interventions (e.g., medically tailored meals, exercise) in prevention and treatment of chronic diseases, particularly for patients with sickle cell disease which requires specialized management or a broader spectrum of care.

Encouraged CMS to prioritize coverage for comprehensive services such as clinical care, case management, care coordination, community health worker support, mental health services, and preventive care —including vaccinations and screenings— stressing that these are critical to ensuring access, adherence to treatment, and improved outcomes for individuals with chronic hematologic conditions.

Urged CMS to invest in research before expanding coverage of lifestyle-based interventions to ensure clinical and economic appropriateness.

	CMS finalized new add-on G-codes for APCM services to strengthen team-based care in primary care settings for beneficiaries with chronic physical and mental health conditions. These add-on codes would cover the care represented by the Behavioral Health Integration (BHI) services, the Psychiatric Collaborative Care Models (CoCM) codes, CPT codes 99492, 99493, and 99484, and general mental health care management that, currently, is not captured by the APCM codes.

	Status Indicator for CPT Code 38228—CAR T-cells

	Disagrees with CMS’s decision to not pay separately for the steps associated with creating CAR T-cells, strongly disagreeing with their decision to not pay separately for the steps involved in the manufacturing of a drug. 

Requested that CMS change the PC/TC indicator for CPT Code 38228 from “5” to “0” (physician service codes) to appropriately capture the nature of the service and to align with other similar services in the MPFS (e.g., 38240, 38242). 

	As a direct result of comments submitted the Society, the payment status indicator for services reported by CPT code 38228 (CAR-T cell administration) will be corrected. 



