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Conversion Factor Update

For CY 2024, the conversion factor is set to decrease by 3.36 percent due to a statutory 0 percent
update, a negative 2.17 percent relative value unit budget neutrality adjustment, and the expiration of
additional funds Congress added to the conversion factor for 2023. We understand that an act of
Congress is required to increase the conversion factor. However, we encourage the agency to work
with Congress to develop a permanent solution that allows for regular inflationary updates for the
MPFS. The conversion factor was $31.0010 in 1992 and yet, thirty years later, the conversion factor
is only two dollars higher. If the conversion factor had been adjusted for inflation the current
conversion factor would be approximately $67.00.

The lack of updates to the conversion factor puts physicians in an untenable position, and ASH
believes that it is time for the conversion factor to be updated annually to, at the very least, keep pace
with inflation. Other Medicare payment systems receive regular updates including the Inpatient
Prospective Payment System and the Outpatient Prospective Payment System. We believe that the
MPFS should be treated similarly to ensure Medicare beneficiary access to care and reimburse
physicians fairly for the care they provide. We will continue our efforts to encourage legislators to fix
this issue, and urge CMS to do the same.

Evaluation and Management (E/M) Services
Request for Comment About Evaluating E/M Services More Regularly and Comprehensively

ASH is pleased that CMS is seeking comments on ways for the agency to improve the accuracy of the
services’ valuations and how E/M services might be evaluated with greater specificity, more regularly
and comprehensively. ASH members frequently bill E/M codes, particularly levels 3, 4, and 5, due to
the complexity of patients with hematologic diseases and disorders. For these reasons, properly
valuing and defining E/M services has been a longstanding ASH priority.

ASH has been supportive of CMS’ efforts to update the E/M code families beginning with the
outpatient services and then the inpatient and observation services. These revisions were the first
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difficult to quantify in a RUC survey as there are components of this work beyond time and intensity,
including physician expertise which is an extremely important factor in the care we provide to our
patients. The pace of medical knowledge that the hematologist must incorporate into the patient’s
care has become extraordinary rapid. What was a standard of care only a month or two before is often
no longer the care that needs to be delivered. Additionally, the patients our members treat are often
seen on a longitudinal basis, and our practitioners form long standing, trusted relationships with their
patients that are not measured or captured by a RUC survey. Therefore, ASH is of the opinion that
the E/M codes cannot be accurately defined by these existing processes.

Additionally, it is important to note that while ASH participates in the RUC process, we choose not
to have our members serve on the RUC when an internal rotating seat is available, and instead remain
as specialty society advisors to the committee. When someone serves on the RUC, they are not
representing their specialty and cannot participate in the valuation process for services performed by
their specialty. RUC members and specialty society advisors invest significant amounts of their time



single high-risk disease) and to address the majority of patients' health care needs with consistency
and continuity over longer periods of time.” As discussed, the revised outpatient E/M family still does
not fully capture the work of ASH members who deliver care and develop longitudinal relationships
with Medicare beneficiaries. G2211 will undoubtedly help to capture the cognitive expertise and
complexity of work involved in managing complex, longitudinal care for patients with single or
multiple complex conditions, such as chronic lymphocytic leukemia and sickle cell disease (SCD).

Based on the detail provided in the rule, ASH members believe that this code may be billed for visits
to follow up with every cancer patient and for all care delivered to transplantation and cellular therapy
patients if modifier 25 is not applied. In discussion with our members, we believe these clinical
scenarios are excellent examples of the complexity of care this code was intended to address:

e A patient with SCD visits the clinic to see her hematologist and has clearly deteriorated
cognitively. The physician needs to understand if this is dementia or SCD-related. Most of the
time during the patient’s visit is spent ordering neurocognitive testing and consulting with
psychiatry.

» A patient with SCD needs to be p



Reimbursing Telehealth Services at the Non-Facility Rate

ASH urges CMS to finalize the proposal to reimburse telehealth services provided to patients in their
homes using POS 10 at the non-facility rate. Our members have made significant investments in their
practices to continue offering telehealth services to their patients. Sufficient reimbursement is
necessary to recognize the value and effort put forth by providers in delivering high-quality telehealth
services, including the significant resources that are required to offer these visits. We are pleased that
CMS recognizes this, and we look forward to continuing to work with the agency and Congress to
ensure that these services remain available to Medicare beneficiaries on a permanent basis.

Payment for Dental Services Inextricably Linked to Specific Covered Medical Services

In the CY 2023 MPFS final rule, the agency identified clinical scenarios where payment for certain
dental services is permitted under Parts A and B, if the services are not considered routine dental
services, as defined by the statute. The clinical scenarios covered under Medicare include dental
services that are inextricably linked to, and substantially related to the clinical success of, certain other
covered services. Beginning in 2024, the agency has proposed additional clinical scenarios whereby
the provision of certain dental services should be covered for the success of those clinical scenarios.
These include chemotherapy, CAR T-Cell therapy, and the administration of high-dose bone-
modifying agents (antiresorptive therapy), all when used in the treatment of cancer.

We are extremely pleased and thank the agency for proposing coverage and payment for dental
services for the clinical scenarios noted above. ASH submitted comments on last year’s proposed rule
where we supported coverage of dental services for those undergoing CAR T-cell therapy and other
treatments for cancer, as well as for those with non-malignant blood diseases and disorders including
hemophilia and sickle cell disease (SCD). In February of this year, we also submitted comments in
response to CMS’s Dental Recommendations for CY2024 Review. We encourage the agency to
finalize coverage for the dental services included in this rule, and strongly encourage CMS to consider
dental coverage for SCD in response to this year’s proposal, as outlined below.

Request for Comment on Dental Services Integral to Treatment of Sickle Cell Disease

ASH would like to thank the agency for considering and including our comments on the MPFS 2023
proposed rule on dental services for patients with SCD in this year’s proposal, as well as our comments
related to the Dental Recommendations CY2024 Review. We appreciate that the agency reads every
comment letter, and in our case, has included specific language from last year’s letter to request
comments from stakeholders on the coverage of dental services for people with SCD.

In both comment letters, we describe that there are “increased dental caries and periodontal disease
in people with SCD, many of whom lose a number of teeth, which greatly limits nutrition, general
well-being, and overall quality of life.”
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more likely to be admitted to a hospital compared to those without dental infections. We refer you to
our comments from last year for a list of journal articles that support our position. We urge the agency
to add SCD as a covered indication for treatment of dental services that are integral to the overall
health, wellbeing, and outcomes for Medicare beneficiaries with SCD.

Drugs and Biological Products Paid Under Medicare Part B

CMS is soliciting comments on payment for non-chemotherapeutic complex drug administration
services, in response to concerns that non-chemotherapeutic complex drug administration payment is
inadequate due to existing coding and Medicare billing guidelines.

ASH believes that the current definitions and coding structure for the administration of complex and
non-complex chemotherapy administration services is appropriate and does not need to be revised.
Currently, the codes to describe these services are divided into three sections in the CPT code book:
Hydration (CPT codes 96360-96361), Therapeutic, Prophylactic, and Diagnostic Injections and
Infusions (CPT codes 96365-96379), and Chemotherapy and Other Highly Complex Drug or Highly
Complex Biologic Agent Administration (CPT codes 96401-96549). ASH believes that this coding
construct is sufficient to capture the drugs and services associated with diseases our members treat.

The CPT code book provides explicit instructions and information on how to bill for these services
and notes that the nature of the substance or drug administered, the route of drug administration, and
the primary reason for the patient encounter all play a role in the selection of the codes for description
of a given outpatient drug administration service. We believe that drugs should not be deemed
complex simply based on the type of patient that is receiving the drug. For example, a drug should
not be deemed complex simply because it is being administered to a cancer patient but not complex
when administered to a non-cancer patient. We refer you to the February 2009 CPT Assistant article
“coverage determinations for specific drugs and agents are made by each third-party payer, as are
drug/agent classifications.”

We understand that discrepancies may occur between the code or service that a physician bills and
whether a payer will reimburse for that service. The current coding structure is sufficient to bill
physician administered drugs, whether complex or not, and payers need to better implement current
coverage policy and reimburse clinicians appropriately when they bill complex drug administration
services. Payers should cover and reimburse complex drug administration codes when used with non-
chemotherapy drugs if the clinician appropriately documents medical necessity.

Strategies to Update Practice Expense Data Collection and Methodology

ASH would like to thank the agency for requesting comments on the all-important task of maintaining
and updating the practice expense (PE) inputs of the physician payment equation. We know that PE
data is a key component of the MPFS, encompassing approximately 45% of total payment for a
service. As such, PE data needs to be complete and current for each procedure priced under the
MPFS.

We are encouraged that the AMA has undertaken the enormous task of updating the Physician
Practice Information Survey (PPIS) and we are supporting those efforts. Through ASH’s Practice
Update e-newsletter, with a distribution of more than 17,000 practitioners, we have encouraged our






Payment for Caregiver Training Services

We thank the agency for recognizing the value of caregiver training services by proposing payment
under the MPFS. The AMA CPT® Editorial Panel recently approved codes that describe caregiver
training services used to provide training to improve functional performance for patients. Those
services are described CPT codes 9X015, 9X016, and 9X017. Additionally, CMS has proposed to
provide payment for caregiver training services in a group setting. The codes associated with these
services (CPT codes 96202 and 96203) were previously not payable under Medicare.

We support payment for caregiver training services as we believe caregivers are an important
component of any successful course of treatment or assisting with long-term, chronic illness associated
with hematologic diseases and disorders. Many caregivers can provide emotional and practical support
to family members in most circumstances, but caregiver training services when taught by specialists
will improve the care provided by those family members. We encourage the agency to finalize the
codes and payment for caregiver training services.

ASH thanks you for considering our comments and recommendations on the MPFS proposed rule.
Should you have any questions or require additional expertise, please contact ASH Chief Policy
Officer, Suzanne Leous at sleous@hematology.org.

Sincerely,
Robert A. Brodsky, MD
President



