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PRESENTATION  

Operator
Good day, and thank you for joining us for today’s First Coast Open Meeting.  All participants will be in listen-only mode.  Should you need assistance, please signal a conference specialist by pressing the “*” key followed by “0.”  Throughout today’s meeting, registered presenters will have the opportunity to speak with us about the proposed LCDs.  First Coast contractor medical directors will, then, have an opportunity to ask questions.  Please note, this meeting is being recorded.

I would now like to turn the conference over to Dr. Juan Schaening, First Coast Contractor Medical Director.

Dr. Juan Schaening
Good afternoon.  My name is Dr. Juan Schaening. I’m the First Coast Executive Contractor Medical Director.  On the phone with me today is my colleague, Dr. Alicia Campbell, and joining us from Novitas, our Contractor Medical Director, Dr. Sunil Lalla, Dr. Jyme Schafer, and Dr. Leslie Stephens as well as Senior Health Service Analyst, Janice Green.

We are holding today’s open meeting to discuss the review of the evidence and the rationale for three internal LCD revisions.  The proposed LCD topics for today’s meeting are the botulinum toxin LCD DL33274, the diagnostic colonoscopy proposed LCD DL33671, and the blepharoplasty and surgical procedure of the brow, LCD DL34028.

During today’s meeting, interested parties will make presentations of information related to the proposed LCDs.  Please remember, today’s call is being recorded, and we request that all formal comments be submitted in writing before the end of the comment period on November 7.

At this time, I would like to turn it over to Janice Green to provide a brief overview of the proposed revisions for botulinum toxins.  Janice, please go ahead.

Janice Green
Thank you, Dr. Schaening.  Good afternoon, everyone.  This is a new consolidated LCD developed in response to a prior authorization program for botulinum toxins and to create a uniform LCD for Novitas and First Coast.  Once this LCD becomes effective, the current First Coast LCD, L33274 for botulinum toxin and the related billing and coding articles, A57715, will be replaced with this policy.

Botulinum toxin injections are commonly used to treat a wide variety of conditions in which the main therapeutic effect is to reduce muscle rigidity and contractions and is a treatment for voluntary and involuntary muscle dysfunction.  Health outcomes of interest are improved function and improved quality of life.

This proposed LCD provides coverage for FDA indications and specific off-label indications for three distinct serotype A botulinum toxin products, Botox, Dysport, and Xeomin and one serotype B botulinum toxin product, Myobloc.  There are important differences between the botulinum toxins preparations that include potency and duration of effect.  They are chemically, pharmacologically, and clinically distinct and are not interchangeable.  Dosing and frequency are important considerations.

While botulinum toxins have a fairly - wide therapeutic window, all botulinum toxin products have a black box warning regarding the potential for a distant spread of toxin effect.  These symptoms can occur hours to weeks after administration.  Therefore, the lowest effective dose that produces the desired clinical effect should be used.

Medical utilization of botulinum toxins has increased in the past 30 years with an extensive track record of safety and efficacy.  The mechanism of action is well understood.  However, the benefits of botulinum toxins must be balanced with the risk.  Professional societies have evidence-based guideline recommendations to assist providers in maximizing patient outcomes.  

Thank you.

Dr. Juan Schaening
Thank you, Janice.  So now to our first presenter.  Our first presenter is a longstanding CAC member, Dr. Neal Freeman.  He is representing the Florida Society of Ophthalmology.  Please go ahead, stating any conflicts of interest, Dr. Freeman, and start your presentation.  Thank you.

Dr. Neal Freeman
Thank you very much, Dr. Schaening.  Thank you for allowing me to speak on this proposed LCD.  As you indicate, I am speaking on behalf of the Florida Society of Ophthalmology.  And I want to explicitly state that I am addressing First Coast Service Options.  I am not going to participate in any open meeting held tomorrow, for example, for Novitas.  I can only speak on behalf of the ophthalmologists in Florida.

I have no special understanding of the thoughts and preferences of ophthalmologists in the states of Colorado or Texas or other states that might be covered by Novitas.  And it may very well be that their sentiments might differ substantially from the sentiments I’ll express today on behalf specifically of ophthalmologists in the state of Florida.  So, I’m speaking as a representative of the Florida Society of Ophthalmology to our Medicare carrier, First Coast Service Options, and I am not speaking to Novitas, although I understand representatives of Novitas are listening in on this call.

I have already submitted some information to an e-mail that was provided to me on the website, which is medicalaffairs@guidewellsource.com.  And the reason I did so was I was instructed via the website that its use regarding indications are directed through that e-mail address, medicalaffairs@guidewellsource.com.  And I did submit information via e-mail to that address with some peer-reviewed references.

And really, I have no other comments to make on the proposed LCD except for some off-label indications that are supported by peer-reviewed materials that I think might be appropriate to include in the LCD.  And there are four that I identified.  One is called eyelid entropion, E-N-T-R-O-P-I-O-N, one is called eyelid retraction, one is called ocular exposure, requiring a protective ptosis or a chemical tarsorrhaphy, which is T-A-R-S-O-R-R-H-A-P-H-Y, and the last is lacrimal hypersecretion.

And the reason that I think it would be helpful to include these off-label indications is, first of all, the LCD that has been proposed has several off-label indications listed as medically reasonable and necessary.  For example, I see esophageal achalasia, I see chronic anal fissure, and so on.  So, there are, indeed, already some off-label indications that are listed, and these would be off-label indications, but they have clinical efficacy.

Eyelid entropion is due in many cases to overacting muscular function in the eyelid, causing the eyelid to turn in and therefore potentially irritate the eye due to eyelashes striking the eye and/or skin striking the eye.  And what the botulinum toxin does is it relaxes that muscle, so you don’t run into as much contraction of the muscle, hopefully to the point where the eyelid would no longer turn in and irritate the eye.

This is particularly important in patients who may be compromised one way or another due to some coexistent neurologic disturbance or advanced age.  And they may not be very good candidates for a surgical procedure.  And it’s nice to at least be able temporize the situation by injecting botulinum toxin into the eyelid musculature with the hope that this might provide some relief.

The next indication I had noted was eyelid retraction.  And this often occurs in the setting of Graves’ disease, or what we often refer to as thyroid eye disease, and gives you that wide-open stare appearance that is oftentimes seen in this condition.  

And the idea with botulinum toxin is it can be injected into the upper lid, and, again, it relaxes the muscles to the point where the eyelid, which, in the case of the upper eyelid, is too high, actually migrates downward to a more appropriate height because you have reduced the muscular over-activity accounting for the condition.

The next is ocular exposure requiring protective ptosis, otherwise known as chemical tarsorrhaphy.  What we are saying here is that a number of patients, for a variety of reasons ranging from trauma to some type of neurologic event, have trouble protecting their eye.  The eye does not close properly.  And this can be very ominous because the eye is exposed, the cornea can dry out and, worse, ulcerate, and you can run into a very challenging clinical situation.

Now, when it was well-recognized that botulinum toxin would help close up the eye to some degree, it was recognized that, “Well, maybe we can use this instead of some type of surgical procedure and get the eyelids to close for this patient and maybe even spare them a surgical procedure if the condition that caused the ocular exposure resolves prior to the point where the Botox wears off.”

So, it was a helpful tool that people have recognized.  They’ve run into these patients frequently, and they say, “Why don’t we inject some botulinum toxin into the eyelids, get the eyelids to close for this patient, and now their eye is much better protected.”  So, that’s been a useful tool that people have used.  But it would represent off-label use.

And the last is something called lacrimal hypersecretion, which I believe also goes by the name of crocodile tears.  And the concept is that there is some misdirection of nerve fibers, I believe, where a case actually triggers the eye to tear, so that’s an abnormal reflex and can be very bothersome in the patients.

And I believe what the studies have shown in some cases is that injecting botulinum toxin into the lacrimal gland, the tear-producing gland, can block that reflex, and the patient can eat and stimulate those sensations without having some abnormal reflex of excessive tearing.  So, I think that’s a reasonable off-label indication for botulinum toxin.

So, in summary, for those four indications, I think they should be considered as off-label uses, and I have no further comments on the proposed LCD.

Dr. Juan Schaening
Thank you for your presentation, Dr. Freeman.  Does any of the CMDs have any questions for Dr. Freeman?

Dr. Jyme Schafer
This is Dr. Schafer.  Dr. Freeman, I just want to thank you for your presentation.  I checked this morning to see if we had received the peer-reviewed published literature that you sent, and I don’t know if it was caught in the mailbox at the time, but I didn’t see it.  So, how about this?  If I have any questions, or we have any questions about this, can we contact you, please?

Dr. Neal Freeman
Yes.  Let me--this may help you because I have here a confirmation, at least, in my e-mail server, and it says here that yesterday--let’s see.

Dr. Jyme  Schafer
Oh, you know what?  I make a mistake.  Somebody just--.

Dr. Neal Freeman
--At 9:04 a.m. I sent two attachments to medicalaffairs@guidewellsource.com, one of which is called Peer-Reviewed Articles for Entropion Botulinum Treatment.  One is called Peer-Reviewed Articles for Lid Retraction, Botulinum Treatment.  One is called Peer-Reviewed articles for Ocular Exposure, Protective Ptosis, Chemical Tarsorrhaphy treatment, and one is called Peer-Reviewed Articles, Treatment Lacrimal Hypersecretion Botulinum.  And it was sent at 9:04 a.m. yesterday.

Dr. Jyme Schafer
Yeah, somebody just IM’d me and said somebody else has it, so we’ve got it now.

Dr. Neal Freeman
Fine.

Dr. Jyme Schafer
Or somebody on the team has it, let’s put it that way.  So, thank you very much, yeah.

Dr. Neal Freeman
You’re welcome.

Dr. Juan Schaening
Thank you.  And certainly we will review that literature, and we will feel free to reach out back to you, Dr. Freeman, if necessary, okay?

Dr. Neal Freeman
All right.  That’ll be fine--.

Dr. Juan Schaening
--Do anyone else have any additional questions for Dr. Freeman?  Then, I want just to thank him again and proceed to the next presenter.  We are now moving to the diagnostic colonoscopy.  At this time, I would like to turn it over to Dr. Lalla to provide a brief overview of the proposed revisions for diagnostic colonoscopy.  Dr. Lalla, please present yourself and proceed.  Thank you.

Dr. Sunil Lalla
Thank you, Dr. Schaening.  So this LCD is a consolidated LCD that’s developed jointly by Novitas and First Coast Service Options to create a LCD in order to delineate appropriate indications for performance of a colonoscopy.

A colonoscopy allows a direct visualization of the intestinal tract, utilizing a flexible tube, usually transmitting fiberoptic glass fibers that return a magnified image.  A colonoscopy can act as both a diagnostic and therapeutic tool in the same procedure and may involve removing polyps, foreign bodies, homeostasis by coagulation or other methods, and removal of tumors.  

This is done largely for colorectal cancer, which is the second leading cause of cancer deaths in the United States.  Almost 150,000 new cases of colon and rectum cancer are diagnosed with approximately 50,000 deaths.  The literature does support that diagnostic colonoscopy is a safe and important diagnostic tool, in the assessment of colon cancer, given the prevalence of adenomas, colorectal cancer, or other findings.

Based on the clinical literature and guidelines from various specialty societies, Medicare won’t consider colonoscopy medically necessary to confirm or rule out other various conditions in symptomatic patients who are believed to have a specific condition as outlined in this policy.

Dr. Schaening?

Dr. Juan Schaening
Thank you, Dr. Lalla.

Dr. Sunil Lalla
I believe we have one presenter--is Dr. Kent Hamilton on the line.  Dr. Hamilton?

Dr. Juan Schaening
Go ahead.

Dr. Sunil Lalla
Dr. Hamilton, if you would please proceed, and if you have any conflicts of interest, if you would preface your remarks by stating those.  Dr. Hamilton? 

Operator
Just one moment while we locate the doctor’s line.  Thank you.

Dr. Juan Schaening
Dr. Hamilton, are you on the call?

Company Representative
It appears that he is not.

Operator
Dr. Hamilton, if you are on the line, can you kindly press “*,” “1” on your telephone, please.  Dr. Hamilton, if you are on the line, please press “*” then “1.”  Once again, Dr. Hamilton, if you are on the line, please press “*” then “1.”

Dr. Sunil Lalla
So, it appears that Dr. Hamilton is either not on the line or appears to be having some technical difficulties, so let’s do this.  Let’s proceed to the next policy that’s to be presented, and should Dr. Hamilton appear or having any questions, we can come back to him at a later point.  Would that be okay, Dr. Schaening?

Dr. Juan Schaening
That’s perfect.  Thank you.  Proceed, Dr. Lalla.

Dr. Sunil Lalla
So, the other policy that’s to be presented today is blepharoplasty and surgical procedures of the brow.  And this is a consolidated LCD developed jointly by Novitas and First Coast to delineate appropriate indications of these procedures and also to provide guidance in regards to the prior authorization program, which has recently been implemented by CMS.

Blepharoplasty may be performed for functional, reconstructive, or cosmetic purposes.  Functional or reconstructive eyelid surgery is performed to improve abnormal function, reconstruct deformities, repair defects due to trauma, or to restore normalcy to the eyelids.  The intent of functional surgery is to restore normalcy to structures that have been compromised by trauma, infection, inflammation, degeneration, neoplasia, or other developmental abnormalities.  

Blepharoplasty may be performed for a variety of reasons, including repair of ptosis, eyelid retraction, ectropion, ectropion, or defects after surgical excision of tumors.  Blepharoplasty and surgical procedures of the brow performed for the sole purpose of improving appearances would be considered not medically reasonable and necessary.

I’m sorry, I heard someone interject.  I think we have one presenter, and that would be Dr. Neal Freeman representing the Florida Society of Ophthalmology.  Dr. Freeman, if you’re on the line, if you would please go ahead.

Dr. Neal Freeman
Thank you very much for giving me the opportunity to comment.  I will state, as I did earlier in the call, that I’m representing the Florida Society of Ophthalmology, and I am speaking to our carrier, First Coast Service Options.  I understand Novitas representatives are on the call.  I’m only expressing the sentiment of ophthalmologists in the state of Florida.  I have no insight of any great degree to the sentiments of doctors in states like Texas or Colorado.

In fact, I have some reason to believe they may differ from the sentiments of the ophthalmologists in Florida because in preparation for this, I reviewed existing LCDs in Florida and in Texas, for example, and they are rather different.  And it may very well be that the needs and sentiment of ophthalmologists in under-states like Texas differ substantially from the sentiments of Florida’s ophthalmologists.  So, I’m speaking only on behalf of Florida Society of Ophthalmology and only to my carrier, First Coast Service Option.  I’m not speaking explicitly to Novitas.

Now, there are a few speaking points I want to bring out.  And we do intend to submit formal written comments before the November deadline.  First of all, I think the title of the LCD is confusing.  It says here, Blepharoplasty and Surgical Procedures of the Brow.  And I’ll explain why I think that’s confusing.

It differs from our current LCD, which I think is less confusing, which refers to upper eyelid and brow surgical procedures.  I like that terminology better.  That may not be ideal, either, but I think it’s better than what we now have.  If you’re interested in looking at an LCD that I think has probably the best title that I’ve seen, at least on casual review, is from Wisconsin Physicians Services (WPS), and their LCD says Blepharoplasty, Blepharoptosis, and Browless.  I suppose my ideal; it would say Blephoplatsty, Blepharoptosis Repair, and Surgical Procedures of the Brow.

Let me explain why I think the title is troubling.  And I heard this also from the introduction that the doctor kindly provided a few moments ago.  If blepharoplasty, as you can imagine, can be interpreted different ways, then the most broad interpretation of the word blepharoplasty would mean plastic surgery in the eyelids, and that can, therefore, encompass a tremendous number of different procedures that could fall under the rubric of plastic surgery of the eyelids.

And if one were to define blepharoplasty in that fashion, that this is a description of plastic surgery of the eyelids, well, yes, I mean, there are maybe hundreds of procedures that would fit under that category and that title. 

However, the use of the word blepharoplasty--and I believe very much the intent of the LCD is referring to a specific procedure that is commonly performed, whereby skin or skin and muscle or sometimes skin, muscle, and fat is removed from the upper eyelid for functional, and sometimes for cosmetic purposes, to reduce the folding of the skin on the upper eyelid.  And that is what we all know of as an upper blepharoplasty, and CPT supports that as well.

Now, when we start having an LCD that talks about blepharoplasty and surgical procedures of the brow and then it’s also addressing other procedures that we don’t customarily think of as a blepharoplasty, like for example, a procedure known as ptosis repair, we think of that as a very different procedure than a blepharoplasty.  And we, however, have grouped the criteria for blepharoptosis repair under this overall title that says Blepharoplasty and Surgical Procedures of the Brow.

That’s why I think it would be better to say something like Blepharoplasty, Blepharoptosis Repair, and Surgical Procedures of the Brow because we just don’t traditionally think of a blepharoplasty as including the content of the ptosis repair.  They’re completely different operations.  They’re both plastic surgery of the eyelid, I’ll acknowledge that, but they’re done for different reasons and so forth.  And I believe your intent, and Wisconsin Physician Service’s intent, is to talk about what we think of as a blepharoplasty, removal of that fold of the skin. 

Now, the next point I’ll get to is I think the verbiage in the proposed LCD is sub optimal.  I think we’ve got some real problems here, like, for example, under Covered Indications. I’m seeing this word, “or” many times in the Covered Indications.  I’m seeing it come up time and time and time again in these Covered Indications.  After every numerical point, actually, I see the word “or,” meaning obviously that any of the above criteria would be considered medically reasonable and necessary if it exists.

So, my problem with this is we see things, like, for example, in Number 2.  It says, “When there’s interference with visual field and near or far visual impairment or difficulty reading due to any of the following:  
`
Dermatochalasis, sagging skin.
Blepharochalasis, which is a similar condition but has something like an allergic component generally, or it has that type of clinical picture.
Blepharoptosis.  We’d go on and on.  
Chronic symptomatic dermatitis.

So, if you read this, what those “ors” are saying is, you don’t need to fulfill any of the other indications, but as long as there is interference with visual field, neural visual impairment, or difficulty reading due to, let’s say, dermatochalasis, then it’s medically reasonable and necessary.

Well, that could include essentially every American after the age of 70.  I mean, all Americans after the age of 70, virtually, notice some difficulty reading due to the sagging of the skin on their eyelids.  And if that’s the only criterion that must be met to be considered medically reasonable and necessary, that’s going to be a lot of medically reasonable and necessary bletharoplasties.

Now, that’s why I just think the verbiage is sub optimal because you could say, “Well, you took just a little bit of the skin off here, and there was no substantial obscuration of the visual axis, and we don’t this really needed to be done.”  And the provider could say, “Well, the patient complained of difficulty reading, and they had sagging skin, so we did the surgery.”  And that, to me, seems like a very loose criterion, and you could say there are a tremendous number of patients who would qualify if that were the criterion.

And I don’t think that’s your intent.  That’s why I say the verbiage is wrong.  I think the way that it’s written is not consistent with what you are trying to do here, what you are trying to express.
So, I think that needs to be looked at very seriously.  And I intend in the comments that we submit to give you our thoughts about a better wording of certain sections perhaps of the LCD. 

The next point I want to make is the way that proposed LCD is written, was somewhat difficult for me to follow because there are various references that are made to criteria that must be met or exceeded to qualify the procedure for coverage, but they are scattered throughout the document.  You have to look in various different places.  

One of the areas I was looking at here was even way down here buried in the analysis of evidence.  And it says at the end of the third paragraph, “The available literature supports MRD1 of 2 mm or less as an indication of functional visual field impairment.”  Well, Florida ophthalmologists think that’s appropriate.  That’s very reasonable.  But what--nowhere else does that appear on the document.  So, they’d have to dive into analysis of evidence, and they’d see that, and they’d say, “Well, is this the criterion, is it not the criterion?” 

I mean, I think what you need is to have all the criteria listed in one place, perhaps in three sections, one of which might be, for example, Patient Signs and Symptoms, “Patient complains of this, and he thinks it is due to the eyelids obscuring his line of sight, and it’s causing him trouble reading books at night.”  

That would be under Patient Signs and Symptoms, something like that--criterion, then a different section, but in the same area, called Photographs and what the criteria might be for the photographs, like it needs to be straight ahead, and you need to be able to see the patient’s eyes in the center of the image, and the eyelid has to hang down to this amount, things of that sort.  But, it’s very hard to even figure out where that it.  As a matter of fact, I think it’s not even in the LCD.  I see it is not.  It’s in the LCA.  So, it just becomes very hard for the doctor who’s looking at this.

And the last criterion set I would put is visual field.  All right, the doctors in Florida think that’s appropriate.  And you could have a category called visual fields.  And the visual fields need to be conducted with this kind of a technique and needs to show this degree of visual loss, and you need to take the eyelids and show that this is improved upon by this amount.

And that way, when we have three sections, all one right after the other, all nicely summarized, the doctor and his staff can say, “All right, well, this is what has to be there.”  And the patient either meets these criteria or he doesn’t.  And it will make that whole preauthorization process, I’m sure, much easier.  I couldn’t really see any reference to that, although the doctor mentioned that this was done for --with that in mind as well.

But I can see how that would facilitate things because for preauthorization by the surgery center they’re going to want to say, “All right, we need do get this preauthorized.  Send us the symptoms and signs, send us the photos, send us the visual field, and we’ll send it in and see if it’s preauthorized or not,” not having to dive into the document and look for criteria in a variety of different places.

The next point I’ll make is the suggested specific coverage criteria, which, as I say, will be submitted in the written comments, so I probably will not emphasize that at this point.  What I will do is maybe generally comment, so you have an idea what we’re looking at.  The comments are going to be, again, in the category of Patient Signs and Symptoms, which--I didn’t list anything there that I thought needed specific changes.  

But I do think he needs some kind of a paraglider on that, some comments here about the visual field and the degree of impairment that there’s need to be, and some of the parameters of the visual field testing and the taping requirement and some--a comment here about conditions where visual fields would be precluded because in our current LCD, I see language about examples of medical conditions that prevent performance of the visual field test--include things like severe tremors or physical deformities that prevent the patient from sitting up straight in the visual field (inaudible).

Well, if a patient has severe tremors, and that’s documented, you shouldn’t have a criterion that they have to have the visual field test performed because they can’t do it.  So you have to go by other criteria, maybe like the photos.  Then, we’re going to have some comments about photographs, and they should be frontal, and they should show a certain distance between the eyelid and the center of the pupil, and so forth.  

And I even put some language in there about the concept of pseudoptosis, which is that instead of the eyelid drooping down from some type of, let’s say, neurologic condition, like a third nerve palsy that can cause the height of the eyelid to be too slow--we’ve seen that, I think most of us, and stroke patients or something like that, and their eyelid drops down because the third nerve isn’t functioning properly--that’s a ptosis, and ptosis can be from a number of other causes as well--some children are born with it, as a matter of fact--and pseudoptosis, which is when the eyelid height itself is actually fine.  They haven’t had a stroke.  

But they are so old, and the skin has stretched out so much typically that it comes down, hangs over the eyelashes, and is essentially a new eyelid margin.  So, it simulates ptosis because now the space that the patient is looking through is smaller, and it’s just like ptosis from having a stroke.  So, we call that pseudoptosis.  And so I have some comments that we’re going to submit about that, that if you can demonstrate the pseudoptosis, for example, that that’s an important criterion in guarding coverage.

The final comment I will make is I think it might be helpful to have a comment about cosmetic blepharoplasty when performed in conjunction with ptosis repair.  This has been an area of some lengthy discussion over the years.  And the idea is this.  If a patient has a ptosis of their eyelid from any of a number of different causes, they were born with it, or they’ve had a stroke, or their levator muscle of the eyelid has become weakened for some reason, sometimes aging, and that’s causing a medical problem.  

But in addition, the patient has some sagging skin that may not be a medical problem.  In those situations, a lot of times what the doctor will do is he’ll fix the ptosis--in other words try to raise up the eyelid--and he’ll take off the skin as well.  Now, taking off the skin is a cosmetic blepharoplasty.  And as CMS indicated on October 1 of 2017, it revised its policy to allow either cosmetic or a medically necessary blepharoplasty, to be performed in conjunction with the medically necessary upper eyelid ptosis repair.

So, that may be useful information to put into the LCD explicitly because doctors may be working at this document and have questions about if they can perform a cosmetic upper blepharoplasty when they’re also doing a medically necessary ptosis repair, and it gives them an easy way to see that revision that CMS put forth on October 1 of 2017.

Those are all the comments I have on the behalf of the Florida Society of Ophthalmology.

Dr. Sunil Lalla
Thank you so much, Dr. Freeman.  Those, indeed, were tremendously helpful.  And we’re grateful for your time, expertise, and certainly for your comments, which will certainly be taken into consideration as we take this to the--back to the drawing board and hopefully incorporate some of your suggested changes.  I have no questions for you directly at this time but certainly may reach out to you in the next several weeks to discuss a couple of questions that likely will arise.  

Again, thank you so much.  We appreciate your time and comments.  Dr. Schaening, I believe that’s the only presenter for this particular LCD.  Do any other colleagues have any other questions for Dr. Freeman?

Dr. Juan Schaening
I have no questions for my part--just to give him thanks for his excellent comments, and we appreciate, you know, the effort that he put behind providing us with this information, so we are very grateful.  Thank you, Dr. Freeman.

I want to know if Dr. Hamilton from the Texas Society of Gastroenterology was able to join the call.  Is he on the call right now?

Operator
If the party mentioned is on the call, please press “*” then “1.”

Dr. Sunil Lalla
So, hearing nothing from Dr. Hamilton, perhaps he is choosing to wait until tomorrow to present his comments.  I’m not certain.  But we’ll certainly check to see if he is on tomorrow’s agenda.  But with that, my--I think that concludes the discussions of a diagnostic colonoscopy and blepharoplasty and surgical procedures of the brow.

I have nothing further.  I’ll turn it back to you, Dr. Schaening.

Dr. Juan Schaening
So, if there are no further comments from any other CMDs (inaudible), then the meeting is adjourned.  Thank you all for attending today’s meeting.  

Operator
Thank you.

Dr. Sunil Lalla
Thank you.

Operator

Thank you, everyone.  Today’s open meeting has concluded, and thank you for attending.  You may disconnect.





 



