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A congressional draft bill aiming to ban the corporate
practice of medicine (CPOM) is just the most recent example
of a growing skepticism toward private equity ownership of
physician practices or any other clinical/non-clinical manage-
ment arrangement. If you're looking at such a deal — or if
you’re already in one — pay attention, because it could affect
how your practice is run.

On Sept. 16, U.S. Senators Elizabeth Warren (D-Mass.),
Jeff Merkley (D-Ore.) and Ron Wyden (D-Ore.) introduced
the “Stop Corporate Takeovers of Physicians Act.” Their cover
letter says the bill would “ban the corporate practice of medi-
cine by making it illegal for private equity funds, insurance
companies, and other for-profit corporations to own or control
medical practices.”

The bill itself says it will do this by not allowing those enti-
ties to “own or control, in whole or in part, a medical practice;
employ, or enter into a contract for the professional services of,
a licensee; or engage in the practice of medicine.”

The Senate bill resembles Oregon’s SB 951, signed into law
in June. At that time, Sen. Warren said in a post on X that the
Oregon law offered “the strongest protections against corpo-
rate profiteering in health care” and that Congress “should
follow and get private equity out of health care nationwide.”

Like the Oregon law, the Senate bill focuses on manage-
ment services organizations (MSO), which are employed
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to allow corporate entities to supervise non-medical medical care effectively owned and controlled all
functions of medical businesses they have acquired, aspects of the medical practice,” and forced a signifi-
as permitted by state laws. The medical supervision cant settlement.
is generally required to be supplied by a professional
corporation (PC), which is run by medical providers Breaking into a ‘groundswell’
licensed in that state (PBN 6/25/12). Other recent state legislature bills are tightening
Per Permit Health of New York City, 33 U.S. states the screws. “Government oversight of private equity
have CPOM laws that regulate these arrangements; in the health care industry is really gaining traction,”
other states, however, usually have some kind of regula- ~ says Henry Norwood, a health care attorney with the
tions that apply and some use the MSO/PC model. Kaufman Dolowich firm in San Francisco.
Oregon’s law prohibits MSOs or related entities Different states have taken different approaches,
from owning or controlling the PC via various means, Norwood says, and have targeted various aspects

including stock ownership.
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owners’ practice of hiring “friendly” (aka “captive”)
physicians to run PCs according to the MSO’s wishes.
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ture in which a corporate entity not licensed to provide
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of private equity ownership. “For example, laws in
Connecticut and Massachusetts focus heavily on
hospital sale leaseback transactions, which occur when
hospitals separate their hospital operations from their
real estate, selling the latter to investment trusts, while
Maine imposes a mandatory pre-acquisition review
period by state agencies, which must approve of a
private equity purchase of a hospital organization.”

And some states like Vermont “focus on prohibit-
ing private equity from interfering with the independent
clinical judgment of providers,” Norwood adds. He
expects state-based regulation and tightening of profes-
sional practice rules to increase “as the public become
more aware of this growing situation.”

“This feels more [like a] groundswell than blip,”
says Harvey Castro, M.D., a former emergency room
physician and current advisor to the CEO of Phantom
Space Al firm. “State CPOM tightening and the
congressional push track real clinician anxiety about
control of clinical judgment, not just deal flow.”

Perils of PE

Private equity penetration in medical practice crept
up in recent years. The AMA and the U.S. Government
Accountability Office (GAO) pegged it at 6.5% owner-
ship of such practices in 2024, which the AMA said was
up from 4.5% in 2022 (PBN 12/31/25). Note: Industry
source Morningstar’s PitchBook finds that “healthcare
services PE remained under pressure in Q2 2026, with
deal count declining 18.5% YoY,” though it attributes
this to higher interest rates and softer health care
utilization, in addition to regulatory concerns.

Daniel B. Frier, co-managing partner of the Frier
Levitt firm in Pine Brook, N.J., finds the rise under-
standable. “The practice of medicine has evolved
dramatically over the last 10 years but the law has not
kept up with the actual business and clinical changes,”
he says, including the fact that “reimbursement rates
have not kept up with inflation.” The resulting shrink-
ing margins, Frier says, have “made it more and more
difficult for the traditional community physician
practice to survive. So the physicians have sought out
alternatives such as hospital employment and private
equity.”

Paul Deeringer, partner with Hooper Lundy
Bookman in San Francisco and former associate
general counsel for John Muir Health, says regulatory
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and enforcement efforts in this area “tend to focus on
control issues” rather than on the provenance of the
non-clinical management partner. “There have been
some industry understandings about the kinds of con-
trol mechanisms you could permissibly include in MSO
arrangements: Continuity arrangements, stock transfer
restriction agreements, for example,” he says.

Such continuity agreements “typically have lan-
guage that preserves the professional medical judgment
of the physicians,” Deeringer notes. “I think what
you’re seeing now is an increased emphasis and scrutiny
of whether that professional medical judgment is, in
fact, being preserved, or whether some of those control
mechanisms lead to a situation where the arrangement
might impinge on that physician’s realistic ability to
exercise their independent judgment.”

Nonetheless, PE firms are in the crosshairs, and
Barry Posner, a partner with Kudman Trachten Aloe
Posner LLP in New York City, thinks in the current
environment they’ll “have to give real consideration to
the regulatory risk of entering the space, particularly if
they’re looking at a three-to-five-year exit.”

Bill, trends set a precedent

The Warren bill clearly faces stiff headwinds in
the current Republican-controlled Congress. Even if
Democrats gain majorities in one or both Houses after
the midterms, President Trump would likely veto it,
requiring a daunting supermajority override to pass
into law.

“There are hundreds — or thousands — of private
equity funds and other companies that are heavily
invested in the physician services sector,” says Gary W.
Herschman, health care shareholder with the Baker
Donelson firm in Iselin, N.J. “It’s going to be hard for
politicians to pass a law saying this is unlawful.”

Yet the bill’s existence, and states’ growing signals
of resistance to non-medical ownership of medical
organizations, may still have an effect on these arrange-
ments. Even unpassed the bill “provides a roadmap
and model legislative language for states that might be
considering this kind of legislation,” Deeringer says.

Whatever happens to the bill, Herschman compares
its potential impact to that of the Biden FTC’s rule that
would have essentially ended noncompete agreements
for medical organizations (PBN 5/6/24). Though it was
eventually blocked in federal court, Herschman notes

store.decisionhealth.com
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that “several states passed laws prohibiting noncom-
petes” anyway, because the rule “got everybody hyped
up about it, which could happen now with CPOM
enforcement as well.”

Herschman says he’s already been approached by
private equity platforms “to advise them about what
they need to do to beef up their CPOM compliance,
mainly in connection with safeguards and implementa-
tion, as well as documentation.”

The environment calls for that sort of oversight, as
officials grow more attentive and aggressive.

What to do

Soften the terms. In the current environment, Frier
suggests that deal-makers exercise some prudence: An
MSO should be set up in a way “that’s deferential to the
clinicians,” he says “so that if there’s a law passed, you
don’t have to change your entire business model.”

For example, the “friendly” physician arrangement,
especially with a ruling provider who doesn’t practice,
“presents a bad picture” if a litigant raises a complaint,
Frier says: “If a judge takes a look at that, they’re more
likely to have a negative holding that would also be
applied to many other situations.” Hiring from within
the acquired practice might look better to the bench.

Be ready for longer lead times. If you're look-
ing to make deals, be aware that in some states new
laws have lengthened the process. “For example,
Oregon and Maine both have 180-day pre-closing
notice requirements, and in both of those states the
process also includes substantive approval authority,”
Deeringer says. Other states have shorter hang times
but “these are all statutory minimums that can be
extended by requests for additional information or
other factors.”

Become a public benefit corporation (PBO). Frier
also suggests PE-owned MSOs “seriously consider
becoming public benefit corporations,” as is permitted
in some states, to improve the image of the practice
and to reduce exposure if MSO shareholders decide
medical decisions by a legitimate PC are detrimental
to profits.

A PBO is “a for-profit corporation that requires the
company to make decisions primarily for the benefit
of some public purpose, as opposed to increasing the

store.decisionhealth.com
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profitability of its investors as its primary goal,” Frier
explains.

That model would be “optically positive” for MSOs,
Frier believes, and “would enable them to focus on
patient care above profitability in its medical decisions
while still yielding a profit for their investors” — which,
after all, is supposed to be the goal.

Make a board. Erika L. Adler, shareholder and
practice group manager, health care for Roetzel &
Andress LPA in Chicago, is seeing MSOs that want to
show sensitivity to clinical concerns setting up clinical
governance committees. These committees typically
hammer out a comprehensive list of “clinical decision”
areas that will be left to physicians.

That would make a good-faith showing to regula-
tors and investigators, Adler says. But, she cautions,
however good it looks, if there’s a problem “then the
facts are going to prove whether the approach is really
working or not. Regulators will look at what actually is
going on; investigators will ask doctors whether they’re
not allowed to order tests.” Make sure your action
conforms to your committee documents. — Roy Edroso
(roy.edroso@decisionhealth.com) B

RESOURCES

e U.S. Senator Jeff Merkley, “Warren, Hoyle, Wyden, Merkley, [and
Reps.] Ocasio-Cortez, Subramanyam Introduce Bill to Ban the Cor-
porate Practice of Medicine,” Sept. 16, 2026: www.merkley.senate.
gov/warren-hoyle-wyden-merkley-ocasio-cortez-subramanyam-
introduce-bill-to-ban-the-corporate-practice-of-medicine/

e Warren, Wyden, Merkley draft bill: www.warren.senate.gov/wp-con-
tent/uploads/2026/09/Stop-Corporate- Takeovers-of-Physicians-
Act-for-circ.-2026.pdf

e Permit Health, “The Corporate Practice of Medicine 50-State
Guide,” www.permithealth.com/post/the-corporate-practice-of-
medicine-50-state-guide

e Sen. Elizabeth Warren, post on X, June 10, 2026: https.//x.com/
SenWarren/status/1932463085622837731

e California Attorney General’s Office, “Attorney General Bonta An-
nounces First-of-lts-Kind Settlement with Carbon Health and its
Co-Founder for Violating California’s Ban on Corporate Practice of
Medicine and Other Healthcare and Consumer Protection Laws,”
June 26, 2026: https.//oag.ca.gov/news/press-releases/attorney-
general-bonta-announces-first-its-kind-settlement-carbon-health-
and-its

e Brian Wright, Morningstar PitchBook, “Q2 2026: Healthcare
Services Report: Gusting Macroeconomic Headwinds Impede
Progress,” Aug. 14, 2026: https.//pitchbook.com/news/reports/
q2-2026-healthcare-services-report-gusting-macroeconomic-
headwinds-impede-progress
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Benchmark of the week
Retina imaging code took top spot for new-in-2025 procedures

Take a look back: The 2025 CPT code set included 62 new E/M, surgical, radiology and medicine codes. Part B News analysis of the most recent
Medicare Part B claims data reveals the top services that went into effect Jan. 1, 2025. (See the chart on p. 6 for the codes and consumer-friendly
descriptors in this benchmark.)

The first chart contains the top 10 procedure codes that were introduced in 2025 by total claims. A new code for retina imaging, 92137 (Imaging
of retina with optical coherence tomography angiography) claimed the number one spot. The new code for virtual check-ins (98016), along with
64473 (Unilateral lower extremity fascial plane block by injection]s]), were a distant second and third, respectively.

The second chart contains the denial rates for the top 10 2025-effective codes. Medicare doesn’t cover the level-based telehealth E/M codes,
but the level 1 audio-only encounter for an established patient (98012) is number 10 on the list. Claims for the code received a 100% denial rate.
The denial rates for virtual check-ins and 64468 (Bilateral thoracic fascial plane block by injection[s]) are less dramatic, but still high compared to
the rest of the services in the top 10. — Julia Kyles, CPC (julia.kyles@decisionhealth.com)

Top 10 new procedure codes for 2025 - Total services

450,335
138,607
103,187
20669 10432 13903 I 11,870 2,149 12261 9511
B E—— E_-— — - f . f
25448 64466 64468 64473 76014 92137 93896 93897 98012 98016

Top 10 new procedure codes for 2025 — Denial rate

——Denial rate 100.0%
16.0% 16.2%
7.6% 8.1% 5.9% 7.8% 9.2% 8.9
0-1%/\
| 25448 64466 64468 64473 76014 92137 93896 93897 98012 98016

Source: Part B News analysis of 2025 Medicare claims data
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(continued from p. 5)

Top 10 2025-effective CPT codes

Code Consumer-friendly descriptor

98012 | Established patient synchronous audio-only visit with
straightforward medical decision making and 10
minutes or more of medical discussion, if using time
10 minutes or more

98016 | Established patient brief communication technology-
based service with 5-10 minutes of medical
discussion

25448 | Replacement of joint between wrist and fingers
using tendon or stitches

64466 | Unilateral thoracic fascial plane block by injection(s)

64468 | Bilateral thoracic fascial plane block by injection(s)

64473 | Unilateral lower extremity fascial plane block by
injection(s)

76014 | Assessment by trained clinical staff of implant and/or
foreign body for MR safety, including identification and
verification of implant components from appropriate
sources, analyzing current MR conditional status of
individual components and systems, and consulting
published professional guidance with written report,
initial 15 minutes

92137 | Imaging of retina with optical coherence tomography
angiography

93896 | Ultrasound of blood flow withing brain to assess
flexibility of vessels

93897 | Ultrasound of vessels in brain for detection of blood
clots

Source: CPT 2026 Consumer-friendly descriptors file

Coding
New LCD impacts carpal tunnel,

knee pain, Morton’s neuroma, more

Practices that treat conditions such as carpal tunnel
syndrome and osteoarthritis of the knee must review
a new uniform policy that covers a variety of painful
chronic conditions. Start by training staff and reaching
out to patients who are no longer covered before the
end of October 2026.

You may want to begin with patients who are sched-
uled for a peripheral nerve block (64450) or peripheral
nerve destruction (64640) when you perform outreach
because those services will not be covered for chronic
pain.

Dozens of procedure, diagnosis codes affected

Five Medicare administrative contractors (MAC)
that cover 38 states and three territories have released
a uniform local coverage determination (LCD) titled

store.decisionhealth.com
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“Peripheral Nerve Injections and Procedures for
Chronic Pain.” But don’t let the title undersell you.
The LCD that CGS Administrators, Palmetto GBA,
Noridian, Wellpoint Federal (formerly National
Government Services) and WPS released addresses 25
procedure codes and 43 diagnosis codes.

Practices should read the LCD, the companion
billing and coding article, and the response to public
comments on the proposed LCD to understand the full
scope of changes, train staff and alert patients. Links to
the billing and coding articles and responses to com-
ments are in the LCD (see resource, below).

Start with what doesn’t change

The LCD only addresses chronic, non-cancer pain.
It does not affect coverage of blocks used for acute
pain, regional anesthesia, surgical pain, refractory
cancer pain, joint impingement syndromes, neuroto-
mies and “one-time diagnostic blocks necessary for the
diagnosis of a condition unless stated within the LCD,”
such as pudendal nerve blocks (64430).

If your practice reports these services, now is the
time to re-emphasize the need for accurate diagnosis
documentation and coding to avoid denials. And
remind your billing team to keep a close eye on remit-
tance advice codes after the LCD goes into effect to
make sure the MAC doesn’t deny payments for covered
care.

Next, address what is not covered

The MAC:s proposed drastic cuts to covered
services for chronic pain. The cuts in the final version
aren’t as severe, but still tough.

In addition to ending coverage for peripheral nerve
blocks and denervation to treat chronic pain, the fol-
lowing services will not be covered:

e Intercostal nerve blocks (64420 and add-on code
64421).

® Percutaneous cryoablation (0440T-0442T).

The following codes are covered for specific cir-
cumstances in the LCD:

e Pudendal nerve injection (64430).
e Unlisted nervous system procedure (64999).

e Plantar nerve destruction (64632).

© 2026 DecisionHealth® | 1-800-650-6787
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Tell staff to mark the LCD’s effective date

The LCD is currently in the notice period phase,
which gives practices time to prepare. When the notice
period ends, the LCD goes into effect for any treat-
ments on or after the effective date.

The LCD goes into effect on Oct. 25, 2026, for CGS
Administrators, Palmetto GBA, Wellpoint and WPS.

Practices in Noridian’s jurisdiction get an extra
week to prepare, as Noridian’s LCD goes into effect on
Nov. 1. First Coast Service Options and Novitas did not
participate in the creation of this LCD.

Alert patients before their next appointment

Identifying patients who are affected by the new
policy is a crucial part of the transition process.

The LCD will apply to any service on or after the
effective date, even if the practice scheduled an appoint-
ment before their MACs published the final LCD.

To determine who is affected, check the general and
specific coverage and limitation sections in the LCD.
For example, median nerve injections “may be consid-
ered for the management of carpal tunnel syndrome
(CTS) in patients with clinical symptoms and physical
exam findings consistent with CTS,” according to the
LCD.

The companion article explains that when treat-
ment meets the conditions in the LCD, providers may
report 20526 (Injection, therapeutic [eg, local anes-
thetic, corticosteroid], carpal tunnel) for patients with a
diagnosis of CTS (G56.01-G56.03).

When necessary, the practice must complete the
advance notice of non-coverage in a timely manner.

Keep in mind that frequency limits also begin when
the LCD goes into effect and do not apply retroactively.
For example, the treatment of Morton’s neuroma is
limited to one steroid injection per side. The MAC will
determine the medical necessity of repeat injections
on a case-by-case basis. But if a patient received one or
more injections before the LCD goes into effect, those
services won’t count toward the limit.

Keep proof of training handy

A provider qualification section in the LCD
clarifies that physicians and qualified health care
professionals must be able to demonstrate they have

© 2026 DecisionHealth® | 1-800-650-6787
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received certified, accredited training to perform these
services, as required by Medicare’s Program Integrity
Manual.

According to the LCD, “healthcare professionals
who perform neural procedures” must be “appropri-
ately trained and/or credentialed by a formal residency/
fellowship program and/or are certified by either an
accredited and nationally recognized organization or
by a post-graduate training course accredited by an
established national accrediting body or accredited
professional training program.”

“At a minimum, training must cover and develop an
understanding of anatomy and drug pharmacodynam-
ics and kinetics, as well as proficiency in diagnosis and
management of disease, the technical performance of
the procedure, and utilization of the required associ-
ated imaging modalities,” the LCD explains.

Providers won’t need to submit copies of their
diplomas or certifications with their claims, but they
should keep proof of qualified training handy just in
case a MAC performs a spot check.

Watch for more updates

Your MAC may make corrections to the LCD as
it discovers errors or stakeholders bring them to the
MACs attention. For example, the MACs removed
a lifetime limit for median nerve blocks, but the final
version doesn’t include a frequency limit, which is likely
a mistake. Make sure you receive updates from your
MAC to stay on top of any revisions. — Julia Kyles,
CPC (julia.kyles@decisionhealth.com) B

RESOURCE

e |ocal coverage determinations for Peripheral Nerve Injections and
Procedures for Chronic Pain: https.//www.cms.gov/medicare-
coverage-database/basket/basket.aspx?loadBasketLink=Y&baske
tLinkld=1477

Physician payments

Commenters roast ‘disastrous’
modifier 25 proposal that would
slash fees by 50%

CMS wants to diminish payments for claims sub-
mitted with modifier 25 by 50% in some cases, and
providers and others in the medical practice community
are not pleased.
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The fee cut, which “undermines patient-centered
care,” would be “disastrous,” according to public com-
ments submitted to CMS in response to the proposed
2027 Medicare physician fee schedule.

As background, CMS announced that it would
apply the pay cut when a provider reports a procedure
with a 0-, 10- or 90-day global period for the same
patient on the same day as an office/other outpatient
E/M service (99202-99205, 99211-99215) (PBN.
7/27/26).

To date, stakeholders have submitted thousands of
comments addressing the proposed fee cuts to modifier
25 on the regulations.gov website. Below you’ll find a
sample of the feedback:

Comment: [ am a board-certified dermatologist
practicing in Hawaii. For the past 14 years, I have cared
for Medicare beneficiaries in a busy community derma-
tology practice, providing medical dermatology, skin
cancer detection and treatment, and management of
complex inflammatory skin diseases.

Every day, I provide evaluation and management
(E/M) services that are separate and distinct from
procedures performed during the same visit. These
visits often include obtaining a detailed history, review-
ing medications and medical conditions, performing a
comprehensive skin examination, evaluating multiple
concerns, developing a differential diagnosis, counsel-
ing patients, and making complex medical decisions.

The proposed Modifier 25 policy fails to recognize
the significant physician work involved in evaluating
patients before procedures are performed. It risks
discouraging comprehensive same-day care, reducing
practice efficiency, delaying diagnosis and treatment,
and creating additional visits that increase inconve-
nience for patients and overall costs to Medicare.

Comment: Many primary care physicians like me
routinely diagnose and treat patients in a single visit to
avoid unnecessary delays in care. Common examples
include skin biopsies, joint injections, abscess drainage,
cryotherapy, ingrown toenail removal, laceration repair,
trigger point injections, and earwax removal. This
proposal could significantly affect patient access to care
and the viability of affected physician practices.

Comment: If modifier 25 is cut to 50% on the same
day as an [E/M], patients are going to have a much
tougher time accessing care in a timely manner and
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physicians will go out of business. This cut to modifier
25 will be disastrous and cannot stand.

Comment: I am a practicing urologist and I strongly
oppose the proposed 2027 cuts that would effectively
eliminate appropriate payment associated with modifier
25.

In urology, patients frequently present with com-
plex, bothersome urinary symptoms — such as urgency,
frequency, hematuria or recurrent infections — that
require a full E/M visit before deciding on a diagnostic
procedure like cystoscopy. That visit involves detailed
history, examination, review of prior testing, risk-
benefit discussion, and shared decisionmaking, not just
a quick preprocedure check.

This change undermines patient-centered care,
practice efficiency, and access, especially for older or
mobility-limited patients who struggle to attend mul-
tiple visits.

Comment: As a practicing otolaryngologist, I use a
modifier 25 on many patients a day. Common examples
include:

a) Patient comes in for hearing loss and has a wax
build-up that needs to be removed prior to assessing
their hearing. This requires a cerumen removal proce-
dure code with an E&M code, modifier 25.

b) Patient comes in for chronic hoarseness with
long smoking history. I need to perform a scope exam
to examine their vocal cords due to suspicion of throat
cancer. This requires flexible laryngoscopy code with
an E&M code, modifier 25. If I see concern for cancer,
this requires an in-depth conversation outside of just
the procedure.

These are just a few example(s]. If T only got paid
for just the procedure, then I would be forced to have
the patient come back another day just to discuss the
diagnosis and treatment so that I am compensated
fairly for my time and expertise. This is very inefficient
for the patient and for me. Not to mention, delays their
care and provides overall poor patient care.

In review of the public comments, Part B News
did not find one in favor of the 25-related fee cuts. —
Richard Scott (richard.scott@decisionhealth.con) B
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