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September 10, 2018 
 
Seema Verma 
Administrator 
Centers for Medicare & Medicaid Services, 
Department of Health and Human Services, 
Attention: CMS-1693-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, Maryland 21244-1850 
 
SUBMITTED ELECTRONICALLY VIA http://www.regulations.gov  
 
Re:   Medicare Program; Revisions to Payment Policies Under the Physician Fee Schedule and Other 
Revisions to Part B for CY 2019; (CMS–1693–P) 
 
Dear Administrator Verma: 
 
The National Association of Epilepsy Centers (NAEC), the American Clinical Neurophysiology Society 
(ACNS), and the American Epilepsy Society (AES) are pleased to offer comments on the proposed rule 
outlining revisions to the Medicare Physician Fee Schedule (PFS) for 2019.  Our comments focus on: 
 

1. Proposals Related to Evaluation & Management Visits - Documentation and Payment Policies 
2. Public Comment Solicitation on Eliminating the Prohibition on Billing Same-Day Visits by 

Practitioners of the Same Group and Specialty 
3. Teaching Physician Documentation Requirements for Evaluation and Management Services 
4. Proposed RVUs for Revised and New CPT Codes for Neurostimulators,  and ECoG services 

  
Background 
NAEC is an organization of 240 specialized epilepsy centers in the United States dedicated to developing 
standards of care and promoting their adoption by epilepsy centers through its accreditation program. 
NAEC pursues an active agenda, educating public and private insurers, policymakers, and government 
officials about the complexities of and need for patient access to specialized epilepsy services. 
 
ACNS is the major professional organization in the United States devoted to the establishment and 
maintenance of standards of professional excellence in clinical neurophysiology in the practice of 
neurology, neurosurgery and psychiatry. ACNS members utilize neurophysiology techniques in the 
diagnosis and management of patients with disorders of the nervous system and in research examining 
the function of the nervous system in health and disease.  ACNS is seated in the AMA House of Delegates 
and is part of the North America Chapter of the International Federation of Clinical Neurophysiology 
(IFCN). 
 
Founded in 1946, the American Epilepsy Society (AES) is the national medical and scientific society whose 
members are dedicated to advancing research and education for preventing, treating and curing epilepsy. 
With more than 4,000 members, AES is an inclusive global forum where professionals from academia, 
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private practice, not-for-profit, government and industry combine efforts to eradicate epilepsy and its 
consequences.  
 
As national subspecialty organizations, whose members are dedicated to the diagnosis and management 
of patients with epilepsy, our comments will provide CMS with the expected impact of the proposed rule 
on the complex care provided by our members to patients with intractable epilepsy.  Epilepsy is a serious 
chronic condition with unpredictable life-threatening exacerbations.  Many patients are relatively easy to 
diagnose and a single medication will be effective in controlling seizures without causing side-effects.  
Unfortunately 25 – 30% of patients living with epilepsy have intractable or refractory seizures and often 
multiple co-morbidities.  For many of these patients it takes many years to accurately diagnose and 
effectively treat their epilepsy.  We believe Medicare includes a significant number of patients with 
intractable epilepsy, as many are eligible for benefits due to their disability rather than their age.  
 
Many patients with intractable epilepsy are treated by epileptologists (neurologists specializing in 
epilepsy) and are seen at specialized epilepsy centers, which utilize a multi-disciplinary approach to 
provide the highest level of tertiary care.  This often includes visits with epileptologists, neurosurgeons, 
mental health professionals, neuropsychologists, nurse specialists and other team members.  Through 
this team approach, patients are evaluated on both an outpatient and inpatient basis to determine what 
type of seizures are occurring, which part of the brain is affected, and what treatments may be effective.  
This high level of evaluation identifies patients who are good candidates for surgery, which can be a means 
to cure their epilepsy.  
  
Evaluation & Management Visits – Documentation and Payment Proposals 
We commend CMS for recognizing the documentation burden associated with the existing evaluation & 
management (E/M) codes and appreciate the agency’s recognition in the proposed rule that the existing 
outpatient E/M services and their documentation requirements do not accurately reflect current medical 
practice nor do they distinguish the level of service provided or the resources utilized.  
 
While our organizations support many of the proposed changes to the documentation requirements for 
reporting E/M services, we oppose the consolidation of level 2 - 5 E/M services into a single payment 
rate. The consolidation of E/M visits will directly impact patient access to and the quality of epilepsy care.  
Patients are referred to epilepsy specialists or an epilepsy center when the first line of treatments are not 
effective.  Patients with intractable epilepsy have visits dominated by the explanation of the diagnostic 
tests and treatments to enable them to make the best decisions regarding their care.  Time for education 
and counseling is especially important for patients when medications are not effective and brain surgery, 
though risky, is a better option.  It is through the higher level E/M visits that the physician develops the 
relationship with the patient to get them to overcome their fears and select a more invasive, but better 
treatment option.  Providing high quality care and achieving the best outcomes requires the face-to-face 
time to thoroughly explain the issues and answer the questions of the patient and their family members.   
 
The proposed changes to E/M reimbursement are likely to directly reduce the opportunity to provide this 
level of care, since physicians will be encouraged to spend less time in each visit  as they strive to fit more 
patients into their schedules. Or, patients and their caregivers may be forced to return for an additional 
visit at additional financial and time costs.  Additionally, patients will either be overpaying or underpaying 
their co-payments for these services since their share will no longer correlate to their service level.   
 
Despite CMS’ proposed add-on codes for neurology services and prolonged services to soften the 
payment reduction (discussed in more detail below), we believe the net effect of the changes will be a 
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reduction in payment for neurologists specializing in epilepsy care.  For this reason our organizations 
oppose the proposed E/M payment policies and ask that CMS work with stakeholders to develop 
alternative approaches to E/M payment and documentation requirements that can be implemented in 
2020.  
 
Consolidation of E/M Visits to Single Payment Rate 
Our members typically utilize level 4 and 5 E/M codes for outpatient services, with most new patient visits 
coded at a level 5 and follow-up visits with established patients coded as level 3 or 4.  For this reason, 
epileptologists will be disproportionately harmed by this proposal.  CMS’s impact tables in the proposed 
rule state that neurology will face a negative 2 percent reduction, while an analysis conducted by the 
American Medical Association (AMA) attached to this letter shows that neurology payments will decrease 
by 5 percent.  It is not clear what is causing the differences in the analyses, but we believe that since 
epileptologists provide a high volume of higher-level E/M services, the negative impact for our members 
will likely be much more significant.  
 
Level 4 and 5 visits are the only way to reflect the cognitive intensity required to care for the most 
complicated, challenging, and vulnerable patients with epilepsy that our members treat.  By consolidating 
these E/M services, there will be no way to account for the higher level of care and complexity of the 
patients being seen.  Since consultation codes have been eliminated, the current E/M coding structure is 
the only means specialists have to distinguish the complexity of the patients they are seeing, along with 
their expertise and experience. 
 
Add-On Code Proposals 
To address the reimbursement shortfalls from the consolidation of the E/M services that some specialties 
would experience, CMS is proposing to create complexity add-ons for primary care of $5 and for certain 
specialty care of $13.70.  While we appreciate that CMS included neurology as one of the cognitive 
services that could be reported by the new add-on code, we do not believe that the add-on code will 
adequately compensate for the intensity and complexity of the services that epileptologists typically 
provide.  When the specialty add-on code is billed in conjunction with the single payment established 
patient visit worth $93, this still falls short of the current level 4 reimbursement of $109 and level 5 
reimbursement of $148.  This reduction while small will have a significant impact on epilepsy providers.   
 
CMS is also proposing to create a new 30 minute prolonged service code that can be billed with longer 
visits.  We appreciate the agency’s intent to recognize there are circumstances where longer visits are 
necessary, but it is not clear how this code would be billed.  We ask that CMS provide clarification for   the 
required time for the base E/M code and how much additional time is needed to bill the prolonged service 
code.   
 
Multiple Procedure Payment Reduction 
Our organizations oppose CMS’ proposal to reduce payment by 50 percent for the least expensive 
procedure or visit that the same physician (or a physician in the same group practice) furnishes on the 
same day as a separately identifiable E/M visit, currently identified on the claim using modifier -25. We 
believe that the AMA Resource Based Relative Value Update Committee (RUC) has already eliminated the 
overlap in physician work, clinical staff time, supplies, and equipment for multiple services provided on 
the same day.  If implemented, CMS’ proposed policy will create an additional incentive for physicians to 
provide procedures separately from office visits at additional time and expense to patients.   
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Public Comment Solicitation on Eliminating the Prohibition on Billing Same-Day Visits by Practitioners 
of the Same Group and Specialty 
 
Today, Medicare will not pay for two E/M visits billed by a physician (or physician of the same specialty 
from the same group practice) for the same beneficiary on the same day unless the physician documents 
that the visits are for unrelated problems.  However, the agency now recognizes that there may be certain 
instances where this does not make sense and inconveniences patients and has requested comment on 
this issue. 
 
Our members provide multi-disciplinary care, in which multiple providers collaborate to diagnose and 
treat a patient’s intractable epilepsy.  This highly-specialized care is provided at a limited number of 
hospitals in the country, meaning that many patients travel long distances for appointments.  Accordingly, 
patients and caregivers strongly prefer to see all their varied specialists in one day, during one 
visit.  Furthermore, care is enhanced when these providers can meet the patient simultaneously, to best 
explain complicated neurological conditions, and the impact various treatments will have on the patient’s 
brain functions and mental health.  The proposed reduction in reimbursement when multiple providers 
see a patient on the same day will preclude this multi-disciplinary approach that is a critical element of 
the superior quality of care provided by highly specialized centers. 
 
Our organizations agree with CMS that this prohibition impedes high-quality patient care. Physicians are 
increasingly providing team based care and are encouraged by CMS and private payers to do so.  P 
Prohibiting billing two E/M visits on the same day by practitioners in the same group and specialty 
undermines the type of collaboration required to deliver team based care effectively.  We ask that CMS 
eliminate this prohibition and reimburse for multiple same-day visits by practitioners of the same group 
and specialty.   
 
Teaching Physician Documentation Requirements for Evaluation and Management Services 
 
CMS is responding to feedback that the E/M documentation requirements for visits provided by teaching 
physicians are burdensome and duplicative of notes already made by residents and other members of the 
health care team.  Our organizations support the proposed change to allow a physician, resident, or nurse 
to document the visit and specifically note that the physician was present at the time the service was 
provided.  This proposed change will eliminate duplicative work. 
 
Proposed Values for New and Revised CPT Codes for Neurostimulator Services and Electrocorticography 
 
Our organizations are concerned that CMS is not proposing the RUC-recommended values for 
neurostimulator CPT codes 95970, 95X83, 95X84, 95X85, and 95X86 and the electrocorticography (ECoG) 
code 96X00.  For each of these services, CMS is proposing reductions in RVUs in contradiction to the 
surveys our members participated in and the RUC deliberations and recommendations for these codes.  
We support the arguments laid out on this topic in the comment letters submitted to CMS by the AMA 
Relative Value Update Committee and the American Academy of Neurology and urge CMS to adopt the 
RUC recommended values for these services.    
 
In addition, we believe CMS has inadvertently not assigned non-facility PE RVUs for the new CPT code for 
electrocorticography (96X00 - Electrocorticogram from an implanted brain neurostimulator pulse 
generator/transmitter, including recording, with interpretation and written report, up to 30 days) 
discussed on page 35771 of the Proposed Rule.  This code was created to capture the service of the 
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physician reviewing stored electrocorticographic data from an implanted brain neurostimulator such as 
the RNS System.  While the service is typically performed in the physician office setting, not the facility 
setting, the RVUs would be the same in both settings. We believe this is a mistake and ask that CMS 
assign RVUs for the Non-Facility PE RVUs and the Total Non-Facility RVUs as this service is primarily 
performed in the physician office.   
 
Thank you for your consideration of our organizations’ comments.  Please contact Ellen Riker, NAEC’s 
Executive Director, at eriker@dc-crd.com or (202) 484-1100 with any questions or for more information.   

Sincerely, 

 

 
Nathan Fountain, MD 
President 
National Association of Epilepsy Centers 

 
 
 
 

 
Tobias Loddenkemper, MD, FACNS 
President 
American Clinical Neurophysiology Society 
 
 
 
 
 
Shlomo Shinnar, MD, PhD 
President 
American Epilepsy Society 
  

mailto:eriker@dc-crd.com
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AMA Estimated Impact of CY2019 Evaluation and Management Proposed Policy by Medicare Specialty 
 
*Includes CPT Codes 99201-99215, GCG0X, GCG1X, GPD0X and GPD1X, but does not include GPRO1 - prolonged service 
Analysis uses Estimated CY2017 Medicare Utilization and CY2019 Medicare CF for both "Current Method" and "Proposed 
Method"; E/M MPPR Estimate based on 2016 Medicare Carrier 5% Standard Analytic File Excludes specialties with less than 
$1 million in CY2017 allowed charges for 99201-99215 or claims with unknown specialty designation 
 

 
 
 
 

Medicare Designated Specialty 

 

 
Total Medicare Payment 
for Office Visits w/o Policy 
Changes 
 
(Using CY2018 Total RVUs) 

 
 
 

Change in Payment Due To 
Proposed E/M Collapse 
Policy (includes G codes*) 

 
 
 

Additional Change in 
Payment Due to E/M 
MPPR Policy 

 
 
 

Net Change Due to E/M 
Collapse and E/M MPPR 
Policies 

Total Medicare 
Payment for Office 
Visits Under Proposed 
Method (E/M Collapse 
and E/M MPPR) 
 
(Using Proposed CY2019 
Total RVUs) 

 
Percent Change in 
Payment for Office 
Visits 
 
(Both E/M Collapse 
and E/M MPPR 
Policies) 

TOTAL $ 23,298,623,446      

HOSPICE $ 6,491,871 $ (1,278,816) $ (21,072) $ (1,299,888) $ 5,191,983 -20% 
HEMATOLOGY $ 35,814,877 $ (5,616,074) $ (76,952) $ (5,693,026) $ 30,121,850 -16% 
GYNECOLOGY/ONCOLOGY $ 28,857,336 $ (3,997,258) $ (547,163) $ (4,544,421) $ 24,312,915 -16% 
MEDICAL ONCOLOGY $ 217,094,796 $ (31,098,224) $ (182,736) $ (31,280,960) $ 185,813,836 -14% 
NEUROPSYCHIATRY $ 3,342,298 $ (410,887) $ (23,423) $ (434,310) $ 2,907,988 -13% 
NEPHROLOGY $ 366,158,222 $ (47,203,589) $ (302,888) $ (47,506,478) $ 318,651,744 -13% 
NUCLEAR MEDICINE $ 3,261,367 $ (405,925) $ (12,208) $ (418,133) $ 2,843,234 -13% 
CARDIAC ELECTROPHYSIOLOGY $ 123,640,581 $ (15,324,933) $ (146,856) $ (15,471,789) $ 108,168,792 -13% 
CRITICAL CARE (INTENSIVISTS) $ 35,990,339 $ (4,325,639) $ (100,505) $ (4,426,144) $ 31,564,195 -12% 
RADIATION ONCOLOGY $ 85,243,662 $ (9,893,434) $ (574,960) $ (10,468,394) $ 74,775,268 -12% 
PODIATRY $ 645,600,644 $ (10,733,858) $ (65,687,368) $ (76,421,226) $ 569,179,418 -12% 
INTERVENTIONAL CARDIOLOGY $ 230,977,054 $ (25,262,896) $ (255,653) $ (25,518,549) $ 205,458,505 -11% 
PULMONARY DISEASE $ 519,566,122 $ (56,585,347) $ (692,200) $ (57,277,547) $ 462,288,575 -11% 
CARDIAC SURGERY $ 23,265,687 $ (2,414,967) $ (60,075) $ (2,475,041) $ 20,790,646 -11% 
THORACIC SURGERY $ 34,448,176 $ (3,351,307) $ (95,221) $ (3,446,528) $ 31,001,648 -10% 
SLEEP MEDICINE $ 18,791,073 $ (1,820,388) $ (3,618) $ (1,824,006) $ 16,967,067 -10% 
INFECTIOUS DISEASE $ 87,007,974 $ (7,183,264) $ (765,556) $ (7,948,821) $ 79,059,153 -9% 
GERIATRIC MEDICINE $ 62,649,142 $ (5,263,125) $ (425,824) $ (5,688,949) $ 56,960,193 -9% 
COLORECTAL SURGERY $ 32,609,046 $ 2,177,018 $ (4,743,104) $ (2,566,086) $ 30,042,961 -8% 
SURGICAL ONCOLOGY $ 18,788,106 $ (1,078,188) $ (285,170) $ (1,363,357) $ 17,424,749 -7% 
PHYSICAL MEDICINE AND REHABILITATION $ 296,738,502 $ (4,498,950) $ (11,065,012) $ (15,563,961) $ 281,174,540 -5% 
DERMATOLOGY $ 883,036,919 $ 209,244,544 $ (251,123,409) $ (41,878,865) $ 841,158,054 -5% 
NEUROLOGY $ 670,721,588 $ (24,948,472) $ (5,341,041) $ (30,289,513) $ 640,432,075 -5% 
PERIPERAL VASCULAR DISEASE $ 3,031,756 $ (80,774) $ (35,394) $ (116,168) $ 2,915,588 -4% 
OPHTHALMOLOGY $ 515,715,805 $ 3,971,043 $ (23,714,332) $ (19,743,289) $ 495,972,516 -4% 
ANESTHESIOLOGY $ 169,519,002 $ (204,291) $ (5,065,536) $ (5,269,827) $ 164,249,175 -3% 
SPORTS MEDICINE $ 42,181,673 $ 3,583,247 $ (4,861,167) $ (1,277,920) $ 40,903,753 -3% 
GERIATRIC PSYCHIATRY $ 5,170,221 $ (156,210) $ - $ (156,210) $ 5,014,011 -3% 
CERTIFIED CLINICAL NURSE SPECIALIST $ 29,322,926 $ (747,025) $ (17,505) $ (764,530) $ 28,558,397 -3% 
EMERGENCY MEDICINE $ 164,829,846 $ (37,175) $ (3,767,129) $ (3,804,304) $ 161,025,541 -2% 
GASTROENTEROLOGY $ 494,407,166 $ (9,707,187) $ (1,359,395) $ (11,066,582) $ 483,340,584 -2% 
PREVENTIVE MEDICINE $ 6,380,418 $ 107,663 $ (244,648) $ (136,985) $ 6,243,434 -2% 
CERTIFIED REGISTERED NURSE ANESTHETIST $ 1,206,868 $ (17,505) $ (6,755) $ (24,260) $ 1,182,608 -2% 
ADDICTION MEDICINE $ 4,621,434 $ (63,406) $ (6,164) $ (69,570) $ 4,551,864 -2% 
PATHOLOGY $ 2,881,831 $ 331,366 $ (373,663) $ (42,297) $ 2,839,534 -1% 
RHEUMATOLOGY $ 375,417,278 $ 13,205,481 $ (17,540,236) $ (4,334,755) $ 371,082,523 -1% 
PEDIATRIC MEDICINE $ 25,857,819 $ 269,554 $ (484,578) $ (215,024) $ 25,642,796 -1% 
ENDOCRINOLOGY $ 374,423,628 $ (1,129,450) $ (186,831) $ (1,316,281) $ 373,107,347 0% 
INTERNAL MEDICINE $ 3,871,679,750 $ 31,325,279 $ (24,729,341) $ 6,595,938 $ 3,878,275,688 0% 
INTERVENTIONAL RADIOLOGY $ 9,484,370 $ 469,734 $ (413,873) $ 55,861 $ 9,540,231 1% 
NEUROSURGERY $ 116,272,265 $ 1,791,395 $ (323,774) $ 1,467,620 $ 117,739,886 1% 
HEMATOLOGY/ONCOLOGY $ 697,545,442 $ 10,699,495 $ (986,631) $ 9,712,865 $ 707,258,306 1% 
FAMILY MEDICINE $ 3,606,747,571 $ 113,138,550 $ (56,711,076) $ 56,427,473 $ 3,663,175,044 2% 
OSTEOPATHIC MANIPULATIVE MEDICINE $ 20,490,031 $ 761,315 $ (365,507) $ 395,808 $ 20,885,840 2% 
ORTHOPEDIC SURGERY $ 947,571,929 $ 121,325,332 $ (94,947,028) $ 26,378,304 $ 973,950,233 3% 
CARDIOLOGY $ 1,673,787,386 $ 50,259,515 $ (1,261,621) $ 48,997,894 $ 1,722,785,281 3% 
PSYCHIATRY $ 428,733,813 $ 13,881,946 $ (31,113) $ 13,850,833 $ 442,584,645 3% 
GENERAL SURGERY $ 331,303,718 $ 24,316,111 $ (9,332,412) $ 14,983,698 $ 346,287,416 5% 
NURSE PRACTITIONERS $ 1,441,181,453 $ 93,149,384 $ (25,035,363) $ 68,114,021 $ 1,509,295,474 5% 
HAND SURGERY $ 61,951,012 $ 10,538,938 $ (7,241,524) $ 3,297,414 $ 65,248,426 5% 
DIAGNOSTIC RADIOLOGY $ 12,237,942 $ 907,940 $ (232,960) $ 674,980 $ 12,912,923 6% 
PHYSICIANS ASSISTANT $ 880,931,609 $ 100,911,145 $ (51,442,398) $ 49,468,747 $ 930,400,356 6% 
OTOLARYNGOLOGY $ 483,766,537 $ 120,847,876 $ (92,891,766) $ 27,956,110 $ 511,722,647 6% 
ORAL SURGERY $ 8,519,498 $ 808,496 $ (304,336) $ 504,160 $ 9,023,658 6% 
GENERAL PRACTICE $ 181,231,116 $ 13,894,726 $ (3,084,777) $ 10,809,949 $ 192,041,065 6% 
VASCULAR SURGERY $ 115,959,089 $ 9,653,737 $ (1,658,179) $ 7,995,558 $ 123,954,646 7% 
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PAIN MANAGEMENT $ 166,806,512 $ 21,764,031 $ (6,627,973) $ 15,136,058 $ 181,942,570 9% 
OPTOMETRY $ 273,100,554 $ 26,752,277 $ (1,697,949) $ 25,054,327 $ 298,154,881 9% 
INTERVENTIONAL PAIN MANAGEMENT $ 168,203,323 $ 22,545,559 $ (6,788,185) $ 15,757,374 $ 183,960,697 9% 
PLASTIC AND RECONSTRUCTIVE SURGERY $ 55,565,227 $ 10,280,479 $ (4,526,105) $ 5,754,374 $ 61,319,601 10% 
UROLOGY $ 752,497,473 $ 126,343,272 $ (41,574,022) $ 84,769,250 $ 837,266,723 11% 
ALLERGY/IMMUNOLOGY $ 95,801,235 $ 13,194,385 $ (603,585) $ 12,590,800 $ 108,392,035 13% 
CERTIFIED NURSE MIDWIFE $ 2,144,561 $ 312,479 $ (20,735) $ 291,744 $ 2,436,305 14% 
OBSTETRICS/GYNECOLOGY $ 225,275,520 $ 47,309,295 $ (9,018,841) $ 38,290,454 $ 263,565,974 17% 
MAXILLOFACIAL SURGERY $ 4,558,435 $ 978,386 $ (146,599) $ 831,787 $ 5,390,222 18% 

 
 


