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WellPoint, Inc. incorporates input from physicians practicing in relevant clinical areas along with other sources such as the peer-reviewed published medical literature, technology assessments, evidence-based consensus statements, and evidence-based guidelines from nationally recognized professional medical specialty societies as part of our process for developing and maintaining medical policies and clinical UM guidelines.

We are currently reviewing our medical policy on the topic of Percutaneous or Endoscopic Spinal Surgery. We are requesting your expert opinion regarding this topic and have developed a series of relevant questions presented in the table below.  

We have designed our process to help you avoid duplication of effort in reviewing various entities’ medical policies, with the goal of reducing your administrative burden.  At the same time, your feedback and the feedback we receive from others on this topic may be shared with non-WellPoint entities, including a national association (“Association”) and its constituents. This will allow your input to be considered as WellPoint, Inc. formulates its medical policy positions, which affect the more than 35 million members enrolled in our plans, by an even broader audience on behalf of the Association and the many millions of Americans whose health care benefits are provided by its member plans.   

Attached is the draft version of the SURG.00071 Percutaneous or Endoscopic Spinal Surgery. 

We will carefully review your responses to the questions below and we welcome additional insights you provide on this topic.  Please be sure to:

· Answer all questions

· Complete the conflict of interest 

· Complete the demographic information and release statement on the following page 

· Provide peer-reviewed literature citations when changes to a policy position are suggested

Thank you for supporting our process to maintain medical necessity determinations consistent with the principles of evidence-based medicine by providing your expertise, guidance and input.
Please complete the information on the following page. 

Please return your comments to:
Barbara Brown at technology.compendium@wellpoint.com on or before March 4, 2009. 
The following information is needed for this review.

	Reviewer Name:

(Note: Include credentials)
	Joseph S. Cheng, MD, MS

	Board Certification in: (Note: BC is required)
	Neurological Surgery

	Academic/Hospital Affiliation(s):
	Vanderbilt University

	Address: 
	Dept. of Neurosurgery, T-4224 MCN, Nashville, TN 37232

	State(s) of Medical Licensure:
	TN, WI

	Phone:
	(615) 322-1883

	Fax:
	(615) 343-8104

	Date: 
	February 7, 2009

	Your input will be shared with the applicable medical policy committee(s) when this topic is presented. Please indicate if WellPoint, Inc. may release any or all of the following points of information to the committee(s) and non-WellPoint entities, including a national Association.     

	
	Yes
	No 
	Comments

	Your Board Certification
	X
	
	

	Name of your Academic/Hospital Affiliation(s)
	X
	
	

	Your Name
	X
	
	


AANS
	Policy Number: SURG.00071

Policy Title: Percutaneous and Endoscopic Spinal Surgery

	Definitions of Medically Necessary and Investigational included in Exhibit I

	 
	Yes
	No 
	Comments

	General questions:

	Is the POLICY POSITION clear and accurate based upon the medical evidence published in the peer reviewed medical literature?  If no, please comment.


	
	X
	The policy statement provided appears to combine percutaneous techniques and our minimally invasive spinal techniques when the endoscope is used.  We do not agree with the policy that minimally invasive endoscopic spinal surgical techniques are considered investigational and not medically necessary. The concept of minimally invasive spinal surgery has continued to gain popularity with clinical outcomes comparable to those of conventional “open” surgery, while minimizing the iatrogenic injury incurred during the surgical exposure process.  The foundations of these techniques are based on the advent of specialized retractor systems and tools, such as endoscopes.  Typically this will consist of a tubular retractor system for minimally invasive spinal decompressions, which advocates muscle splitting techniques with a smaller incision and surgical exposure to avoid tissue trauma.  However, there is confusion over the varying definitions of minimally invasive and its overlap with percutaneous procedures, fueled by medical marketing.  Due to this, we need to to keep the CPT codes utilized in perspective according to their category rather than taking them out of context based on semantics alone.    

	Is the RATIONALE clear and does it accurately reflect the currently available medial evidence? If no, please comment.


	
	X
	We agree that endoscopic spinal surgery has been investigated as an alternative to open procedures such as microdiscectomy where a small incision is made and the surgeon directly visualizes the operative site through a surgical microscope. Although during the endoscopic spinal surgery, the surgeon may not have direct visualization of the operative site and use an operating monitor, the use of endcoscopes in a minimally invasuce technique (MIS) must be differentiated from a percutaenous technique.  A true percutaneous procedure such as for a lumbar disc decompression is done through the skin, and the surgeon is not able to directly visualize the anatomy at the target site.  The Current Procedural Terminology (CPT) code for a percutaneous lumbar discectomy is 62287.  This code refers to insertion of a needle(s) into the disc space and suctioning out the diseased nucleus pulposus, or heating up the disc and shrinking it with a laser or other percutaneous device, for decompression of the nerve roots.  A thin rigid endoscope connected to a camera may be placed into the disc space though these stab incisions to visualize the disc itself, but the surgical exposure is not large enough to allow a direct visualization of the anatomy.  This technique typically does not allow bony removal, and requires passage of the needle through the soft tissues only to access the disc space.  Due to this, the percutaneous procedures are required to be performed under fluoroscopic guidance and reported with the appropriate supervision and interpretation (S&I) code such as 77002.  Unlike percutaneous techniques, the minimally invasive methods still have a large enough exposure so that the bony and neural anatomy may be visualized with a direct line of site, and a surgeon may use surgical loupes,  microscope, endoscope, or nothing at all.  The minimally invasive procedure may be a considered an open procedure with a smaller incision, and there is no specific definition to separate the two in terms of how large the incision has to be or other specific factors that can define a procedure as minimally invasive versus open.  For lumbar discectomies, CPT 63030 refers to both “open” and minimally invasive procedures (including endoscopically assisted) in which the physician can directly visualize the site.  This approach allows the surgeon to remove part of the bone (lamina and medial facet) to access to the nerve roots and spinal cord.  This bone removal would expose the intraspinal anatomy to facilitate removal of ruptured disc fragments or part of the disc, or for decompression for stenosis.  This additional bone removal work for laminotomies with partial facetectomies or foraminotomies would require more effort and time than a percutaneous approach.  The term endoscopy refers to the use of a tubular camera or lens system that allows the surgeon to look inside the human body.  This is typically used in percutaneous or minimally invasive procedures where the incision and opening is very small, and where a direct line of site may not possible.  The endoscope typically consists of a rigid or flexible tube with an attached fiberscope camera and light delivery system that allows illumination and visualization of the anatomy.  Although the main function in spinal surgery is visualization, the endoscope systems may also include working ports where surgical instruments can be placed.  The endoscope does not have an add-on code to describe its use, unlike the add-on code for the operating microscope. Currently, endoscopic assisted spinal surgery would be considered similar to using surgical loupes and a headlight for visualization and illumination.  The endoscope is considered an incidental part of the surgical package, and the microsurgery add-on code would not be applicable.  

	Is the DESCRIPTION clear and accurate?  If no, please comment.


	
	X
	The policy statement provided appears to combine percutaneous techniques and our minimally invasive spinal techniques when the endoscope is used.  We do not agree with the policy that minimally invasive endoscopic spinal surgical techniques are considered investigational and not medically necessary.

	Specific questions regarding the Policy determination:

	· The policy indicates percutaneous or endoscopic spinal surgery is considered  investigational and not medically necessary as an alternative for currently accepted spinal surgical techniques that treat spinal disc disease or vertebral stenosis

· Do you agree? 


	
	X
	The policy statement provided appears to combine percutaneous techniques and our minimally invasive spinal techniques when the endoscope is used.  We do not agree with the policy that minimally invasive endoscopic spinal surgical techniques are considered investigational and not medically necessary.

	· Do you consider percutaneous or endoscopic spinal surgery medically necessary for spinal disc disease or vertebral stenosis?

· If yes, please comment and cite literature to support. 
	X
	
	The majority of the cited references in the policy are from older literature, and do not reflect current practice.  In this analysis, there appears to be a focus on pain scores improvement, but do not address other auditable variables such as estimated blood loss, hospital length of stay and site of service changes, utilization of post-operative pain medications, time to return to work, and complication rates of the minimally invasive procedures (MIS).

	· Are there any specific criteria (or conditions) which would be useful in selecting appropriate patient populations?
	X
	
	The indications for minimally invasive endoscopic techniques would be similar to that utilizing an open technique and operating microscope.

	· Are there any specific clinical or patient characteristics when percutaneous or endoscopic spinal surgery is not appropriate? 

· Please comment and cite literature to support. 


	X
	
	The contra-indications for minimally invasive endoscopic techniques would be similar to that utilizing an open technique and operating microscope.

	· If your position is that percutaneous or endoscopic spinal surgery is investigational but also medically necessary, please explain.


	
	X
	

	 
	
	
	

	Improved Patient Outcomes: 
· Is there adequate evidence to demonstrate that percutaneous or endoscopic spinal surgery as a treatment of spinal disc disease or vertebral stenosis provides significant improvements in clinical outcomes compared to the available alternatives?
 
	X
	
	The policy statement provided appears to combine percutaneous techniques and our minimally invasive spinal techniques when the endoscope is used.  The outcomes for minimally invasive endoscopic techniques would be similar to that utilizing an open technique and operating microscope as it is the same technique with a focus on atraumatic tissue dissection.

	· Is there additional peer-reviewed literature, other than that cited in the policy, that demonstrates improved patient outcomes due to the use of percutaneous or endoscopic spinal surgical techniques as a treatment of spinal disc disease or vertebral stenosis? 

· If yes, please comment and cite literature to support.


	X
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	Is there other information you feel is relevant regarding the this technology?


	
	X
	

	Conflict of Interest:
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EXHIBIT I

Medically Necessary Definition 

"Medically Necessary" are procedures, treatments, supplies, devices, equipment, facilities or drugs (all services) that a medical practitioner, exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury or disease or its symptoms, and that are: 

· in accordance with generally accepted standards of medical practice; and 

· clinically appropriate in terms of type, frequency, extent, site and duration and considered effective for the patient's illness, injury or disease; and 

· not primarily for the convenience of the patient, physician or other health care provider; and 

· not more costly than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease. 

For these purposes, "generally accepted standards of medical practice" means standards that are based on credible scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical community, national physician specialty society recommendations and the views of medical practitioners practicing in relevant clinical areas and any other relevant factors.

Investigational Definition

The term "investigational" means that the medical policy does not meet the Technology Evaluation Criteria. 

This means any procedure, treatment, supply, device, equipment, facility or drug (all services), are determined NOT to: 

· have final approval from the appropriate government regulatory body; or 

· have the credible scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical community which permits reasonable conclusions concerning the effect of the procedure, treatment, supply, device, equipment, facility or drug (all services) on health outcomes; or 

· improve the net health outcome; or 

· be as beneficial as any established alternative; or 

· show improvement outside the investigational settings. 
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