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July 15, 2026

Jonathan Reese
Aetna
ReeselJ2@aetna.com

Re: Aetna Commercial Coverage and Reimbursement for Infliximab
Products

Dear Mr. Reese:

On behalf of the Coalition of State Rheumatology Organizations, | am
writing to express serious concern regarding Aetna’s current commercial
coverage and sourcing requirements for infliximab products.

Infliximab has been a foundational treatment for autoimmune and
inflammatory diseases for nearly three decades. The introduction of
Remicade in the late 1990s fundamentally changed the treatment of
rheumatoid arthritis, ankylosing spondylitis, psoriatic arthritis,
inflammatory bowel disease, and other serious immune-mediated
conditions. For many patients, infliximab remains the most clinically
appropriate and effective treatment.

Under Aetna’s July 2026 policy, Remicade is available only through the
pharmacy benefit, while unbranded infliximab is nonpreferred under the
medical benefit. Aetna instead requires physician practices to purchase
and administer certain preferred infliximab biosimilars through the
medical benefit.

The problem is that rheumatology practices are reporting that
reimbursement for these preferred biosimilars is below their actual
acquisition cost. A physician practice cannot purchase a medication,
maintain the necessary inventory, assume financial responsibility for the
product, and administer it at a predictable loss. This is not a matter of a
practice seeking a higher margin or preferring a particular manufacturer.
It is a basic question of whether the treatment can be provided without
the practice losing money on every infusion.

The combined effect of Aetna’s formulary, sourcing, and reimbursement
decisions is therefore a functional exclusion of physician-administered
infliximab. Remicade and unbranded infliximab are effectively
unavailable through the traditional buy-and-bill model, while the
biosimilars that Aetna designates as preferred cannot be sustainably
acquired and administered by many community practices.
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This result undermines the central purpose of biosimilar competition. Biosimilars were
introduced to expand access and reduce healthcare spending. They should not be used to
create an arrangement in which the payer-selected products are reimbursed below acquisition
cost, leaving an affiliated or mandated specialty-pharmacy channel as the only financially viable
source. When the preferred biosimilar cannot be administered in the physician’s office, the
patient may instead be switched to an entirely different and potentially more expensive
therapy. Any anticipated savings from the biosimilar policy are then lost.

This policy also creates significant consequences for patients. It may force clinically stable
patients to undergo nonmedical treatment changes, delay therapy while a replacement
medication is authorized, or require medication to be supplied through a third-party specialty
pharmacy. It may also push care away from independent community practices and toward
more expensive sites of service.

Aetna should not designate a drug as “preferred” unless participating practices can reasonably
acquire and administer that drug within the reimbursement provided. A product that is
preferred on paper but reimbursed below acquisition cost is not meaningfully accessible to
patients.

We respectfully request that Aetna:

1. Restore Remicade and unbranded infliximab as covered physician-purchased options
under the medical benefit.

2. Ensure that reimbursement for every required or preferred infliximab biosimilar is
sufficient to cover the practice’s reasonable acquisition cost and the financial risk
associated with purchasing and maintaining the medication.

3. Establish a straightforward exception allowing use of Remicade, unbranded infliximab,
or another clinically appropriate infliximab product whenever the preferred product
cannot be acquired at or below Aetna’s reimbursement.

4. Protect patients who are clinically stable on their current infliximab product from
mandatory nonmedical switching or disruption of treatment.

5. Suspend enforcement of the current restrictions while Aetna reviews their effect on
community practices and patient access.

CSRO supports responsible biosimilar utilization when it produces genuine savings without
compromising access to treatment. However, a policy that requires practices to administer
preferred products below acquisition cost does not lower the cost of care. It makes the
treatment unavailable and forces physicians to select other, frequently more expensive options.

We would welcome the opportunity to meet with Aetna’s medical, network, and
reimbursement leadership to review the acquisition and reimbursement data and identify a
solution that preserves access to infliximab in the community physician setting.



Thank you for your prompt attention to this matter. We look forward to your response.
Sincerely,

Sincerely,
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Aaron W. Broadwell, MD
President, Coalition of State Rheumatology Organizations (CSRO)
Phone: (414) 918-9825

Email: info@csro.info
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