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This policy was developed with input from specialists in general and vascular surgery, and endorsed by the Medical Policy
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PRODUCT APPLICATION

This policy provides general information concerning Medica’s administrative processes. It applies to all fully insured
Medica Health Plans, Medica Insurance Company, and Medica Health Plans of Wisconsin products, unless a specific
limitation or exception exists. For self-insured plans, consult individual plan sponsor benefit documents. If there is a
discrepancy between a Utilization Management Policy and a self-insured benefit plan, the provisions of the benefit
plan will govern. With respect to Medicare and Medicaid members, this policy will apply unless Medicare or Medicaid
policies require different coverage.

IMPORTANT INFORMATION — PLEASE READ BEFORE USING THIS POLICY

Medica updates its Utilization Management Policies regularly, and reserves the right to amend these policies without
notice to Medica members. Medica also reserves the right to amend these policies without notice to contracted
health care providers unless the amendment materially alters the policy. If the amendment materially alters the
policy, Medica will disclose the change to contracted health care providers not less than 45 days prior to
implementation of the policy. Medica’s Utilization Management Policies contain general information only and do not
guarantee coverage. Receipt of benefits is subject to all terms and conditions of the member’s coverage document.
Members should consult their Certificates of Coverage or Plan Documents/Summary Plan Descriptions to review the
provisions relating to a specific coverage determination. If there is a conflict between a Utilization Management Policy
and the applicable coverage document, the coverage document will govern. Members may contact Medica Customer
Service at the phone number listed on their member identification card to discuss their benefits more specifically.
Providers with questions about this Utilization Management Policy may call Medica’s Provider Service Center toll free
at 1-800-458-5512.

Medica’s Utilization Management Policies are not medical advice. Members should consult with appropriate health
care providers to obtain needed medical advice, care and treatment.

PURPOSE

To promote consistency between reviewers in utilization management decision-making by providing the criteria that
generally determine the medical necessity of gastrointestinal surgery for morbid obesity. The Coverage Issues box
below outlines the process for addressing the needs of individuals who do not meet these criteria.

BACKGROUND

I. Definitions

A. Weight loss surgery encompasses major operations with significant risks of complications. The risks are
reduced if the operation and follow-up care are performed by a specialist in bariatric surgery.

B. Morbid obesity is a condition in which excessive body fat compromises organ systems, psychosocial well-
being, and overall quality of life. Co-morbidities associated with this condition are often exacerbated by
weight gain and improved with sustained weight loss. While there is no uniform consensus on how to
operationally define morbid obesity, the current convention is to calculate the person’s Body Mass Index
(BMI). Morbid obesity is defined as having a BMI of 40 or more, or having a BMI between 35 and 39.9 with
additional co-morbidities. A BMI between 35 and 40 is roughly equivalent to 100 pounds overweight for an
average adult, depending on height.

C. Super-obesity refers to overweight individuals with a BMI of 50-60. Patients with BMI >60 are classified as
super-super obese.

Effective Date: April 21, 2010 Page 1 of 8
© 2010 Medica. Medica® is a registered service mark of Medica Health Plans. “Medica” refers to the family of health plan businesses that includes Medica Health Plans, Medica
Health Plans of Wisconsin, Medica Insurance Company, Medica Self-Insured, and Medica Health Management, LLC.




Gastrointestinal Surgery for Morbid Obesity
Medica Policy No. 111-SUR.30

Body Mass Index (BMI) is a formula that uses a person’s body mass (height and weight) to estimate that
person’s risk for morbidity and premature mortality. (See Appendix 1 — Body Mass Index [BMI] Conversion
Table.) A BMI between 35 and 39 is viewed as a very high health risk, while a BMI of 40 or more is viewed
as an extremely high health risk. The BMI associated with the lowest mortality is between 20 and 25. Note:
BMI is not to be used with certain groups of people (i.e., athletes, body builders, or pregnant women) who
have high BMIs due to muscle mass, fetal tissue, etc.

Restrictive surgical procedures reduce the size of the stomach and limit the amount of food that can be
ingested at one time. Surgical incision and resection of the intestine is not involved. Examples of purely
restrictive operations for morbid obesity include vertical banded gastroplasty and adjustable silicone gastric
banding (LapBand).

Combined restrictive and malabsorptive surgical procedures restrict meal size and may alter the
digestion process, thus causing food to be incompletely absorbed. Examples of combined restrictive and
malabsorptive procedures include Roux-en-Y gastric bypass and biliopancreatic diversion with duodenal
switch.

Bariatric surgical preparatory program is a multi-disciplinary approach to preoperative care of the bariatric
patient. It encompasses bariatric surgical procedure education; dietary, nutrition, and exercise counseling;
management of comorbidities; nursing care; and psychological evaluation and counseling, as warranted.

Common surgical interventions
A. Purely Restrictive procedures:

1. Vertical banded gastroplasty consists of constructing a small pouch by placing a vertical staple line
along the lesser curvature of the stomach. An opening (or stoma) is created at the distal end of the
pouch to allow food to pass normally, but more slowly, from the pouch to the stomach and then to the
small intestines. The pouch generally holds about one ounce of food. The person feels full quickly and
experiences pain, nausea and/or vomiting when overeating. Both open and laparoscopic techniques are
performed for this procedure.

2. Adjustable silicone gastric banding is similar in intent to the vertical banded gastroplasty except that
an inflatable, adjustable silicone band is laparoscopically inserted around the upper stomach to create a
small stomach pouch. An injection reservoir is enclosed under the skin’s surface. The inflatable inner
surface of the band is then injected with saline to a level suitable for food restriction and subsequent
weight loss, as well as patient comfort. The degree of inflation can be adjusted by a clinician as needed.
By removing the silicone band, the procedure can be reversed with minimal need for stomach
reconstruction. Although most commonly inserted laparoscopically, this procedure can also be done
using an open incision.

3. Sleeve gastrectomy is a restrictive procedure that is accomplished by removing the outer portion (upper
curvature) of the stomach. This leaves a small sleeve of stomach, reducing stomach volume as much as
80 percent. The procedure was originally designed as the first step of a restrictive/malabsorption staged
procedure, but is recently being suggested as a primary (one stage) procedure.

B. Combined Restrictive and Malabsorptive procedures:

1. Roux-en-Y gastric bypass and its variants consist of two basic steps: creating a small stomach pouch
and re-routing the intestines to connect to the pouch. First, a small gastric pouch is constructed, thereby
partitioning the pouch from the remaining stomach. The intestine is cut, and the distal end of the bowel
is attached to the pouch where the stoma is created. The remaining intestinal limb is reattached farther
down the intestinal tract, thereby creating a Y-shaped limb of varying lengths. Gastric bypass
procedures work by restricting food intake and by limiting the absorption of calories and nutrients. A
gastric bypass is both a gastric restrictive and a malabsorptive procedure. Both open and laparoscopic
techniques are performed for this procedure.

2. Biliopancreatic diversion with duodenal switch combines biliopancreatic/intestinal bypass and
stomach size reduction. First, a sleeve gastrectomy is done, creating a smaller stomach with both the
esophageal connection and the pyloris valve remaining in tact. Next, a shorter alimentary limb is created
from the pyloris to the duodenum and carries food. A longer biliary limb runs from the pancreas and liver
and carries bile and pancreatic secretions. The biliary limb is then connected to the alimentary limb,
creating a short common channel where limited fat absorption can occur prior to content entry into the
colon. This procedure is primarily malabsorptive, with less restriction than that in the Roux-en-Y gastric
bypass. Both open and two-stage laparoscopic techniques are performed for this procedure.
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MEDICAL NECESSITY CRITERIA

I. Indications for initial procedure
A. Medica considers the procedure being requested not-investigative. These procedures include:
1. Open and laparoscopic (lap) Roux-en-Y (RNY) gastric bypass
2. Open and laparoscopic vertical banded gastroplasty
3. Open and laparoscopic biliopancreatic diversion with duodenal switch (BPD/DS)
a. Approval of an open BPD/DS requires documentation of a body mass index (BMI) equal to or greater
than 55 at least one-month preceding surgery.
4. Open and laparoscopic sleeve gastrectomy
a. Approval of a sleeve gastrectomy requires documentation of a body mass index (BMI) equal to or
greater than 50 at least one-month preceding surgery.
OR
b. The patient has a documented anatomical disease or condition that limits the performance of a RNY
gastric bypass or BPD/DS. Examples include, but are not limited to:
i.  Adhesions or prior surgery that limits surgical access
ii.  Chronic biliary disease
iii.  Chronic pancreatitis
iv. Crohn’s disease
v. History of ulcer disease
vi.  Super morbid obesity
5. Laparoscopic adjustable silicone gastric banding
B. Member is at least 18 years of age
C. Psychiatric/psychological evaluation conducted within the past 12 months by a licensed psychologist or
psychiatrist, or other licensed mental health professional who has an appropriate working knowledge of the
psychosaocial issues involved in obesity and bariatric surgery that includes:
1. Confirmation of cognitive capability of understanding the risks and goals of the surgical procedure
2. Documented absence of unmanageable acute psychiatric illness and/or psychological distress
3. Documented understanding of need to comply with long-term aftercare and with the behavioral changes
expected after surgery
D. At least one month span between date of surgery and the initial consultation with the bariatric surgical
preparatory team.

<AND>

E. A BMlequal to or greater than 40 documented at least one-month preceding surgery and at least one of

the following comorbidities documented in the medical record:

1. Diabetes mellitus requiring medication (insulin or oral hypoglycemic) or a documented glycosylated
hemoglobin (HgbAlc) level at or above 7 documented within the 12 months prior to surgical intervention

2. Clinically significant hyperlipidemia requiring medical management or a documented LDL level greater
than 130 milligrams per deciliter.

3. Hypertension requiring medical management or blood pressure equal to or greater than 140 mmHg
systolic and/or 90 mmHg diastolic documented on more than one occasion

4. Obstructive sleep apnea requiring CPAP or other related sleep apnea treatment

<OR>

F. A BMI equal to or greater than 40 documented at least one-month preceding surgery with no documented
comorbidities, and participation in a diet, nutrition, and exercise counseling regimen for a consecutive total of
at least three months and occurring within one year prior to surgery. Documentation of counseling
participation is submitted by the bariatric surgical preparatory team.

<OR>

G. A BMI between 35 and 39.9 documented at least one-month preceding surgery, and all of the following are
met:

1. At least two of the following comorbidities documented in the medical record:

a. Diabetes mellitus requiring medication (insulin or oral hypoglycemic) or a documented glycosylated
hemoglobin (HgbAlc) level at or above 7 documented within the 12 months prior to surgical
intervention

b. Clinically significant hyperlipidemia requiring medical management or a documented LDL level
greater than 130 milligrams per deciliter.
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c. Hypertension requiring medical management or blood pressure equal to or greater than 140 mmHg
systolic and/or 90 mmHg diastolic documented on more than one occasion
d. Obstructive sleep apnea requiring CPAP or other related sleep apnea treatment
2. Participation in diet, nutrition, and exercise counseling for a consecutive total of at least three months
and occurring within one year prior to surgery. Documentation of counseling participation is submitted
by the bariatric surgical preparatory team.

Indications for surgical revisions

A. Medica considers the procedure being requested not-investigative. See I.A., above.

B. Documentation in the medical record that the BMI prior to the initial procedure was equal to or greater than
35, and

C. Documentation in medical record of a surgical complication following the primary procedure and any related
medical treatment (e.g., imaging results, endoscopic reports), as applicable. Examples of complications
include, but are not limited to:

Pouch dilation

Stoma dilation or stenosis

Staple line breakdown

Stoma ulcer

Mechanical obstruction

Malnutrition

oukrwhE

Contraindications

Member is less than 18 years of age

Documentation in medical record of a history of noncompliance

Documentation in medical record of a psychiatric iliness or psychological condition that would make
compliance with a disciplined medical regimen highly improbable or impossible

Present alcohol or substance abuse or dependency, or history of alcohol or substance abuse within the past
six months.

E. Pregnancy and/or lactation

F. Evidence of ongoing growth (e.g., epiphyseal plate non-closure)

o owp

Written documentation from the medical record specifying signs, symptoms, and clinical indications verifying
medical necessity, according to the criteria above, may be required for initial surgery or surgical revision.
Documentation should include name of specific weight loss surgical procedure to be performed.

Documentation by the physician, surgeon, or other health care professionals of diet, nutrition, exercise, and
weight loss program participation is not required preceding the initial procedure for patients with a BMI greater or
equal to 40 within the last year when documentation of comorbidity is submitted.

COVERAGE ISSUES

1.

2.
3.

6.

Prior authorization is required for gastrointestinal surgery for morbid obesity for the initial surgical procedure, for
a surgical revision, and for a second procedure.

Coverage may vary according to the terms of the member’s coverage document.
For Medicare members, refer to the following, as applicable:

e Centers for Medicare and Medicaid Services (CMS). National Coverage Determination for Bariatric Surgery
for Morbid Obesity (100.1). Available at:
http://www.cms.gov/mcd/viewncd.asp?ncd_id=100.1&ncd_version=3&basket=ncd%3A100%2E1%3A3%3AB
ariatric+Surgery+for+Treatment+of+Morbid+Obesity. October 5, 2009.

Effective with July 1, 2006 enroliments, Medica will begin instituting its Centers of Excellence program for

bariatric care. After July 1, 2006, benefits for Medica members will vary depending on their coverage document

and should be verified prior to receiving services.

Medica network providers who are designated by the Surgical Review Corporation (SRC)/American Society for

Metabolic and Bariatric Surgery (ASMBS), the American College of Surgeons (ACS), or Medica as a bariatric

surgeon of excellence will be eligible for reimbursement for bariatric surgical procedures or revisions considered

not investigative by Medica’s Medical Technology Assessment Committee when performed at a facility
designated as an inpatient bariatric center of excellence (COE) by SRC/ASMBS, ACS , or Medica Coverage may
vary according to the terms of the member’s coverage document.

Medica network providers who are not designated by the SRC/ASMBS, ACS, or Medica as a bariatric surgeon of
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10.

11.

12.

13.

14.

15.

excellence will be subject to partial or full reimbursement restriction when performing gastrointestinal surgery for
morbid obesity. Coverage may vary according to the terms of the member’s coverage document.

Medica network providers who are designated by the SRC/ASMBS, ACS, or Medica as a bariatric surgeon of
excellence, but are performing gastrointestinal surgery for morbid obesity at a facility not designated an inpatient
bariatric COE , will be subject to partial or full reimbursement restriction when performing gastrointestinal surgery
for morbid obesity. Coverage may vary according to the terms of the member’s coverage document.

A list of approved surgeons and hospitals in the Medica service area is available online at www.medica.com in
the Providers” section under “Clinical & Quality Resources,” then “Clinical & Quality Programs.” This list is
subject to change based on the ongoing approval process for the program. This listing is also available by
calling Medica’s Provider Literature Request Line at 952-992-2355 or toll-free at 1-800-458-5512, option 1, then
option 5, ext. 2-2355.

Additional information regarding surgeons or centers of excellence for bariatric care outside the Medica service
area can be found on the SRC Web site at www.surgicalreview.org or the ACS Web site at www.facs.org.

Gastrointestinal surgical procedures for morbid obesity or surgery for weight loss not specifically mentioned in
the Medical Necessity Criteria section are investigative and therefore not covered. These include, but are not
limited to:

Gastroplasty (gastric stapling without banding)

Open loop gastric bypass (“mini” gastric bypass)

Unmodified biliopancreatic diversion

Combined vertical banded gastroplasty-gastric bypass

Magenstrasse and Mill Procedure

Transected silastic ring vertical gastric bypass (Fobi pouch)

Jejuno-ileal bypass

Endoscopic procedures for morbid obesity including, but not limited to, natural orifice transluminal
endoscopic surgery and endoscopic revision following bariatric surgery (all methods including, but not limited
to, endoluminal suturing and/or stapling, prosthetic insertion, or endoscopic sclerosant injection).

A second procedure for gastrointestinal surgery for morbid obesity in the absence of complications is not
covered.

A reversal (takedown) of gastrointestinal surgery for morbid obesity in the absence of complications is not
covered.

The following services are NOT covered:

a. Education classes

b. Liquid protein diet replacements/supplements

c. Appetite suppressants

d. Over-the-counter vitamin and/or mineral supplements
e. Weight loss program fees

If the Medical Necessity and Coverage Criteria are met, Medica will authorize benefits within the limits in the
member’s coverage document.

If it appears that the Medical Necessity and Coverage Criteria are not met, the individual's case will be reviewed
by the medical director or an external reviewer. Practitioners are advised of the appeal process in their Medica
administrative handbook.

S@mPao Ty
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APPENDIX 1 — Body Mass Index (BMI) Conversion Table
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Effective Date: April 21, 2010



