
 

       
 
 
 
 
 
 

 
September 13, 2021 

 
Submitted electronically via:  
http://www.regulations.gov 

 
The Honorable Chiquita Brooks LaSure  
Centers for Medicare and Medicaid Services  
Attention: CMS–1751–P 
7500 Security Boulevard 
P.O. Box 8016 
Baltimore, MD 21244-8016 
 
Re: CMS-1751-P; CY 2022 Payment Policies under the Physician Fee Schedule 
 
Dear Administrator Brooks-LaSure: 
 
The Free From Fibroids Foundation (Foundation) and the Fibroid Coalition (Coalition) 
appreciate the opportunity to offer comments to the Centers for Medicare and Medicaid 
Services (CMS) on the proposed rule for the CY 2022 Physician Fee Schedule (PFS). 
 
The Foundation and the Coalition are dedicated to helping eradicate the health disparities that 
exists with the research, education, and treatment of uterine fibroids. Our mission is to support 
and empower women with symptomatic fibroids who have been ignored, dismissed, or have 
been told that surgery was their only option for treatment. By lending our voice to the many 
women suffering in silence with fibroids, we want physicians to listen to their desire to provide 
them support and information on nonsurgical alternatives to treating their fibroids. 
 
The Foundation and the Coalition are aware of the devastating impact that uterine fibroids can 
have on the health and wellbeing of women.  
 
The CY 2022 PFS Proposed Rule includes drastic cuts of 21 percent to interventional radiologist 
who perform uterine fibroid embolization (UFE) in an office-based setting1.  This payment cuts 
are a direct result of the “budget neutrality” policy, the same policy which drove drastic cuts in 
the 2021 PFS Final Rule. Successive, cumulative cuts to office-based specialists under the PFS 
are resulting in reimbursement ever more disconnected with actual resource needs as well as 

 
1 CPT Code 37243, Vascular embolization or occlusion, inclusive of all radiological supervision and interpretation, 
intraprocedural roadmapping, and imaging guidance necessary to complete the intervention; for tumors, organ ischemia, or 
infarction. 
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increased healthcare consolidation and healthcare costs, greater health inequities, and a 
healthcare system unable to meet the challenges of an ongoing pandemic. 
 
If finalized, provisions of the 2022 PFS Proposed Rule could lead to reduced access for women 
to office-based interventional radiologists that perform UFE, and result in not only higher cost 
to the health care system, but potentially a great number of women having unnecessary 
hysterectomies for the treatment of uterine fibroids.   
 
Additionally, if the Proposed Rule payment reductions are adopted, a number of outpatient 
interventional centers will be forced to close – the very centers that have played a pivotal role 
during the COVID-19 pandemic, providing an invaluable safety net for hospitals and the 
communities they serve— many of which had to cease elective surgical procedures due to the 
risk of COVID-19 spread as well as lack of hospital resources and ICU beds. 
  
The Coalition is a proud member of the United Specialists for Patient Access (USPA) which 
represents a broad spectrum of office-based specialists such as anesthesiologists, cardiologists, 
dialysis vascular access providers, interventional radiologists, limb salvage specialists, 
phlebologists, physical therapists, radiation oncologists, and vascular surgeons. 
 
The Foundation and Coalition echo USPA’s submitted comments, included as an attachment, 
and appreciate this opportunity to provide additional commentary on the efficacy and benefits 
of UFE as a nonsurgical treatment for uterine fibroids. 
 
Background 

In the United States, fibroids impact nearly two-thirds of women by age 50.  Black women and 
women of color disproportionately suffer from these benign tumors. Black women are 
diagnosed with fibroids roughly three times as frequently as white women.  Almost 25% Black 
women between 18 and 30 have fibroids compared to about 6% of white women, and by age 
35 that number increases to 60%. Black women are also at least twice as likely as white women 
to have a hysterectomy for the treatment of fibroids. 
 
In a national survey published by the American Journal of Obstetrics and Gynecology on the 
impact of uterine fibroids, women waited an average of 3.6 years before seeking treatment for 
fibroids and 41% saw two or more healthcare providers for diagnosis. Nearly 80% of women 
surveyed expressed a desire for treatments that do not involve invasive surgery and a majority 
wanted to preserve their uterus.2 
 
Nearly 600,000 hysterectomies are performed annually, making it the second most performed 
surgery in the United States.  The most common reason for hysterectomy - benign uterine 
fibroids.   
 
While hysterectomy is an option, it is actually totally unnecessary as a treatment for fibroids. It 
has been documented in numerous studies that most women who suffer from fibroids only  

 
2 Borah, B. J., Nicholson, W. K., Bradley, L., & Stewart, E. A. (2013). The impact of uterine fibroids: a national survey of affected 
women. American journal of obstetrics and gynecology, 209(4), 319.e1–319.e20. https://doi.org/10.1016/j.ajog.2013.07.017 
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hear about surgical treatment options – myomectomy (surgically removing some of the 
fibroids) and hysterectomy (removing most or all of the uterus). 
 
Many, if not all, of these young women decided on hysterectomy because they were not 
informed of other treatments, such as the outstanding nonsurgical procedure of uterine fibroid 
embolization (UFE).3  This is not due to a lack of knowledge or awareness within the medical 
community. In 2008, UFE was endorsed by the American College of Obstetricians and 
Gynecologists with the highest level of scientific evidence (Level A)4 and recommends UFE “as 
an interventional procedure for the treatment of uterine [fibroids]...in patients who desire 
uterine preservation.”5 
 
UFE has a 25-year track record of safety and efficacy and is performed as an outpatient 
procedure by interventional radiologists, physicians trained in minimally invasive, image-
guided, nonsurgical, targeted treatments replacing traditional surgery.  
 
During the UFE procedure, the physician makes a small nick in the skin of the upper thigh (or 
sometimes the left wrist), inserts a thin catheter and steers it into the uterine arteries under X-
ray guidance. Tiny particles are injected which interrupt the blood flow to the fibroids. Without 
a blood supply, the fibroids will soften and begin to shrink. As this process occurs, the woman’s 
symptoms start to disappear. The uterus remains completely alive and there have been 
numerous children before after the UFE procedure.  
 
Request 

Considering that the second-order negative effects of PFS “budget neutrality” greatly outweigh 
incorporating new clinical labor data, the Foundation and the Coalition strongly supports 
USPA’s recommendation that CMS not finalize the clinical labor policy at this time in the 2022 
PFS Final Rule. Moreover, considering PFS “budget neutrality” effects from the 2021 PFS Final 
Rule E/M policy are still causing negative impacts in the form of a scheduled 3.75 percent cut to 
the conversion factor in 2022, we urge you to work with Congress on fundamental reform to 
the PFS in order that we may better address the upcoming 3.75 percent cut in legislation later 
this year. 
 
The Foundation and Coalition look forward to continuing to work with CMS to reform the 
Physician Fee Schedule and serve as a resource on the clinical efficacy and benefits of UFE as a 
nonsurgical treatment for uterine fibroids. If you have additional questions regarding these 
matters and the views of the Foundation or Coalition, please contact John C. Lipman, MD, FSIR 
at (404) 977-5007 or john@atlii.com.  For more information about the Free From Fibroids 
Foundation please visit freefromfibroids.org.  

 
3 Lipman J. Awareness of uterine fibroid embolization (UFE) as a treatment option for uterine fibroids in a community-based 
practice. J Vasc Interv Radiol 2015;26:S138; Society of Interventional Radiology The Fibroid Fix: What Women Need to Know. 
August 2017.  https://tinyurl.com/s8u4kakk [Last accessed on Aug 8, 2021]. 
4 ACOG Practice Bulletin No. 96: Alternatives to Hysterectomy in the Management of Leiomyomas, Obstetrics & Gynecology: 
August 2008 - Volume 112 - Issue 2 Part 1 - p 387-400 doi: 10.1097/AOG.0b013e318183fbab; reaffirmed with updated ACOG 
Practice Bulleting No. 228 released June 2021. 
5 Management of symptomatic uterine leiomyomas. ACOG Practice Bulletin No. 228. American College of Obstetricians and 
Gynecologists. Obstet Gynecol 2021;137:e100–15. 
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September 13, 2021 

Submitted electronically via: http://www.regulations.gov  

The Honorable Chiquita Brooks-LaSure 

Centers for Medicare and Medicaid Services  

Attention: CMS–1751–P 

7500 Security Boulevard 

P.O. Box 8016 

Baltimore, MD 21244-8016 

Re: CY 2022 Physician Fee Schedule Proposed Rule 

Dear Administrator Brooks-LaSure: 

The United Specialists for Patient Access (USPA) appreciates the opportunity to offer its 

comments to the Centers for Medicare and Medicaid Services (CMS) on the proposed rule for 

the CY 2022 Physician Fee Schedule (CMS-1751-P).1  USPA represents a broad spectrum of 

office-based specialists such as anesthesiologists, cardiologists, dialysis vascular access providers, 

limb salvage specialists, phlebologists, physical therapists, radiation oncologists, radiologists, and 

vascular surgeons, as well as specialty societies and the device and equipment manufacturers that 

support them.  

USPA appreciates this opportunity to comment on the proposed regulations.  As discussed in 

further detail below, USPA states at the outset of this comment that considering the second-

order negative effects of PFS “budget neutrality” greatly outweigh incorporating new 

clinical labor data, we strongly recommend CMS not finalize the clinical labor policy at 

this time in the 2022 PFS Final Rule.    

This letter will comment on the following issues: 

• Impact of the 2021 and 2022 PFS Rules on Office-Based Specialists 

• Second-Order Effects Resulting in a PFS Ever More Out of Touch with Actual Costs 

• Proposed Principles for Reform 

I. IMPACT OF THE 2021 AND 2022 PFS RULES ON OFFICE-BASED SPECIALISTS 

2021 Physician Fee Schedule Final Rule 

 
1 Federal Register, 86 FR 39104 (July 23, 2021) 

http://www.regulations.gov/
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The 2021 PFS Rule increased payments starting in 2021 for E&M services (99202-99215), 

introduced an add-on code (HCPCS G2211) for complex care associated with evaluation and 

management “E&M,” and adjusted “E&M-like” services codes.  As a first order effect, updating 

data for such services seems logical.  However, due to “budget-neutrality,” the second order 

effect on the conversion factor resulted in substantial cuts to office-based specialists without 

regard to patient care or actual PFS provider resource needs.  While CMS and the AMA focused 

on updating E&M data, there was almost no analysis of second-order effects to a wide group of 

providers and their patients resulting from the huge cut to the conversion factor (see Table 1 

below).  These cuts were so significant that Congress took it upon itself to phase in the cuts 

through H.R. 133 so that the next round of cuts will occur on 1/1/2022 (3.75%) and the 

remaining cuts will occur on 1/1/2024 (~3%). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2022 Physician Fee Schedule Proposed Rule 

While the 2021 Medicare reimbursement reduction was due to the E/M code revaluations, the 

main driver of provider cuts in the 2022 PFS Proposed Rule relates to budget-neutrality effects 

of a CMS proposal to update clinical labor data.  Like last year’s E/M proposal, as a first order 

effect, updating clinical labor data in the CMS database seems logical.  However, because of PFS 

“budget-neutrality,” the incorporation of new clinical labor data actually results in massive cuts 

Specialty Impact of 2021 PFS

Radiology -10%

Nurse Anes / Anes Asst -10%

Chiropractor -10%

Physical/Occupational Therapy -9%

Pathology -9%

Cardiac Surgery -8%

Interventional Radiology -8%

Anesthesiology -8%

Nuclear Medicine -8%

Thoracic Surgery -8%

Critical Care -7%

Plastic Surgery -7%

Neurosurgery -6%

Audiologist -6%

General Surgery -6%

Vascular Surgery -6%

Emergency Medicine -6%

Ophthalmology -6%

Portable X-Ray Supplier -6%

Radiation Oncology / Radiation Therapy Centers -5%

Colon And Rectal Surgery -5%

Independent Laboratory -5%

Table 1
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of up to 20 percent to critical services in the PFS.2  Specifically, the updates to clinical labor 

data in the PE methodology cause the total direct cost pool to go up 32% and the “direct 

adjustment factor” to decrease from 0.5916 to 0.4468.  Going back over the last decade, the 

direct adjustment factor has never been anywhere near as low (see chart below).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Here again, while CMS dedicated significant resources to the collection of updated clinical labor 

data, there was no analysis of second-order effects to a wide group of providers from the 

unprecedented cut to the direct adjustment factor (see Table 2 below).   

 

 

 

 

 

 

 

 

 

 

 

 

 
2 It is worth noting another area ripe for reform is the PFS “impact table,” which does not disaggregate specialty 
impact by site-of-service, thereby masking the true impact of the PFS on office-based specialists in the 2022 PFS 
Proposed Rule and, historically, every other PFS rule. 
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In sum, PFS second-order “factors” are outweighing the benefits of first order updates to 

the PFS.  With respect to the 2021 PFS, whether or not new E&M data was accurate, the 

corresponding indiscriminate cut of 10% to the conversion factor is having huge second 

order effects that are not being considered.  With respect to the 2022 PFS, whether or not 

new clinical labor data is accurate, a corresponding indiscriminate cut of 24% to the 

“direct adjustment factor” will have huge second order effects that are not being 

considered.  With respect to the 2023 PFS, should CMS make significant changes to the 

“indirect practice expense” data in the 2023 PFS (as it is indicating it will), it will not 

analyze second order effects from whatever factor it uses to budget neutralize.  The result 

is a PFS that is ever more out of touch with reality as “conversion factors,” “direct 

adjustment factors,” and other “factors” make the PFS less and less reflective of what it 

actually takes to provide services in the office. 

 

II. SECOND-ORDER EFFECTS RESULTING IN A PFS EVER MORE OUT OF 

TOUCH WITH ACTUAL COSTS 

 

While some characterize the PFS “budget-neutrality” provision as a “sometimes you win, 

sometimes you lose” policy, in fact, over the last decade, cumulative PFS redistributions clearly 

have negatively impacted certain providers.  For example, cardiology, vascular surgery, 

radiation oncology, and radiology have endured cumulative cuts over the last decade in the 

PFS of between 20 and 40 percent (see chart below).3  It is important to note that PFS 

Impact Tables do not disaggregate specialty impact by site-of-service, and, as a result, 

mask even worse cuts to office-based specialists.  Other times, the PFS “budget-neutrality” 

provision is characterized as rebalancing the PFS away from higher-paid providers and towards 

lower paid providers.  In fact, however, in the 2021 PFS, the lowest paid providers  — physical 

therapists — received a 9 percent cut which was redistributed to other PFS providers making at 

 
3 Health Management Associates, Analysis of the 2022 Physician Fee Schedule, 2021 

Specialty Impact of 2022 PFS 

Peripheral Vascular Disease -14%

Radiation Therapy Centers -14%

Interventional Radiology -13%

Vascular Surgery -11%

Oral Surgery (Dentists) -8%

Radiation Oncology -8%

Medical Oncology -6%

Clinical Laboratory -6%

Hematology/oncology -6%

Diagnostic Radiology -6%

Nuclear Medicine -5%

Allergy/Immunology -5%

Cardiac Electrophysiology -5%

Table 2



 

5 
 

least 170 percent more.45  In short, the historical evidence is that PFS “budget neutrality” has not 

been a fiscally responsible policy tool, but rather a driver in PFS center closures and increased 

costs to the Medicare program.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ongoing Cuts to Office-Based Specialists as a Driver of Health System Consolidation 

 

While President Biden’s Executive Order on Promoting Competition in the American Economy 

makes it clear that this Administration is concerned with health system consolidation, the 2022 

PFS Proposed Rule serves to undercut this initiative.  According to the American Medical 

Association, the share of physicians working for a hospital increased from 29.0 percent in 2012 

to 39.8 percent in 2020.6  The ongoing pandemic also has accelerated these trends with hospitals 

and corporate entities acquiring 20,900 additional physician practices over the last two years.7  

Given that the reimbursement for medical specialties is, on average, $178,000 more in a 

 
4 Urban Institute and SullivanCotter, Analysis of Physician Compensation, January 2019.  
5 Bureau of Labor Statistics, U.S. Department of Labor, Occupational Outlook Handbook, Physical Therapists. 2021 
6 American Medical Association, Recent Changes in Physician Practice Arrangements: Private Practice Dropped to Less Than 

50 Percent of Physicians in 2020, Carol K. Kane, PhD, June 2021 
7 Avalere, Hospitals and Corporations Own Nearly Half of U.S. Physician Practices: Covid-19 Accelerated Ownership Trend, 

June 2021 
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vertically integrated health system, the incentive is clear for beleaguered PFS providers who 

may no longer be able to sustain cuts in the 2022 PFS Proposed Rule to simply close their 

centers and continue the migration to large health systems.8   

 

Ongoing Cuts to Office-Based Specialists as a Driver of Health Inequities 

 

The proposed cuts in the 2022 PFS Proposed Rule will have profoundly negative effects on 

health equity.  While President Biden’s FY 2022 Budget contained many worthy provisions 

aimed at addressing health inequity through the elimination of disparities in health care, the 2022 

PFS Proposed Rule actually threatens to undermine these initiatives in areas throughout the PFS 

as exemplified with several examples in Table 3 below.  

 

Table 3 

Disease/Service  Health Inequity 2022 PFS 

Venous Ulcer / 

Endovenous 

radiofrequency ablation 

Black patients present with more advanced 

venous insufficiency than White patients9  

Key Code 

(36475) Cut by 

23% 

ERSD / Dialysis 

Vascular Access 

Black and Latino patients start dialysis with a 

fistula less frequently despite being younger10  

Key Code 

(36902) Cut 

by18% 

Cancer / Radiation 

oncology  

Black men are 111 percent more likely to die of 

prostate cancer; Black women are 39 percent 

more likely to die of breast cancer11  

Key Code 

(G6015) Cut by 

15% 

Peripheral Artery 

Disease / 

Revascularization 

Black Medicare beneficiaries are three times 

more likely to receive an amputation12 Latino are 

twice as likely13 

Key Codes 

(37225-37221) 

Cut by 22% 

Fibroid / Uterine 

Fibroid Embolization 

Uterine fibroids are diagnosed roughly three 

times more frequently in Black women14  

Key Code 

(37243) Cut by 

21% 

 

Ongoing Cuts to Office-Based Specialists Weaken Our Nation’s Pandemic Response 

 

Ongoing cuts to office-based specialists under the PFS also are weakening our healthcare 

system’s ability to deal with the ongoing COVID-19 pandemic.  A key lesson from the pandemic 

is that it is critical that hospitals have sufficient resources to care for their sickest patients.  Yet 

other patients dealing with cancer, end-stage renal disease, coronary disease, and other post-

acute issues cannot wait for the cancer care, dialysis vascular access repair, imaging, physical 

 
8 Post, Brady PhD et al., Hospital physician integration and Medicare’s site-based outpatient payments, Health Serv Res. 

2021;56:7 15 
9 Vascular and Endovascular Surgery, Advanced Chronic Venous Insufficiency: Does Race Matter?, 26 December 2016 
10 Racial/Ethnic Disparities Associated With Initial Hemodialysis Access. JAMA Surg.2015 Jun;150(6):529-36. doi: 

10.1001/jamasurg.2015.0287 
11 Cure, Cancer Sees Color: Investigating Racial Disparities in Cancer Care, Katherine Malmo, 16 February 2021  
12 Dartmouth Atlas, Variation in the Care of Surgical Conditions: Diabetes and Peripheral Arterial Disease, 2014 
13 J. A.Mustapha, Explaining Racial Disparities in Amputation Rates for the Treatment of Peripheral Artery Disease 

(PAD) Using Decomposition Methods, J. Racial and Ethnic Health Disparities (2017) 4:784–795 
14 University of Michigan, Understanding Racial Disparities for Women with Uterine Fibroids, Beata Mostafavi, 12 August 2020 
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therapy, etc. that is critical to keeping them alive or out of the hospital.1516  Office-based care 

under the PFS provides a critical site-of-service outside of the hospital to deal with non-COVID 

cases so hospitals can focus on a resurging pandemic; ongoing cuts to PFS providers threaten the 

viability of the critical office-based setting during the COVID-19 pandemic.17   

 

REQUEST.  Considering that the second-order negative effects of PFS “budget neutrality” 

greatly outweigh incorporating new clinical labor data, we strongly recommend CMS not 

finalize the clinical labor policy at this time in the 2022 PFS Final Rule.  Moreover, 

considering PFS “budget neutrality” effects from the 2021 PFS Final Rule E/M policy are still 

causing negative impacts in the form of a scheduled 3.75 percent cut to the conversion factor in 

2022, we urge you to work with Congress on fundamental reform to the PFS in order that we 

may better address the upcoming 3.75 percent cut in legislation later this year. 

 

III. PROPOSED PRINCIPLES FOR REFORM  

In the 2021 PFS Proposed Rule, CMS highlights the age of the data currently used for indirect 

practice expenses in the CMS database (“our current system for setting PE RVUs relies in part 

on data collected in the Physician Practice Information Survey (PPIS), which was administered 

by the AMA in CY 2007 and 2008.”).  The Agency also notes it is “interested in potentially 

refining the PE methodology and updating the data used to make payments under the PFS …. as 

soon as practicable.”  In the 2022 PFS Proposed Rule, CMS notes it continues to be interested in 

“potentially refining the PE methodology and updating the underlying data, including the PPIS 

data that are the data source that underpins the indirect PE allocation.” 

As USPA noted in its 2021 PFS comment, approaches to updating the indirect practice expense 

data – and potentially the practice expense data overall – appear to break down along three 

general approaches: 

• Use of OPPS Data.  This approach appears to be favored by the RAND Corporation. In a 

2018 report to CMS, Rand describes how macro-level hospital charge data could be used 

to set overall practice expenses under the Physician Fee Schedule.18  While such an 

approach could result in better price transparency and stability for office-based 

stakeholders, a key consideration would be to ensure OPPS data be used in a way that 

promotes the viability and stability of services in the office setting.  For example, 

freestanding radiation oncology centers likely incur direct practice expenses approaching 

100% of a hospital outpatient department and other office-based specialties similarly use 

the same high-cost supplies as a hospital.  USPA believes concepts such as reimbursing 

the same for direct costs (i.e. equipment, supplies, or clinical labor), regardless of 

site of service, have merit. 

 
15 See, for example, the March 2020 CMS “Adult Elective Surgery and Procedures Recommendations,” which listed several “do 

not postpone” procedures such as most cancers, cardiac patients with symptoms, limb threatening vascular surgery, etc. 
16 See also August 2020 CMS “Key Components for Continued COVID-19 Management for Dialysis Facilities,” which 

effectively lists dialysis vascular access as a “do not postpone” procedure. 
17 Hospitals in two states where COVID-19 is surging already have begun to delay elective surgeries again.  See Becker’s ASC 

Review, Elective surgeries delayed at Florida, Louisiana hospitals amid COVID-19 surges, 26 July 2001.  
18 Rand Corporation, Practice Expense Methodology and Data Collection Research and Analysis, 2018 
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• Use of Physician Survey Data in the Current PFS Practice Expense Methodology.  

This approach involves the use of micro-level physician data compiled through a 

physician survey, similar to the previous 2007 / 2008 AMA survey which resulted in 

significant cuts to office-based specialties (e.g. cardiology [-13%], interventional 

radiology [-10%], radiation oncology [-5%]) when it was incorporated into the 2009 

Physician Fee Schedule through the PE Methodology.  As noted previously in this 

comment letter, it’s likely that these aforementioned data pulled from the 2009 Physician 

Fee Schedule impact table mask an even greater negative impact on office-based 

specialties given that the Medicare impact tables aggregate the impacts of office-based 

and hospital-based providers.  Given that any new indirect practice expense physician 

survey data would be fed into the same 19-step PE methodology and result in yet 

another round of significant second-order budget neutrality cuts and disruption, 

USPA would have grave reservations about such an approach.  

 

• Use of “Market Data.”  This approach, among others, is contemplated by CMS in the 

2021 PFS Proposed Rule and would involve the use of “market-based information” 

similar to the market research conducted to update equipment and supply data through 

rulemaking in 2018 for the 2019 Physician Fee Schedule.  CMS’ approach in 2018 to 

derive direct practice expense data for supplies and equipment was grounded in the 

Agency’s use of a contractor, StrategyGen, to arrive at such pricing.  Unfortunately, this 

approach – sometimes referred to as a “secret shopper” methodology – currently suffers 

from a lack of transparency regarding exactly what kind of invoice data (e.g. 

manufacturer(s), setting, year, aggregation methodology, etc.) ultimately was used to 

arrive at the equipment and supply pricing currently included in the CMS database.  

USPA believes the StrategyGen pricing methodology suffers from a significant lack 

of transparency and urges CMS to describe precisely how CMS derives pricing for 

equipment and supplies in the CMS database as it relates to the manufacturer, the 

precise device or equipment the year, aggregation methodology, etc.). 

Proposed Principles for Reform 

USPA believes CMS should recognize that the benefits of first-order updates to the current PFS 

are increasingly outweighed by the second-order negative impacts of concurrent, indiscriminate 

cuts to various factors under the PFS.  We believe there are two key principles to which CMS 

should adhere as it explores a new methodology to update the PFS practice expense 

methodology.   

First, USPA believes CMS should be transparent and provide stakeholders the tools to 

understand how any proposed approach to update the PFS PE Methodology will impact 

reimbursement before implementing such a new PE Methodology.  This principle is critical as 

many office-based specialists focus on discrete service lines.  While this means that office-based 

specialists often can realize optimal patient outcomes as “centers of excellence,” they are much 

more susceptible to reimbursement volatility than, for example, hospitals, which often provide a 

broad array of services.  
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Second, USPA believes CMS should certify to the public and Congress that any new Agency 

action that results in a significant reduction to a given office-based specialty will not result in 

second-order effects that disrupt Medicare patient care (e.g. migration of services to a higher cost 

sites-of-service, significant reduction in patient access to specialty care, exacerbation of health 

inequities, etc.).   

Conclusion 

We look forward to continuing to work with CMS to reform the Physician Fee Schedule to 

ensure the viability of office-based specialists.  If you have additional questions regarding these 

matters and the views of the USPA, please contact Jason McKitrick at (202) 465-8711 or by 

email at jmckitrick@libertypartnersgroup.com . 
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