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September 8, 2026

Mehmet Oz, MD

Administrator

Centers for Medicare and Medicaid Services
U.S. Department of Health and Human Services
200 Independence Avenue SW

Washington, DC 20201

Submitted electronically via www.regulations.gov

RE: Medicare and Medicaid Programs; CY 2027 Payment Policies under the
Physician Fee Schedule and Other Changes to Part B Payment and Coverage
Policies; Medicare Shared Savings Program Requirements; and Medicare
Prescription Drug Inflation Rebate Program

Dear Administrator Oz,

The Coalition of State Rheumatology Organizations (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.

CSRO appreciates the opportunity to provide comments on the CY 2027 Medicare
Physician Fee Schedule (PFS) proposed rule and its impact on rheumatologists and
the Medicare beneficiaries they serve.

Conversion Factor Update

For CY 2027, CMS proposes two conversion factors: $33.1693 for qualifying
participants (QPs) in advanced alternative payment models (APMs) and $32.8409
for non-QPs. Both represent reductions from CY 2026 — 1.19 percent for QPs and
1.68 percent for non-QPs — due to the expiration of the temporary 2.5 percent
payment increase provided by Congress under the One Big Beautiful Bill Act
(OBBBA) for CY 2026, a 0.53 percent budget neutrality adjustment, and the
statutory updates of 0.75 percent for QPs and 0.25 percent for non-QPs under the
Medicare Access and CHIP Reauthorization Act (MACRA)

Once again, physicians face considerable reductions in Medicare payment at a time
when practice costs continue to rise. According to data from the American Medical
Association (AMA), from 2001 through 2026, Medicare physician payment increased
by only 10 percent, while the cost of running a medical practice increased by 63
percent. Adjusted for inflation in practice costs, Medicare physician payment has
declined 33 percent over that period.

The recurring threat of cuts and continued failure of Medicare payment to keep
pace with the cost of providing care are steadily eroding the viability of independent
practices and driving physicians toward consolidation, which increases costs for the
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Medicare program, its beneficiaries, and taxpayers. This disparity is particularly troubling as hospitals
and other Medicare providers generally receive positive annual payment updates that account, at least
in part, for increases in the cost of furnishing care. CSRO urges CMS to work with Congress on a long-
term fix that links annual physician payment updates to the Medicare Economic Index (MEI).

Further, the modest statutory updates provided under the Medicare Access and CHIP Reauthorization
Act (MACRA) create a disparity between practices that are able to join and participate in an Advanced
APM and those that cannot, which is not always within their control. Rheumatologists continue to have
limited opportunities to meaningfully participate in Advanced APMs, particularly where models do not
appropriately account for the cost of medically necessary physician-administered therapies. CSRO urges
CMS and the Center for Medicare and Medicaid Innovation (CMMI) to work with the rheumatology
community to develop specialty-specific models that provide rheumatologists with a meaningful
pathway to Advanced APM participation.

Finally, CSRO remains concerned that Medicare Advantage (MA) payments continue to increase year
after year even as physicians face repeated payment reductions. This is particularly frustrating given the
Medicare Payment Advisory Commission’s (MedPAC) estimate that Medicare will spend $76 billion more
on MA beneficiaries in 2026 than it would have spent for similar beneficiaries in Traditional Medicare,
including $22 billion associated with differences in coding. More recently, the Committee for a
Responsible Federal Budget (CRFB), drawing on Congressional Budget Office estimates, projected that
excess MA payments could approach $1 trillion over the next decade. Yet CMS continues to apply only
the statutory minimum 5.9 percent coding intensity adjustment, despite evidence that differences in
coding between MA and Traditional Medicare substantially exceed that amount. CSRO again urges CMS
to use its authority to increase the MA coding intensity adjustment above the statutory minimum and
use the resulting savings to help offset the cost of a permanent physician payment solution.

Indirect Practice Expense Methodology

CSRO appreciates CMS’ continued efforts to improve the accuracy of practice expense (PE) payments
and appropriately recognize the costs of sustaining office-based care. For rheumatologists, who deliver
the vast majority of care in the office setting, adequate PE payment is especially important to
maintaining access to infused and injected biologics — the most clinically appropriate site of care for drug
administration services central to rheumatology practice. For CY 2027, however, CMS proposes
significant additional changes to the indirect PE methodology, including phasing out the indirect practice
cost index (IPCl) over two years and replacing it with a stabilization adjustment that would generally
limit annual changes in PE RVUs to five percent. CSRO is concerned that these changes could further
reduce payment for drug administration services that have already been negatively affected by prior
changes to the PE methodology.

As we noted last year, the decades-delayed transition to updated clinical labor pricing reduced the value
of drug administration services at a time when practice costs were rising. The proposed elimination of
the IPCI would compound those reductions without reliable, current specialty-level practice-cost data to
demonstrate that the resulting values more accurately reflect the resources required to furnish care. To
that end, CSRO urges CMS not to finalize the proposed elimination of the IPCI until the agency has
reliable, current practice-cost data and can demonstrate that the resulting PE values appropriately
reflect the costs of furnishing physician services. Separately, we continue to urge CMS to establish a
regular review cycle for clinical labor, supplies, and equipment so that PE inputs do not become
substantially outdated.
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Modifier -25 Payment Reduction

CMS proposes to reduce payment when a separately identifiable office or outpatient evaluation and
management (E/M) service is furnished by the same physician, or a physician in the same group
practice, on the same day as a procedure with a 0-, 10-, or 90-day global period. Under the proposal,
Medicare would pay 100 percent of the total relative value units (RVUs) for the highest-valued service
and reduce payment for the other same-day service by 50 percent.

CSRO strongly opposes this proposal, which would impose an arbitrary 50 percent payment reduction
without evidence that furnishing these services together produces efficiencies of that magnitude. The
clinical circumstances in which modifier -25 is appropriately reported vary considerably, and CMS has
provided no basis for assuming that furnishing another service on the same day reduces by half the
physician work and practice resources required to provide a separately identifiable E/M service.

Indeed, modifier -25 specifically identifies an E/M service that is significant and separately identifiable
from a procedure furnished during the same encounter. In rheumatology, a physician may evaluate
disease activity, assess new or worsening symptoms, or evaluate response to treatment and determine
that a procedure is medically necessary. Furnishing both services during the same visit is often the most
clinically appropriate and efficient course of care, particularly for patients with complex chronic
conditions or who are immunocompromised and may face additional burden or risk from unnecessary
encounters. The fact that the services are furnished together does not diminish the distinct physician
work and practice resources required for each.

CMS’ proposed reduction fails to recognize these resources and is particularly concerning for small and
independent practices, which comprise the majority of our specialty and already operate under
significant financial and administrative pressures. Years of Medicare physician payment failing to keep
pace with rising practice costs have been compounded by sequestration reductions on costly physician-
administered therapies, increasing administrative and regulatory requirements, prior authorization and
utilization management burdens, and growing staffing and operational costs. Adding a 50 percent
reduction for a separately identifiable service would place yet another strain on the sustainability of
these practices. At a time when CMS has emphasized the importance of supporting independent
physician practice and addressing consolidation, policies that further increase the financial pressure on
community-based practices move in precisely the opposite direction and ultimately threaten beneficiary
access to rheumatology care.

Finally, if CMS' underlying concern is inappropriate use of modifier -25, a blanket payment reduction is
the wrong solution. CMS already has multiple program integrity tools at its disposal to address
inappropriate billing.

CSRO urges CMS to withdraw the proposed 50 percent reduction and instead use targeted program
integrity and education efforts to address inappropriate modifier -25 reporting without reducing
payment for medically necessary, separately identifiable services that are appropriately furnished and
reported under existing Medicare rules.

Remote Monitoring Services

For CY 2027, CMS proposes several changes to these services, including requiring RTM services to be
furnished only to established patients, requiring a separately reportable initiating visit when RPM or
RTM services begin, and limiting payment for RPM and RTM services furnished by clinical staff to staff




employed by the billing practice. CMS is also seeking comment on potentially replacing the existing RPM
and RTM CPT code families with four new HCPCS G-codes.

CSRO supports appropriate use of remote physiologic monitoring (RPM) and remote therapeutic
monitoring (RTM) to help rheumatologists manage patients with complex, chronic conditions between
visits. While we recognize CMS' interest in strengthening program integrity as utilization of these
services grows, CSRO opposes the proposal to limit payment for RPM and RTM services furnished by
clinical staff to staff employed by the billing practice. Rheumatology practices increasingly rely on
contracted clinical staff and third-party arrangements to support remote monitoring, particularly when
the volume of services does not justify employing dedicated staff. Whether qualified clinical staff are
employees or contractors does not determine whether a service is medically necessary, appropriately
supervised, or meaningfully incorporated into a patient's care. An employee-only requirement would
disproportionately burden small and independent rheumatology practices that may lack the resources
or patient volume to perform these functions entirely in-house.

Rather than restricting the staffing arrangements practices may use, CMS should focus its program
integrity efforts on whether remote monitoring services are medically necessary, ordered and
appropriately supervised by the treating practitioner, and meaningfully used in the management of the
patient's care. These standards more directly address appropriate use of RPM and RTM than the
employment status of the clinical staff furnishing the service.

CSRO also urges caution before replacing the existing RPM and RTM CPT code families with new HCPCS
G-codes. Remote monitoring services and their coding structure continue to evolve, and introducing an
alternative coding and payment structure could create additional complexity for practices without
necessarily addressing CMS' underlying concerns. Before pursuing such a change, CMS should clearly
demonstrate that a new coding structure would improve payment accuracy or program integrity
without creating unnecessary administrative burden or limiting appropriate access to these services.

Again, CSRO urges CMS to preserve appropriate access to RPM and RTM services and address program
integrity concerns through targeted safeguards that focus on the medical necessity, supervision, and
appropriate use of these services rather than restrictions on how physician practices staff and
structure their remote monitoring programs.

Complex Care
CMS proposes to replace HCPCS code G2211 with a modifier that would increase payment for the

associated E/M service by 16 percent rather than providing the current flat payment. CSRO does not
object to the use of a modifier. However, we are concerned that the proposed percentage-based
methodology assumes that the additional complexity recognized through G2211 varies proportionately
with the level of the underlying E/M service.

We appreciate CMS’ continued recognition of the additional resources associated with providing
longitudinal care to patients with serious and complex chronic conditions. Rheumatologists routinely
provide this type of ongoing care, including managing complex treatment regimens, monitoring disease
progression and treatment response, and coordinating care over many years. We also recognize CMS'
goal of appropriately valuing cognitive care, however, changes to the methodology should reflect the
actual resources required to furnish these services rather than rely on assumptions that may not hold
consistently across specialties or levels of service. CMS has not provided sufficient data demonstrating



that a percentage-based adjustment accurately reflects the additional work associated with longitudinal
complexity or how the change would affect rheumatology and other specialties.

CSRO urges CMS to provide additional data and specialty-level impact analyses before fundamentally
changing the G2211 payment methodology and, absent sufficient evidence supporting the proposed
approach, maintain the existing G2211 add-on code.

Telehealth

CSRO appreciates CMS’ implementation of the extension of key Medicare telehealth flexibilities through
December 31, 2027, but is frustrated by the continued reliance on temporary extensions creates
uncertainty for beneficiaries and physicians. CSRO urges CMS to work with Congress to establish
permanent telehealth policies that preserve virtual access to specialty care.

CSRO also recognizes that, beginning January 1, 2027, physicians and other practitioners will be required
to report new modifiers BB and BC on certain telehealth claims, including services involving specified
virtual platform arrangements and services furnished incident to a physician’s or practitioner’s
professional service. Although the modifiers will not affect payment, they create new billing and
compliance requirements for physician practices. CSRO urges CMS to provide clear guidance,
education, and technical assistance well in advance of implementation, so practices have sufficient
time to understand the requirements and update their billing systems and workflows.

RFI on the AMA CPT Coding System

CSRO supports efforts to improve transparency and reduce unnecessary costs associated with the
American Medical Association (AMA) Current Procedural Terminology (CPT) coding system. However,
replacing CPT or introducing a competing coding system could create significant disruption and
administrative burden for physician practices.

The existing Medicare physician payment system is built around CPT, and the code set is deeply
embedded in physician practice operations. Transitioning to a new procedure coding system would
require retraining physicians, coders, billing staff, and other personnel; changes to clinical
documentation, coding, billing, and revenue-cycle workflows; and coordination with EHR and practice-
management vendors, clearinghouses, Medicare contractors, and other payers. Practices experienced
many of these challenges during the transition to ICD-10, and CMS should not underestimate the cost
and disruption associated with replacing a coding infrastructure embedded throughout virtually every
aspect of physician practice.

Moreover, CPT is used far beyond physician practice billing. Public and private payers, government
agencies, and researchers rely on coded data for coverage and payment policies, program
administration and oversight, quality measurement, and analysis of health care utilization and
outcomes. Introducing a new or competing coding system would therefore create disruption well
beyond individual practices and could undermine the consistency and continuity of health care data
used across the system.

CSRO urges CMS to carefully weigh the significant costs, administrative burden, and broader
disruption that would result throughout the health care system against any potential benefits before

pursuing fundamental changes to CPT as the national coding standard for professional services.

Quality Payment Program




CSRO remains opposed to the inclusion of the Rheumatoid Arthritis (RA) Cost Measure in the
Advancing Rheumatology Patient Care MIPS Value Pathway (MVP), which began with the 2025
performance period. This measure received a “do not recommend” vote from CMS’ consensus-based
entity, reflecting significant concerns about its validity and making the agency’s decision to proceed
deeply troubling.

Fair cost measurement and attribution require accounting for the significant limitations on
rheumatologists’ ability to select therapies for Medicare beneficiaries. These include the 2018 Step
Therapy Memorandum, the lack of a bypass mechanism for medications on the Self-Administered Drug
(SAD) Exclusion List, restrictive Part D formulary practices and non-medical switching, and inadequate
payment for biosimilars that remain “underwater.” Until these barriers are removed or appropriately
accounted for in the measure, CSRO must continue to oppose the RA Cost Measure.

These concerns take on even greater significance given CMS’ proposal to require most MIPS eligible
clinicians to report through an MVP beginning with the CY 2029 performance period. Requiring
rheumatologists to participate through the Advancing Rheumatology Patient Care MVP does not address
the underlying deficiencies in the measures on which their performance will be assessed. CSRO
therefore urges CMS not to finalize a mandatory transition to MVPs in 2029 until the measures
included in the Advancing Rheumatology Patient Care MVP, including the RA Cost Measure,
appropriately and accurately reflect rheumatology practice.

%k %k %k

Thank you for considering our feedback on these important issues to practicing rheumatologists who
care for Medicare beneficiaries. Please do not hesitate to contact us at info@csro.info should you
require additional information.

Sincerely,

Coalition of State Rheumatology Organizations
Alabama Society For the Rheumatic Diseases
Alaska Rheumatology Alliance
Arizona United Rheumatology Alliance
California Rheumatology Alliance
Florida Society of Rheumatology
Georgia Society of Rheumatology
Hawaii Rheumatology Society
Kentuckiana Rheumatology Alliance
Michigan Rheumatism Society
Midwest Rheumatology Association
Mississippi Arthritis and Rheumatism Society
Nebraska Rheumatology Society
New Jersey Rheumatology Association
New York State Rheumatology Society
North Carolina Rheumatology Association
Ohio Association of Rheumatology
Pennsylvania Rheumatology Society
Rheumatism Society of the District of Columbia


mailto:info@csro.info

Rheumatology Alliance of Louisiana
Rheumatology Association of lowa
Rheumatology Association of Minnesota and the Dakotas
Rheumatology Society of New Mexico
State of Oklahoma Association of Rheumatology
State of Texas Association of Rheumatologists
Tennessee Rheumatology Society
Virginia Society of Rheumatology
Washington Rheumatology Alliance
West Virginia State Rheumatology Society
Wisconsin Rheumatology Association



