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Wireless Capsule Endoscopy (State Products)

Policy Number: MO020214295
Effective Date: 2/14/2002
Sponsoring Department: Health Care Services
Impacted Department(s): Health Care Services

Type of Policy: X Internal External
Data Classification: C]Confidential (JRestricted X Public

Applies to (Line of Business):

[J] Corporate (All)
State Products, if yes which plan(s): XIMediSource; X MediSource Connect; X Child

Health Plus X Essential Plan
[J Medicare, if yes, which plan(s): LJMAPD; [IPDP; LJISNP; [JCSNP
[ Commercial, if yes, which type: [ILarge Group; [1Small Group; [lIndividual

[] Self-Funded Services (Refer to specific Summary Plan Descriptions (SPDs) to determine any pre-
authorization or pre-certification requirements and coverage limitations. In the event of any conflict between this
policy and the SPD of a Self-Funded Plan, the SPD shall supersede the policy.)

Excluded Products within the Selected Lines of Business (LOB)

Applicable to Vendors? Yes [1 No[X

Purpose and Applicability:

To set forth the medical necessity criteria for wireless capsule endoscopy (WCE) for State products.

Policy:

Background: Wireless capsule endoscopy (WCE) is a procedure in which a patient swallows a capsule-
sized camera that transmits video images of the gastrointestinal tract to an external receiver. It is a
diagnostic test for visualization of small bowel pathology in conjunction with conventional diagnostic
studies.
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MediSource, MediSource Connect, Child Health Plus and Essential Plan:
Per New York State criteria: Documentation supporting medical necessity must be retained for a
minimum of six years following the date of NYS Medicaid payment and is subject to audit.

Clinical Indications:

e Per New York State criteria, Wireless capsule endoscopy is reimbursable for ALL of the following:
o The procedure is performed by a NYS Medicaid-enrolled, trained gastroenterologist
o The gastroenterologist uses a Food and Drug Administration (FDA)-cleared device
o 1 or more of the following:
= Conventional endoscopy is unable to identify or rule out pathology, further
evaluation is necessary, and consistent with the clinically appropriate use of
wireless capsule endoscopy
= There are contraindications for conventional endoscopy
o 1 or more of the following conditions:
= Polyposis syndromes
= |ron deficiency anemia with suspected gastrointestinal bleeding
=  Upper gastrointestinal inflammatory disease
= Suspected or refractory malabsorptive syndromes
=  Gastrointestinal bleeding, excluding hematemesis
=  Any other condition in which there is high clinical suspicion for an upper
gastrointestinal tract pathology for which wireless capsule endoscopy is
medically necessary and supported by evidence-based published guidelines put
forth by recognized gastroenterological and/or surgical societies

e  Wireless capsule endoscopy is NOT COVERED for ANY of the following:
o Individuals with known or suspected fistulas, strictures, or gastrointestinal obstruction

(unless patency is confirmed prior to use)
o Wireless capsule endoscopy will not be reimbursed when performed for colon cancer

screening
o Use for conditions lacking published guideline support

Pre-Authorization Required? Yes X Noll]

Pre-authorization is required for this service. Requests must come from a gastroenterologist or other
physician who is credentialed to perform both colonoscopy and upper Gl endoscopy.

Definitions

Colonoscopy is an exam that views the inside of the colon (large intestine) and rectum, using a tool
called a colonoscope. The colonoscope has a small camera attached to a flexible tube that can reach the

length of the colon.

Esophagogastroduodenoscopy (EGD) is a test to examine the lining of the esophagus, stomach, and first
part of the small intestine using an endoscope. The endoscope is a flexible tube with a light and camera
at the end.
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Wireless capsule endoscopy (WCE) is a procedure in which a patient swallows a capsule-sized camera
that transmits video images of the gastrointestinal tract to an external receiver. It is a diagnostic test for
visualization of small bowel pathology in conjunction with conventional diagnostic studies.
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This policy contains medical necessity criteria that apply for this service. Please note that
payment for covered services is subject to eligibility criteria, contract exclusions and the
limitations noted in the member’s contract at the time the services are rendered.
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