
 

April 10, 2024 

 

Senator John Barrasso, MD 

307 Dirksen Senate Office Building 

Washington, D.C. 20510 

 

Senator Marsha Blackburn 

357 Dirksen Senate Office Building 

Washington, D.C. 20510 

 

Senator Catherine Cortez Masto 

520 Hart Senate Office Building 

Washington, D.C. 20510 

 

 

Senator Debbie Stabenow 

731 Hart Senate Office Building 

Washington, DC 20510 

 

Senator John Thune 

511 Dirksen Senate Office Building 

Washington, DC 20510 

 

Senator Mark Warner 

703 Hart Senate Office Building 

Washington, D.C. 20510 

 

RE: Medicare Physician Reimbursement Reform 
 

Dear Senators Barrasso, Blackburn, Cortez Masto, Stabenow, Thune, and Warner: 

 

CSRO is comprised of over 40 state and regional professional rheumatology societies 

whose mission is to advocate for excellence in the field of rheumatology, ensuring 

access to the highest quality of care for the management of rheumatologic and 

musculoskeletal disease. Our coalition serves the practicing rheumatologist. Thank 

you for establishing a bipartisan workgroup on the topic of physician reimbursement. 

We offer several initial ideas for reform herein and would welcome the opportunity to 

discuss these in more detail.  

 

Rheumatologic disease is systemic and incurable, but innovations in medicine over the 

last several decades – primarily the development of biologics and biosimilars – have 

enabled rheumatologists to better manage these conditions. With access to the right 

treatment early in the disease, patients can generally delay or even avoid damage to 

their bones and joints, as well as reduce reliance on pain medications and other 

ancillary services, thus improving their quality of life. However, rheumatoid arthritis 

(RA) and other autoimmune conditions are extremely complex. Although 

rheumatology is beginning to benefit from more precise diagnostics, we still cannot 

predict with absolute accuracy which medication will work for a particular patient, 

because of RA’s varied signaling pathways. Even where these tools are available, 

developing value-based care metrics or episode-based measures remains difficult. 

Within the confines created by these challenges, CSRO nonetheless continues to 

engage in efforts to define episodic care and appropriate cost measures. 

 

For rheumatology and every other Medicare-heavy specialty, a major barrier to the 

exploration of additional value-based care initiatives is reimbursement instability in 



 

the Medicare Physician Fee Schedule and its downstream effects on reimbursements 

from Medicare Advantage plans. Practices with high numbers of Medicare 

beneficiaries are faced with a large and growing gap between their reimbursement 

and their costs, which leaves little to no room to invest in the systems and 

infrastructure that modern medicine demands or to incur the financial risk that many 

value-driven models require. For that reason, we urge you to focus congressional 

efforts on five policy areas that will provide immediate and long-term stability to the 

Fee Schedule, as described below.  

 

I. Inflation Update 

Unlike all other major Medicare payment systems, the Fee Schedule lacks a 

mechanism to incorporate inflationary increases into its reimbursement rates. That 

has created an ever-growing disconnect between the cost of providing care to 

Medicare beneficiaries and the program’s reimbursement for that care. The medical 

community’s endorsement of the Medicare Access and CHIP Reauthorization 

Act (MACRA) was rooted in the belief that it would replace the unpredictable 

Medicare payment landscape with a stable, quality-rewarding system. 

Unfortunately, this shift has not materialized as anticipated. According to the 

American Medical Association, reimbursement for Medicare physicians declined by 

26% from 2001 to 2023, when one adjusts for inflation in practice costs. That is not a 

sustainable payment system and, inevitably, will lead to beneficiaries experiencing 

difficulty finding physicians who accept Medicare.  

The bipartisan Strengthening Medicare for Patients and Providers Act 

(H.R.2474) would provide an annual Fee Schedule update based on the Medicare 

Economic Index (MEI), which is the most relevant inflation metric for medical 

practices. CSRO urges the Congress to enact this legislation. 

 

II. Budget Neutrality 

The Fee Schedule is subject to a statutory budget neutrality requirement, whereby 

increases in spending over a certain threshold must be offset by equivalent reductions 

in spending that same year. That threshold is $20 million, a level set by Congress in 

1992 and never updated since. The Centers for Medicare and Medicaid Services (CMS) 

has no authority to change this statutory requirement, though its policy decisions have 

in the past “triggered” the threshold, thereby resulting in commensurate 

reimbursement reductions across the Fee Schedule. The concept of budget neutrality 

has turned the Fee Schedule into a fixed pie, while the outdated threshold amount will 

result in the threshold being triggered more and more as time goes by. The budget 

neutrality requirement is a main contributor to the annual pattern of Congress 

averting or mitigating reimbursement reductions at the last minute.  

CSRO urges the Congress to enact Section 5 of the bipartisan Physician Fee 

Schedule Update and Improvements Act (H.R.6545), which would update the budget 

https://www.congress.gov/bill/118th-congress/house-bill/2474/text?s=1&r=1&q=%7B%22search%22%3A%22HR2474%22%7D
https://www.congress.gov/bill/118th-congress/house-bill/6545/text?s=3&r=1&q=%7B%22search%22%3A%22H.R.6545%22%7D


 

neutrality threshold to $53 million and establish inflationary indexing on a five-year 

basis from there.  

 

III. Practice Expense Data Input Updates 

In 2022, CMS updated clinical labor practice expense (PE) inputs for the first time in 

two decades. Although that was a welcome update, the long delay meant that large 

increases were necessary to reflect twenty years of wage growth. That in turn 

triggered budget neutrality reductions once implemented.  

As part of long-term Fee Schedule stabilization, CMS must be directed to 

update data inputs on a more frequent and regular basis. CSRO urges the Congress to 

enacted section 6 of the legislation mentioned above (H.R.6545), which would 

require CMS to update direct costs to calculate PE RVUs every five years at a 

minimum.  

 

IV. Stop Extensions of Medicare Sequestration 

After a temporary reprieve during the public health emergency, the 2% Medicare 

sequestration was fully phased back in as of July 1, 2022. When the Medicare 

sequester was first created, it was scheduled to occur from FY2013 through FY2021. 

However, Congress has since extended Medicare sequestration to pay for other 

priorities, so that it currently extends through FY2032 – a full decade past its originally 

envisioned end date. Extending the Medicare sequester to offset new spending 

exacerbates the long-term underfunding of the Fee Schedule. We urge Congress to 

reject any further extensions of the Medicare sequester.  

 

V. Unique Situation of Buy-and-Bill Part B Clinicians 

The new Medicare Drug Price Negotiation Program (MDPNP) will become fully 

applicable to the pricing of selected Part B drugs in 2028, which is expected to result 

in large reductions to average sales prices (ASPs) for the selected medications. That in 

turn will result in reductions to reimbursement for the physicians who buy these 

medications at-risk for in-office administration, because reimbursement for selected 

drugs would be based on the maximum fair price (MFP) established via the MDPNP 

plus 6%, instead of the current ASP plus 6%. (Note that, in either scenario, the 

reimbursement amount would be subject to the 2% Medicare sequester.)  

 In the legislative process leading up to enactment of the MDPNP, several 

provider groups expressed concern that this program could have unintended 

consequences on the financial stability of practices who acquire medication for in-

office administration. The legislation tried to guarantee the MFP price point for 

provider acquisition, but that guarantee will be difficult to operationalize in the 

complex world of drug acquisition, which features several layers of middlemen. If MFP-

based reimbursement drops below acquisition costs for selected drugs, medical 

practices will suffer financial instability and may have to stop offering the selected 

drugs until acquisition costs can meet reimbursement levels. There is also a lack of 

https://www.congress.gov/bill/118th-congress/house-bill/6545/text?s=1&r=1&q=%7B%22search%22%3A%22H.R.6545%22%7D


 

clarity on the extent of the impact that MFPs will have on commercial ASPs and on the 

additional administrative burden that practices will have to incur to manage the 

different reimbursement rates for the same medication.  

 For these reasons, CSRO urges you to include the Protecting Patient Access 

to Cancer and Complex Therapies Act (S.2764/H.R.5391) as part of comprehensive 

physician payment reform. That legislation would leave intact the MDPNP process, 

but would make changes to the mechanics of how Medicare obtains its savings.  More 

specifically, the bill would remove Part B providers from the middle by requiring the 

drug manufacturers of selected drugs to reimburse Medicare directly for the 

difference between ASP and MFP on their selected products. Notably, the bill keeps 

intact the two major goals of the MDPNP: Medicare would still obtain significant 

savings on Part B drugs and the bill would still guarantee beneficiaries access to MFP-

based cost-sharing. This “best of both worlds” approach would keep in place the 

benefits of the MDPNP yet would also ensure that Part B providers are not 

inadvertently harmed in the process, ultimately protecting their Medicare patients’ 

access to needed medication in the lowest-cost site of care.  

 

Thank you again for your interest in improving Medicare provider reimbursement. If 

you need additional information, please don’t hesitate to contact me.  

 

Sincerely, 

 

Madelaine A. Feldman, MD, FACR 
VP, Advocacy & Government Affairs 
 

 

https://www.congress.gov/bill/118th-congress/senate-bill/2764/text?s=1&r=1&q=%7B%22search%22%3A%22S.2764%22%7D

