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The Honorable Mehmet Oz, MD
Administrator, Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1848-P
P.O. Box 8016, Baltimore, MD 21244-8016
RE:  CMS-1848-P — CY 2027 Payment Policies Under the Physician Fee Schedule. Comments from a practicing interventional pain physician.
Dear Dr. Oz:
I am an interventional pain physician practicing in [City, State]. I care for Medicare beneficiaries with chronic pain, and I am writing as an individual physician.
I support CMS’s goal of improving care for people with chronic conditions. But several proposals in this rule, taken together, will make it harder for practices like mine to keep treating Medicare patients. I would like to raise four points.
1.  Payment is going down again while my costs keep going up
CMS proposes to lower the conversion factor for CY 2027, so payment for my services will fall next year. My costs will not. I cannot pay my nurses less, or pay less for needles, contrast, or a service contract on my imaging equipment, because Medicare lowered its rate. Every year this gap widens, and every year it becomes harder to keep the practice running.
I ask CMS to use whatever authority it has to reduce this cut, and to support a permanent annual update tied to inflation, as Medicare already provides to hospitals and other providers.
2.  Several reductions land on interventional pain at the same time
The conversion-factor cut is not the only change affecting my practice. Three proposals compound one another:
1. Changes to how CMS calculates practice expense risk understating what image-guided procedures actually cost to perform.
1. The site-of-service reduction lowers my professional payment when I treat a patient in an ambulatory surgery center or hospital outpatient department — the settings I choose for patients who need closer monitoring.
1. The same-day proposal would pay only half for a separate, medically necessary visit furnished on the same day as a procedure, even when that visit addresses a distinct problem.
I ask CMS to publish an impact analysis specific to interventional pain services, and to reconsider each of these proposals.
3.  CMS should create a modifier for facility-based services furnished by independent physicians
When I treat a patient in [an ambulatory surgery centers my partners and I own / a facility setting], Medicare pays me less than it would for the same service in my office. The reason given is that a facility already covers the overhead. In my case, there is no separate institution covering anything. I pay for the room, the staff, the equipment, the sterilization, and the accreditation myself.
Medicare has no way to tell the difference between a physician employed by a facility and a physician who owns one. Both look identical on the claim, so both get the same reduction.
I ask CMS to create a modifier identifying facility-based services furnished by independent physicians. CMS creates modifiers already and does not need new legislation to do this. The modifier by itself would change no payment. It would simply let CMS see who is actually paying for the facility — which is the question CMS raised in this very rule when it asked whether the difference between facility and non-facility payment still makes sense. Right now the agency has no way to answer that question, because it cannot identify these claims.
ASIPP has published a detailed proposal describing how such a modifier would work.
ASIPP, Proposed Modifier for Independent Physician Services (July 20, 2026): https://asipp.org/wp-content/uploads/ASIPP_Proposed_Modifier_for_independent_physician_services_07202026.pdf
4.  The Ambulatory Specialty Model
I share ASIPP’s concerns about the Ambulatory Specialty Model and will not repeat them here. I would note only that the model applies to nearly every interventional pain physician, that its measures are not final, and that no benchmark data have been released — yet it begins in January. I support ASIPP’s request that CMS eliminate the Ambulatory Specialty Model.
I raise it last on purpose. Because the model applies to all of us, it is not what sets my practice apart. The three items above are what will determine whether practices like mine are still open by the time the model’s payment adjustments begin.
In summary
I respectfully ask CMS to:
1.  Reduce the CY 2027 payment cut and support an annual update tied to inflation.
2.  Publish an impact analysis specific to interventional pain, and reconsider the practice expense, site-of-service, and same-day visit proposals.
3.  Create a modifier identifying facility-based services furnished by independent physicians.
4.  Eliminate the Ambulatory Specialty Model.
Thank you for considering the perspective of a physician who performs these procedures every week. I am glad to share more about my practice if it would be helpful.
Respectfully,
[Your Name], MD
[Practice Name]
[City, State]
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