
 
 
 
 

 

April 5, 2011 
 
 
 
The Honorable Jim McDermott, MD 
1035 Longworth House Office Building 
United States House of Representatives 
Washington, DC  20515 
 
Dear Dr. McDermott: 
 
I am writing today to express the views of the American Medical Association (AMA) on your 
recently introduced legislation, the “Medicare Physician Payment Transparency and Assessment 
Act of 2011.”  While we share your underlying goal of improving patient access to primary care 
and making primary care specialties a more attractive career choice for young physicians 
entering the workforce, we do not believe that your bill will accomplish these goals.  We are also 
concerned that the “findings” section of the legislation paints a seriously flawed picture of the 
AMA-Specialty Society Relative Value Scale (RBRVS) Update Committee (RUC). 
 
We find that your statements linking the RUC to low payments for primary care are simply not 
supported by the evidence.  It should be acknowledged that since the inception of the RBRVS, 
the RUC has consistently recommended increases for primary care codes.  In fact, each time the 
primary care specialties have brought evaluation and management (E&M) services up for review 
by the RUC, payment increases were recommended resulting in total gains of 22.5 percent for 
these services, as noted in the March 2011 MedPAC report.  During the third five-year review, 
the work values associated with the most commonly provided service, a mid-level office visit 
(99213), were increased by 37 percent, driving a redistribution of more than $4 billion to office 
and hospital visits from procedural services.  Moreover, the RUC has recommended values for 
other services that are frequently performed by primary care physicians, such as telephone calls 
and team conferences, that CMS has declined to cover.  All of these gains for primary care have 
come at the expense of the physicians in other specialties who voted in support of these payment 
increases, due to budget neutrality requirements.  This hardly supports an assertion that primary 
care is disadvantaged in the RUC process. 
 
A root cause for the relatively lower values assigned to E&M services, which your legislation 
does not address, are the statutory requirements of the Social Security Act.  RBRVS is a 
resource-based system.  Values, and ultimately payments, must reflect the relative levels of 
physician resources required to provide the service.  In a health care system that relies so heavily 
on new technologies, it should not be surprising that a resource-based system produces higher 
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payments for resource intensive services.  The system, mandated by Congress in 1989, is not 
designed to reward the kind of value associated with primary care services. 
 
With respect to the disparities in income between primary care physicians and other specialties, 
it is important to note that the considerable Medicare payment increases in primary care 
recommended by the RUC have not been broadly adopted by private payers.  Many private 
insurers continue to use multiple conversion factors to translate the RBRVS into payments, and 
very often a lower conversion factor is applied to primary care services.  The RUC has no 
influence over these practices.  Indeed, the same MGMA data that you have cited on physician 
incomes clearly shows that from 2005-2009 primary care payments have increased by 14.3 
percent while payments to specialists have decreased by 6.5 percent. 
 
As we work to transition the Medicare physician payment system to one that rewards value, we 
would expect that the services of primary care physicians, especially those that involve 
prevention and management of chronic conditions, will be appropriately rewarded.  This does 
not alter, however, the primary function of the RUC, which is to properly and accurately evaluate 
the relative resources needed to provide any given medical service within the parameters set by 
Medicare law. 
 
As to the contention that primary care is underrepresented on the RUC, we must disagree.  The 
relative frequency with which services are provided has no bearing on the breath of expertise 
required to evaluate their resource inputs.  Rather, it must be understood that the RUC looks at 
individual services from the more than 7,000 covered by Medicare.  While primary care 
physicians make up between 15 and 23 percent of RUC membership, only 2 percent of these 
services are provided predominately by primary care providers.  Given the complexity of many 
of the services, it is critical, and appropriate, for the RUC to have a wide variety of experts, 
including primary care physicians, surgeons, those who perform other procedures, and other non-
surgical specialties.  Indeed, there are currently more that 100 medical and surgical specialties 
that participate in the RUC process.  Their expertise is critical for the proper evaluation of 
everything from the simple administration of a vaccine to the most complicated organ 
transplants. 
 
Much has also been made of the fact that CMS has accepted more than 90 percent of all 
recommendations provided by the RUC.  This is a testament to rigorous data collection and the 
countless hours devoted to the process by dedicated physicians and others whose goal is to 
accurately value physician services under the rules proscribed by federal statute.  CMS and other 
stakeholders are involved in the process throughout, so it should be no surprise that the final 
RUC recommendations are viewed as an accurate evaluation of the relative value of physician 
services. 
 
With respect to voting transparency, it is true that the actual votes of individual members of the 
RUC are confidential.  This is done to protect the independence of RUC members who are 
allowed to make judgments on the data submitted without undue pressure from their own or 
other specialties, industry representatives, or others with a stake in the outcome.  Making voting 
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records public would only serve to interject politics into a process that is intended to be data-
driven.  Debates on these matters, however, occur in the presence of hundreds of representatives 
of medical associations, the GAO, CMS, and others, and all data used in these deliberations is 
released publicly. 
 
Finally, it must be noted that CMS has a history of attempting to use contractors to improve the 
RBRVS, but each of these attempts were not ultimately productive.  For example, a consultant 
was used to initially implement the practice cost estimates, but they failed to produce uniform 
standards and the results were highly flawed.  The RUC, at no cost to taxpayers, stepped in, re-
reviewed each and every cost input for 7,000 services, and ultimately redistributed practice 
expense payments to primary care services.  CMS also used a contractor to identify 
misvaluations in work and no specific actions resulted from the effort.  The RUC has engaged in 
this activity and identified and reviewed more than 900 services to date, leading to significant 
($1.5 billion) redistribution in 2011. 
 
Thank you for the opportunity to share these observations.  We continue to believe that the RUC 
provides an unmatched value to the tax-payer and has proven itself to be the premier source of 
accurate analysis of the relative values of physician services.  We would be pleased to welcome 
your attendance at a future RUC meeting so that you may see the process first hand.  We also 
look forward to working with you and others on the Ways and Means Committee in the effort to 
better reward quality and value in the Medicare physician payment system. 
 
Sincerely,  

 
Michael D. Maves, MD, MBA 
 
 
 


