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The Honorable Alex Azar    The Honorable Seema Verma 
Secretary      Administrator  
Department of Health and Human Services  Center for Medicare and Medicaid Services   
200 Independence Avenue SW    Department of Health and Human Services 
Washington, DC  20201     200 Independence Avenue SW 

Washington, DC  20201 
 
Dear Secretary Azar and Administrator Verma: 
 
Congress enacted the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) with bipartisan 
support to reform the delivery and payment of Medicare services and improve the care received by 
Medicare beneficiaries.  MACRA incentivizes quality and value in the delivery of health care services 
rather than volume, attempting to transform the system to one that pays for better outcomes, one of 
the Secretary’s four top priorities.  However, MACRA’s success is dependent upon having a robust and 
balanced physician workforce and the reliable building blocks needed for payment models. 
 
We are writing to urge the Centers for Medicare & Medicaid Services (CMS) to commit financial 
resources to developing and sustaining the balanced workforce needed to achieve the goals established 
in the MACRA statute.  There is growing evidence that the nation will lack a robust cognitive workforce, 
the physicians whose sole focus is the medical decision-making around the full range of interventions, 
needed to ensure Americans have access to the care they require and achieve MACRA’s value-based 
goals.  The current trends in the career choices of medical school graduates toward procedure-oriented 
specialties combined with the projected workforce changes as cognitive physicians retire will create a 
shortage of the skilled physicians required by a high quality, effective and efficient health care delivery 
system.   
 
This crisis is the direct consequence of distortions in physician payment that have evolved over the last 
25 years from the poorly defined and undervalued evaluation and management (E/M) service codes.  In 
his testimony before the Senate Finance Committee, Secretary Azar recognized the inefficiencies in how 
the government pays for healthcare services and their consequences and the E/M service codes are a 
prime example of these inefficiencies.  We urge the agency to conduct the research necessary to 
redefine and appropriately value the E/M codes in order to protect patient access and support our 
nation’s commitment to value-based, high quality care. If successful, these changes in Medicare will 
serve as a catalyst for change throughout the healthcare system. 
 
CMS spends approximately $47 billion on E/M services, each year which comprises more than half of 
Medicare Part B spending, but these E/M codes fail to capture the full range of complexity required by 
current cognitive clinical practice.  All physicians, regardless of their specialty, bill for these services.  The 
limited E/M code set assumes that a patient encounter with an ophthalmologist providing glaucoma 
care and a primary care internist addressing many simultaneous and interacting problems with a long 
list of potentially conflicting medications represent the same physician work, intensity, and medical 
decision making.   
 
We were pleased to see report language encouraging CMS to commission research necessary to 
redefine and revalue the E/M codes in the FY2017 House and Senate Labor, Health, and Human Services 
Appropriations reports. However, we are disappointed to see that the agency has not yet undertaken 



these studies or declared an intention to address the distortions in the definitions and valuations of the 
E/M codes, despite acknowledging these deficiencies as recently as the 2018 Physician Payment Final 
Rule.  The Merit-Based Incentive Payment System and new Alternative Payment Models authorized by 
MACRA rely on these very same outdated E/M codes on the current Medicare Physician Fee Schedule 
(MPFS), potentially limiting the ability of individual cognitive physicians to fully benefit from the 
opportunities presented by delivery system reform. 
 
CMS is responsible for the accuracy of the MPFS, but complex cognitive services are not accurately 
described by the existing E/M codes, as this care has changed substantially over the last two decades.  In 
that time, these service codes have not been revised to reflect these changes.  For the primary care 
physician, there is a broader clinical agenda including screening, disease prevention, health promotion, 
and lifestyle modification laid on top of the increasing complexity of caring for patients with multiple 
medical conditions and separate but often interacting medications.  For cognitive physicians, there are 
increasingly complicated diagnostic strategies and interventions, many of which include combinations of 
medications, provided in sequences that are essential to the outcome of the therapy.   

Because of the continued under-valuation of these complex services, there are shortages of the very 
physicians required to deliver the comprehensive health care services, as envisioned by MACRA, 
required to keep patients well, and to manage chronic illnesses.  In primary care, infectious disease, 
rheumatology, and endocrinology, fellowship training slots go unfilled.  Medicare patients in both urban 
and rural areas are experiencing increasing waiting times to see physicians who provide purely cognitive 
services.     

Without revising the E/M codes and associated work values, Medicare, and the private payers who 
follow the MPFS, will not be able to fairly compensate cognitive physicians. This is driving fewer young 
doctors to pursue cognitive specialties, putting patients and the public health at risk. A few examples of 
the challenges being faced across the cognitive specialties include:  

• The long anticipated shortage of primary care physicians impacts patients nationwide.  A robust 
primary care workforce that is deployed across the entire country is needed to address the 
opioid epidemic, another of the Secretary’s stated priorities.  Unfortunately, many Americans 
suffering from an opioid addiction live in areas with limited or no access to the front line health 
care providers they need. 

• A dwindling pipeline of infectious disease physicians endangers efforts to provide antimicrobial 
stewardship, successful infection prevention and control, and emergency preparedness 
programs at hospitals and rapid public health responses to outbreaks and other infectious 
diseases threats.   

• Endocrinologists provide care for patients for a range of chronic diseases including diabetes, 
obesity, thyroid disease, and infertility. The growing rates of these conditions have further 
exacerbated already problematic workforce issues in this field. It is currently estimated that the 
number of new entrants to the workforce must grow at a rate of 14 percent a year in order to 
close the gap within five years. 

• In a recent survey, conducted by the American Society of Hematology, practicing hematologists 
reported that nearly one-third of their time, on average, is spent on patient-care related issues 
for which they are not able to bill. Many cognitive care services are vital to patients with 
hematologic diseases and disorders, which involve few procedural treatments, but require 
complicated diagnostic strategies and other treatments, such as chemotherapy, 
immunotherapy, and lifelong medications. Most practicing hematologists/hemato-pathologists 



(74% of respondents) believe that the volume or complexity of benign hematology patients 
exceeds or will eventually exceed the current workforce supply.     

Previous attempts to revise the E/M service codes have been unsuccessful because there is no nationally 
representative, peer reviewed knowledge base upon which to develop evidence-based physician 
payment policy.   We call on the agency to develop this research base. Importantly, the agency has a 
strong foundation for this work.  In MACRA, Congress mandated a comprehensive evaluation of E/M 
services provided during the 10- and 90-day surgical global periods.  This research is currently underway 
and includes direct observation, as well collecting claims-based data and information from 
questionnaires.  The same type of study can be conducted across the broad range of all physician 
cognitive E/M work.  The findings can be used to redefine and appropriately value E/M work.   
 
The current opioid crisis adds urgency to this request.  Addiction management is a long and complicated 
process that most often falls to the physicians most accessible to patients, the primary care physicians 
already in short supply.  At its core, treatment of this chronic illness requires sustained and thoughtful 
professional care.  Our nation can address this need but we need to have the required physicians in the 
workforce, those who rely on the same cognitive services that have been poorly defined and 
undervalued for over 25 years.  The access issues that are highlighted by the opioid crisis have been 
gradually building for years and are already impacting patients with other chronic medical conditions, 
including diabetes, arthritis and rheumatic disease, and chronic liver disease.  
 
CMS must act now to complete the research needed to redefine and revalue E/M codes to avoid future 
disruptions in the supply of cognitive physicians and access to services for patients. We appreciate your 
immediate attention to this request and thank you for your commitment to strengthening patient care 
and public health. 
 
Sincerely,  
 
 

 

 


