Department of Health

Admitted patients aged 16 to 18 years undergoing 'Bariatric Surgery'

grvice (HHS) of treatment, public

Financial Year

HHS of Hospital Sex 2013/14 to 2015/16
Metro North Female 5
Male 0

Total Queensland public sector

Notes:

1.2015/2016 data are preliminary, subject to change.
2. 'Bariatric Surgery' identified as ICD-10-AM ACHI procedure block 889 - Proce
(includes adjustments, revision and removal of gastric band)

Source: Queensland Hospital Admitted Patient Data Collection (QHAPDG
Statistical Services Branch, Department of Health, Queenslgid

Date: 29 August 2016 \
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Director-General
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System Policy and Performance
SUBJECT: Public patient bariatric surgery in Queensland public hospitals ————-——-—~
HSCH R0
Proposal /g 0 2 MAY 201
That the Director-General: L C
QLD HEALTH '
Note that there is very limited access to bariatric surgery as of Obe management for
public patients in the Queensland public hospital system a sland Health does not

have a statewide policy in relation to access to bariatric surg
"Approve the preferred policy position of ‘Option C — Myltig
outlined in the attached Background and Option Sumy Q

0 plinary Care and Surgery’ as
recommended by the Queensland Policy and i o
(QPACT).
Urgency \

pers in line with the criteria
mmittee for New Technology
1. Routine.

Headline Issues
2. The top issues are:

e The lack of access to public/gatient bariatfic surgery in Queensland’s public hospitals
has been raised in correspgng ¢ {obotp the Minister for Health and the Premier.

e Bariatric surgery is the only trégtment that has been shown to assist a majority of

patients with weight in the Class_2.and 3 severe obesity range (BMI>= 35) to achieve

clinically significant sweight loss™>and concurrent improvement in obesity-related
co-morbidities over edium-term horizon (two to 15 years).
been p

viously submitted but no decision was reached. Currently
oes not Have a formal statewide policy regarding the provision of
isions about the provision of this type of surgery are determined

by individual Hagpital a ealth Services.

e Blueprint for Better Healthcare in Queensland?
to bariatric surgery impacts on the ability of Queensland Health to
vices which are focused on the needs of patients.

e Lack of ate
provide health

Key issues

4. For the time period July—September 2013 there were 16 public and 56 private patient
episodes of- bariatric surgery in Queensland public hospitals. In contrast, there were 687
episodes of bariatric surgery in Queensland private hospitals.

5. The National Health Care Agreement commits the State of Queensland to providing public
patients with access to all services provided to private patients in public hospitals.

6. Currently, the Royal Brisbane and Women'’s Hospital (RBWH) is the major provider of public
patient bariatric surgery, however surgery is only available to patients who were on their
waiting list prior to 2007. The RBWH is not accepting new referrals for bariatric surgery.

7. Bariatric surgery in the Queensland public sector can cost between $8,000 and $18,000
depending on length of stay and complications arising from surgery. This does not take into

D@HEDL 16/17E©@@00umem No. 2




Page 2 of 3

Department RecFind No: BR058548
Division/HHS: SPP Division
File Ref No:

account the intensive support required post-operatively to support weight reduction and

prevent weight regain.

8. The QPACT recommended that bariatric surgery be considered for morbidly obese
individuals who are aged less than 45 years of age with a body mass index (BMI) of >45
and co-morbidities; and adolescents over the age of 15 years with an age-related BMI over
the 95" percentile or BMI >35 in the presence of severe obesity-associate complications.

9. The policy options for the management of obesity in public patients put forward in the
attached papers (Attachment 1 and 2) are listed below:

e Option A - Usual Care — patients with severe obesity are treated for their heaith issues
as the need arises and by the relevant specialities. It is copsidered that there are
sufficient affordable options in the private sector for persons fg assistance to lose
weight.

e Option B — Multidisciplinary Care — severe obesity is reg

specific care pathways are developed to optimise a pati

¢ quality of life and minimise dependence on the acute
that the focus of intervention should be on managing
than weight-loss.

e Option C — Multidisciplinary Care and Surgery — the sciplinary team, in addition to

BFY, IS afh option or who choose not to

hoth identify candidates for surgery

have surgery, work closely with a surgical tga
and provide post-operative supportNQ cCe
Practitioner.

10. Expansion of access to bariatric surgery amd~assquiated multidisciplinary support services
d planning for the future of public hospital
Funding, and Performance Management
to develop an appropriate purchasing
odel of service delivery.

Background

11. Access to bariatric surgery is recoghisgsl as a national issue. While procedures have been
listed on the Medicare its Schedule since 1992 the majority of surgery is performed in
private hospitals with out of pocket expenses for patients.

12. The Clinical practic the management of overweight and obesity in adults,

n in Australia (2013) were published in October 2013.

These guidelines state th riatric surgery is considered more effective in achieving weight

loss than nonsufaical intervenfions. For adults with a BMI >40 or adults with a BMI >35 with

co-morbidities ay improve with weight loss, bariatric surgery may be considered taking
into account 4 dualciréumstances. Whilst cost effective compared with other treatments,
there are howevéy significant and long term post-surgery costs for the individual and health
system.

13. A briefing note and>papers were prepared and submitted to the former Director-General in
January 2013 to support the EMT Action Item 5.2.3 identified 27 November 2012 -
‘Director-General to meet with the Minister to discuss a policy for bariatric surgery in the
context of diabetes management’.

Consultation

14. The Clinical Access and Redesign Unit provided information on current bariatric surgical
activity and costs and current obesity treatment approaches in Queensland Health.

Attachments
15. Attachment 1: Background Paper: The management of patients with severe and complex
obesity in the Queensland Public Health System including provision of
bariatric surgery.
Attachment 2:  Summary of Policy Options.
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Recommendation
That the Director-General:

Note that there is very limited access to bariatric surgery as part of obesity management for
public patients in the Queensland public hospital system and Queensland Health does not
have a statewide policy in relation to access to bariatric surgery.

Approve the preferred policy position of Option C — Multidisciplinary Care and Surgery as
outlined in the attached Background and Option Summary papers in line with the criteria

recommended by the Queensland Policy and Advisory Committee—for New Technology
(QPACT).

%

APPROVEDINéT APPROVEB%‘) NOTED

gy,
N .

IAN MAYNARD
Director-General \

@To nister's Office For Noting [ |

1w

N :
Author Cleated by& Cleared by: (SD/Dir) Content verified by: (CEO/DDG/Div
Head)
Josephine Peat Colleen Jen Philip Davies
Principal Policy Senior Director Deputy Director-General
Officer
Strategic Policy Strategis,Policy Policy and Planning Branch System Policy and Performance
Priority Areas Unit  Priority Areas Unit Division
7 February 2014 17 February 2014 17 February 2014 18 February 2014
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1. Introduction

The purpose of this paper is to synthesise the available information on the different options
concerning the provision of bariatric surgery as part of the suite of interventions for the
management of patients with severe and complex obesity with particular consideration of its
efficacy in the management of type 2 diabetes.

The timing of this paper is linked to growing interest in bariatric surgery as an appropna
1ntervent10n for patients Wlth obesﬂy and type 2 dlabetes The Interna onal Diabetes

Statement in December 2010 that recommends (3.1.1) that, within t
following recommendations:

“Bariatric surgery is an appropriate treatment for peop (hyk dlabetes and
chieving

recommended treatment targets with medical the Where the1e are no

other obesity related co-morbidities...Under some’cj

30-35 should be eligible for surgery.”

The Taskforce (p.6) noted that the risk of de
women and 42-fold in men who are severely obes
even modest weight loss in people with typ
associated with improvements in glycaeml
hypertension and dyshpldaemla €

I 1 of healthy Welght” and “that
who are overwelght or obese is

orsiderations in the Queensland context
ess for the health system / for the Queensland Government

%'gptions are included in a summary document separate to this paper.

“An important caveat on the information that follows is that while every effort has been made
to source the latest data available, bariatric surgery techniques are constantly evolving and in

- some instances evidence is: (a) superceded in that the procedure it was based on is no longer
commonly performed; or (b) is not yet available for its safety and efficacy. For example, the
evidence base for the safety and efficacy of one of the newest procedures compared to other
procedures — sleeve gastrectomy — is still developing.

DOH-DL 16/17-0Q@Bccumentro.c.



2. History of previous consideration

In 2009, the House of Representatives Standing Committee on Health and Ageing Inquiry
into obesity in Australia recommended: a tiered approach to management incorporating
prevention, community-based primary care and acute care; that obesity be regarded as a
chronic disease requiring and individual management plan under the Medicare Benefits:"
Schedule; and that bariatric surgery be publicly funded, including multidisciplinary support
teams to ensure equity of access (Recommendations 9, 7 and 5). Around this time, Western
Australia (2008), Victoria and New South Wales (2009) produced framework documénts £
the management of obese individuals with the Victorian framework focussing o
provision of bariatric surgery.

logy Assessment commissioned by

\ able evidence for the efficacy of

“twio specific patient cohorts with severe

3 d Adv1sory Committee on New Technology

different clinical pathways for the

obesity. Subsequently, the Queengiahd:P;

(QPACT) recommended the 1ncl

the following patient cohortsy, - NI
o adults aged les

idelines accessed! differ however there appears to be agreement
patients with a BMI <35. Generally upper BMI limits are not
1 Gastroenterology Organisation Global Guideline identifies

For adults, currer
that bene’ﬁ‘f is upt

liN ational Institute of Clinical Excellence (43), US National Institute of Health, World Gastroenterology
Organisation, American Association of Clinical Endocrinologists and the American Society for Metabolic and
Bariatric Surgery and the Obesity Society, Society of American Gastrointestinal Endoscopic Surgeons and a
synthesis of guidelines from the Massachusetts Department of Public Health, Scottish Intercollegiate Guidelines
Network, The Endocrine Society National Institute of Clinical Excellence (43), US National Institute of Health,
World Gastroenterology Organisation, American Association of Clinical Endocrinologists and the American
Society for Metabolic and Bariatric Surgery and the Obesity Society, Society of American Gastrointestinal
Endoscopic Surgeons and a synthesis of guidelines from the Massachusetts Department of Public Health,
Scottish Intercollegiate Guidelines Network, The Endocrine Society
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developed in Canada and which includes consideration of BMI plus the severity of patients
associated diseases and functional status as prospectively a better tool.

For adolescents, the current Australian Guideline® focuses on physical and pubertal
development as well as weight and identified a minimum age of 15 years, 14 years in
exceptional circumstances.

Clinical guidelines are silent on age in adult patients as a predictor of efficacy of the
procedure. Age however has been considered in modelling cost effectiveness in terms of
likely years of benefit.

3. Trends in the performance of bariatric surgery proced
severe obesity and associated co-morbidities

36% per year; '

e expenditure through the Medical Benefits S , :
annum;

e there was a large increase in the numbers aros opic adjustable gastric banding
procedures (+40.8%), revision of gastrie-han $41.5%) and insertion of a gastric
bubble/balloon (+123.7%) and degc gintimber of procedures for gastric
reduction, laparoscopic biliopa Ncre ion and biliopancreatic diversion

The same study reported that in

00 OB AUS
e the average length of sta X across procedures in both pubhc and private

public hosp1
pr1vate fagil
faclh‘ues '

2,672 (92.0%) were privately funded and occurred in private facilities
136 (4.7%) were privately funded and occurred in public facilities
95 (3.3%) were publicly funded and occurred in public facilities.

? Child Health Division of the Royal Australian College of Physicians and the Obesity Surgery Society of
Australia and New Zealand and the Australian and New Zealand Association of Paediatric Surgeons
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In Queensland, an analysis of admitted patient data accessed in January 2013 shows that in
2009-2010, there were 3009 bariatric procedures for morbid obesity (Code 889) involving

2,847 separations. Of these separations:
e 2,532 (88.9%) were privately funded and occurred in private facilities.
o 162 (5.7%) were privately funded and occurred in a public facility
e 153 (5.4%) were publicly funded and occurred in public facilities.

Activity in private facilities peaked in 2008-2009 and it is unclear if the decline in numbers
2009-2010 to below the 2007-2008 level is representative of any longer term pattern. -~

Table 1 below shows the number of unique procedures performed against code 889 in
Queensland facilities in 2009-2010 by procedure type and by whether ;
on private or public patients.

Table 1: Unique Procedures undertaken under Code 889 by type and
Facilities Queensland 2009-2010. Source: Queensland Hospital Ad

ubire and Private
\rta Collection

accessed 3 January 2013
Pr ocedures - '

Number
120092010

,Publlc; Prwate anate -
, Pubhc, ‘

Revision of Gastric‘Band

Gastric Reduction

Laparoscopic gastric
Reduction

Gastric Bypass

Laparoscopic Biliopancreatic
Diversion

Biliopancreatic Diversion

Surgical reversal procedures ;% 354 382

Insertion of Gastric Bubble ) 84 85

[balloon] i

Total Procedures 2691 3009
89.4 100

% of Total Procedu’l\ S

”,KO4B) and obesity procedures (K07Z) in p1e11m1nary 2011-2012 data.

Table 2: Activity coded to KO4A and B and KO7Z in 2011-2012 in Queensland reporting hospitals
excluding the Mater and private facilities. Source: Preliminary data accessed from NHCDC data

D@HDDL 16/17E©t@@0cument No. 9

collection J anuary 2013.
Code o ' No of Encounters 1 Av Length of Average Age | No. where Health
' | Stay ~ o Fund identified
KO4A 33 4.24 days 50 06 yls 30
5




KO4B 121 1.85 days 39.53 yrs 119
KO7Z 66 Range 1-14 days | Range 21 — 69 yrs | 66
Total 220 215 (98%)

The Royal Brisbane Hospital had the highest number of encounters across all three codes
during this period and was particularly dominant in Code KO4A (27 of 33 encounters) and
Code KO4B (81 of 121 procedures).

3.2 Length of Stay Bariatric procedures

The number of same day episodes of care in Queensland facilities for code 889 has incréd d

The average length of stay for other episodes for Code 889 varigdb
and in some instances over time, 2007-2008 compared with 20 ‘- 014

ta?my type private/public
Soulce Queensland

Table 3: Procedures undertaken under Code 889 (excluding sa
facility and average length of stay 2007-2008 and 2009-2010,
Hospltal Admltted Patient Data Colleotlon accessed 3 January 2

| Av length of St; ~A Iength of stay
2007-2008 : 2009-2010 ,
. ~ ; 1 te /A Public | Private

Revision of Gastric Band 2.5 1.8
Gastric Reduction 1.7
Laparoscopic gastric Reduction 1.6 1.2
Gastric Bypass p F 0. 8.8 9.6
Laparoscopic Biliopancreatic Diversion/ sia\ Noo- na na
Biliopancreatic Diversion A L] ) na na
Surgical reversal procedures _+{ <] ¥ 6.1 3.1
Insertion of Gastric Bubble [balloon] \ na na 2.0

at procedures and techniques but generally bariatric surgeries “aim to
ain any loss through res‘uiction of intake or malabsorption of food, or

16 051 (95%) of the 16,982 total separatlons for weight loss in Australian hospitals that year
and 2,810 (97%) of 2,903 separations in Queensland Hospitals. An international review of
-‘-"’surgely for obesity undertaken by The Cochrane Collaboration (2009) found that gastric

bypass and adjustable gastric banding were much more commonly performed than any other
procedures.
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Table 1 above identified the type of procedure performed in Queensland facilities in 2009-
2010 and identifies laparoscopic gastric reduction as the dominant procedure at that time -
64.1% of all procedures.

Table 4 below summarises changes in the type of procedure being performed, comparing
2007-2008 with 2009-2010. Overall, there were seven less procedures performed in 2009-
2010.

Table 4: Unique Procedures undertaken under Code 889 by type, number of surgeries and chang;;::?il?"
volume 2007-2007 to 2009-2010, Public and Private Facilities Queensland. Source: Admitted Patient
Data Collection accessed 3 January 2013.

iProcedures ~ !'Number | Number :,'Cliange~2067—2008 o1 paled to 2009-2010:}
o 2007-2008 2009- | ‘ -
' - | Private
... .. . i | facility
Revision of Gastric Band 324 472 +123
Gastric Reduction 60 56 -3
Laparoscopic gastric 2490 1929 -586
reduction
Gastric Bypass 24 +44
Laparoscopic 7 -1
Biliopancreatic Diversion
Biliopancreatic Diversion | 3 0 .
Surgical reversal 191 +177
procedures
Insertion of Gastric Bubble | 17 +67
[balloon]
In 2011, QPACT recommended-tkat the 01 procedure be a clinical decision in

sistent with current international clinical guidelines

consultatlon w1th the pat1ent thh
% ors that will influence this choice.

f;enrolled ina Ion gitudinal study from January 2006 onwards; and
" had bariatric surgery for weight loss post enrolment.

b
i

DOH-DL 16/17-0080csmen e -

~They reported the study cohort had a mean BMI at the time of surgery of 39.15 and 98% of
the procedures were gastric banding or gastroplasty. They found higher rates of surgery
associated with: “being female, a resident in a major city, in poorer health, a non- smoker, a
non-drinker, being in the lowest tertile of physical activity, being in the relatively advantaged
socio-economic groups (fivefold higher rate of surgery for those with household incomes of
$70,00 or more, compared with those in households with incomes less than $20,000 and
increasing BMI (those with a BMI in the 40-50 range had the highest rates)”.




An ATHW 2010 report on weight loss surgery in Australia in 2007-2008 similarly identified

that: 78% of surgeries were performed on women,; there were fairly equal numbers of women
aged more or less than 45 amongst women with men having a slightly older profile; patients
were significantly more likely to live in an area in the middle quintile of socio-economic
advantage; and more likely to be a resident of a major city or inner regional area. The ATHW
also found that the rate of bariatric surgeries for residents in major cities was 8.2 separations -
per 10,000 people compared to 6.8 for outer regional residents and 6.9 for remote and very
remote residents.

An analysis of Queensland admitted patient data for 2009-2010 (Codes 889 plus 970 87 :
875 with a diagnosis code of E66x obesity) and preliminary 2011-2012-hespital at
(KO4A and B) identified:
e the per cent of separations in 2009-2010 for patients aged 44
52% and 48% in public and private facilities respectively=i
Code 889 this age distribution is similar;
o the median age for episodes in the KO4A category in re
2011-2012 was 50.06 years, and for KO4B it was 39-
e 82% of episodes in the K04A category and 80% 3]
involved female patients.

lowest three quintiles of advantage are
both the public and private sector /4

X‘::“f, <0rt1ar(1vd as a % of all persons with a BMI>=40 in 2007-2008.
3007-2008 accessed 3 January 2013.

% of all persons in thata C
Source: Nat10na1 Healt urve

Age o f. Num‘Bs;?wﬁh | Est. % of all persons | Est. % of all persons
. - red and _ | inthis age cohort | with BMI>=40
6,790 1.3% 13.2%
/19236 2.2% 18.0% -
15,659 3.6% 30.4%
10,977 3.1% 21.3%
6,025 - 12.2% 11.7%
2,777 ' 1.3% 5.4%
51,463 100.0%
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Table 6: Bariatric Surgeries performed in Queensland Facilities 2009-2010 by Index of socio-
economic advantage (Quintiles 1-5) and number and per cent of persons in 2007-2008 National
Health Survey with self-reported-weighted and measured-weighted BMI >=40 by usual place of
residence: Source: Admitted Patient Data Collection accessed January 2013 and National Health
Survey 2007-2008 accessed 3 January 2013.°

FacilityType . | Ql Q2 Q3 |04 |Q5  |Total
Public 77 95 59 57 44 332 .
(23%) | (29%) | (18%) |(17%) | (13%) | (100%)i
Private 499 573 621 605 497 2795:
(18%) | 21%) | (22%) | (22%) | (18%) (100%)
Total S 576 | 668 680 1662 | 541 13,127

: a (18.4%) | (21.4%) | (21.7%) | (21.2%) | (17.3%) (100%)
No & % of adults 18 + self-reported 14,555 | 13,428 | 15,636 W 60
and weighted BMI > = 40 (21.8%) | (20.1%) | (23.5%)

% of adults 18+ with measured and | 13,834 | 9,876 | 18,531 ;3751§\i,3,7705\ 51,464
weighted BMI>= 40 (26.9%) | (19.2%) | (36.0% |

e New SEIFA Data based on the 2011 Census is due to be releé@ﬁ Aot

Data on the measured 1n01dence of obesity in children an

proportion of chlldren by age cohort considered to b
Ages 5-7 11.7 i

Ages 8-11 14.1
Ages 12-15 10.3
Ages 16-17 9.3

Total Ages 5-17 45.4

Data on access by patients by mrgl

patients

4.1 Safety

- Mortality?, ‘
supports that the safety of current procedures is acceptable and that
ates of adverse events is declining, most likely due to changes in
being performed. O’Brien et al (2013) in a single centre Australian
55contex’c; reported no peepor later deaths related to the procedure in a study cohort of 714

“. “patients who had undergone laparoscopic adjustable gastric banding (LAGB) at 10 year
foI W-up Carlsson L et al (2012) reported an overall post-operative mortality rate of 0.2% at
Rt 5 years follow-up for patients who had undergone a number of different procedure types.

3 Looking at only the 889 Code cohort doesn’t result in significant changes to the overall distribution for all
patients or for public patients '

DOH-DL 16/17-0860cumen ro. 1




Complications

Individual studies have observed complication rates from 10 to 25 per cent but the most
recent reports from longitudinal studies suggest that the range may be a narrower 12 to 15 per
cent (Carlsson, L 2012, O’Brien, P et al, 2013). At 15 year follow-up, Carlsson et al reported
14.8% of episodes had complications and 2.8% of these were serious enough to require re-
operation.

The 30 day complication rate recorded as either within the same episode of care with at least*
one episode of bariatric surgery (code 889) or within 30 days post such an episode and whm’h
occurred in public acute hospitals in Queensland in 2009-2010 was calculated as 8.25.5A
breakdown by age found that in patients aged 45 years and over the comphcatlon rate wi
more than double that of persons aged 44 or less, 15.5 versus 6.5 respee
noted that it is not possible to draw a direct link between the compli¢a
procedure in the data nor to distinguish between types of procedure
procedures have very different complication rates. (Source: Admi
2009-2010 accessed January 2013).

Revisions

O’Brien et al’s study of patients who had undergone an
Victorian centre reported on revisional procedures, the p
of which have been previously identified as problery 5
the need for revision has seemingly declined as theltec)

ome reV1ews They noted that
g has evolved, for example the

Proximal enlargement
Erosion

Port and Tubing problems
Explantation (reversal) -

00 -2008 to 2009-2010 had occurred within 365 days post-discharge
! de of care in which bariatric surgery was recorded. The estimated
f;;levmon rate in publicJ

may also vary over a longer time horizon and by procedure.

‘Adverse Events

The AIHW 2010 report on ‘Weight loss surgery in Australia’ reported that in 2007-2008, the
adverse event rate associated with weight loss surgery was 12 per 100 separations (12%)
compared with a rate of 4.8 per 100 separations for separations overall. There were
significant differences between procedures. In the AIHW analysis, laparoscopic gastric

10
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banding had the lowest adverse event rate 5.2 per 100 separations compared with gastric
reduction (18.7), gastric bypass (24.9) and revision of gastric band (35.2).

The same analysis found that there was significant differences between public and private
hospitals with the former having significantly more separations where the adverse event
“complications of other internal prosthetic devices, implants and grafts’ (19.6% compared to
7.4% for private facilities) and “post procedural disorders of the digestive system” (3%
compared to 0.4% for private facilities) were recorded. In 22.4% of public hospltal
separations in 2007-2008 the adverse event was the principal diagnosis.

Ex1st1ng clinical guidelines rev1ewed for this paper (see Footnotel) propose that barlatrl

frex risk
procedures while being aware that all procedures still require a commitiu® “ah)the part of the
patient to a strict post-operative regime.

4.2 Evidence - weight loss

\ _,;f::;’v .
comes for patients

The most recent report (Carlsson, L et al 2012) on the wei )
 control group, of whom

enrolled i in the Swedlsh Obese Subj ects study identified thd it

ow-up. (O’Brien, P et al 2013). Weight
eightjoss (EWL) over BMI 25, was 50.5% at three
(714 patients).

‘?,aﬁﬁédian Agency for Drugs and Technologies compared the
iNprocedures not distinguishing between short and long term

A 2009 study undertakefi'b
literature on outcomes of 4

ollow Gp and found that, at maximum follow-up, patients who had
ic adjustable gastric banding compared with Roux-en-Y gastric bypass
. It is unclear to what extent improved techniques may be a

of a éértieular procedure.
43 Evidence - resolution of comorbidities

Based on self-reported health status of Queensland residents, the Chief Health Officer
recently reported that in 2011, being obese was associated with about four times the
likelihood of having diabetes or high blood sugar (Chief Health Officer, 2012, p.67 quoting
an unpublished Queensland Health study ‘Self-reported health status, 2011°). The report also

11
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noted a study that showed loss of just five per cent of body weight improved insulin response
and glycaemic control.

There is robust evidence for the association between weight loss following surgery and the
resolution of type 2 diabetes, hypertension and cholesterol levels in the twelve month to two
years following surgeries. Two recently published studies studies (Schauer, PR et al;
Mingrone G et al) suggest that different procedures may have differing levels of efficacy for .
type 2 diabetes but both noted that further research is required to assess the durability of these*
results. "

Schauer et al (2012) found that 42% of patients who received a Roux-en-Y gastric byi)as
compared to 37% who had a gastric sleeve procedure and 12% of thoge-that received medica

atiy’ The surgical
found that at 2 years:

diversion, or a medical lifestyle intervention by a multid
groups also received multidisciplinary team follow—up.

days post-surgery. e ‘

e Cholesterol levels normalised i in 2 .“ 4 of thg medical patients and 100% of the
surgical patients. SR

e Antihypertensive therapy y
medical therapy, 80% of
diversion group. iR

preventive and treatment effect of surgery in obese individuals
Rthe Swedish Obese Subjects study (Carlsson, P et al 2012).
yded:in ear report had diabetes at baseline. At 15 years they
doe el diabetes in the control group who had received ‘usual treatment’
\y s years compared to 6.8 cases in the group who received
rgical group having a less favourable profile at baseline. They found
: of surgery increased with increasing baseline glucose and insulin
\ S , 2012). Earlier reports from the same study of patients who had
:g,fdlabetes pr10r to surgery have indicated remission rates of 72% at two years and 36% at ten
lyears. The cause of this diminishing effect is unclear but may be related to the plateauing of
weight' loss after 2-3 years that has been observed in this and other longitudinal studies.
__Clinical guidelines stress the importance of comprehensive multi-disciplinary assessment of
- patient’s pre surgery including their ability to comply with the post-operative regime as well
as the availability of ongoing medical, psychological, diet and exercise advice and support.

Longitudinal ev1dence f01

The International Diabetes Federation issued a position statement in 2010 that identified that
surgery should be an accepted option for people who have Type 2 diabetes and a BMI >=35.
The United Kingdom Royal College of Physicians, in a guide published this month (January

12
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2013) has proposed that because of the demonstrated benefits for surgery in the treatment of
type 2 diabetes close integration of bariatric and diabetes services is recommended. They
noted (p.58) that new endocrine consequences are being recognised in obese patients and the
need to consider weight in the choice of diabetes pharmacotherapy, as further reasons for

close alignment.

5 Best Practice Models of Care

5.1 Procedural

procedures to facilities able to meet criteria at the top tiers of the
consideration is that systematic reviews and clinical guidelines I
outcomes are pos1t1ve1y related to the surgeons expertise (e g W

It is important to distinguish between post- opera“{r_’
clinical guidelines recommend lifelong follow=Tip*
may be able to vary over time depending. on|

5.2 Multi-disciplinary care

hef there is limited evidence for the success of
supporting significant weight loss which may or may
”"on of thi$ type of care, there is strong support in clinical -

e importance of the multi-disciplinary team in the pre, peri

gecewe intensive management in a specialist obesity service” and suggest a minimum six
““month intervention pre-surgery that includes dietary and lifestyle interventions as well as
pharmacology. The guideline puts emphasis on assessing patient’s ability to comply with
dietary restrictions post-surgery as well as optimising the medical management of any co-
morbidities pre-surgery.
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A synthesis of clinical guidelines from the Massachusetts Department of Public Health,
Scottish Intercollegiate Guidelines Network and The Endocrine Society regarding bariatric
surgery in adolescents suggested that the minimum team should comprise a surgeon with
significant bariatric experience, a paediatric specialist with adolescent and obesity training, a
dietician, a mental health professional with speciality training in child and adolescent and
family and treatment of eating disorders and obesity and a coordinator — either a registered
nurse of social worker that case manages follow—up.

5.3 Management in Primary Health Care

The Royal College of Physicians (2013) has identified the need to grow capa01ty to mana
obese patients within the primary health care sector, given the increasirgp 1
patients who are both obese and undergoing bariatric procedures. Th¢
patients will require life-long care with medical and surgical specialisf
time to manage complications or new or re-emerging morbiditig

f W hen delivered in a nurse-
/! ‘et al (2012) have

d 'nd tracked by the two professmnal

groups. The results of the latter study hav ? jéen published.

context if issues of access eqult
of severe obesity and long-terh

ddeéssed both for ongoing medical management
u ;gical care for bariatric patients.

wide obesity service have included a multi-disciplinary
team compnsmg al Endocrinologist with a special interest in obesity management,

a banatuc surgeon

sector could also be considered.

14
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6 Evidence for cost effectiveness

6.1 Distribution of the Costs of Obesity

Deloitte’s 2011 analysis of the cost of different care pathways drew on earlier work by

Access Economics (2006) on the financial costs of obesity. This modelling looked at Where

the cost falls across the individual, family, government and society. They found that: '
e 29.1% was borne by individuals

16.4% by family and friends

9.1% by employers

12.4% by the rest of society

37% by the Commonwealth government

5% by State Governments.

Although this analysis refers to the cost of obesity for all individual§ wi ’5a BMI>3O and as
referenced above costs to the health system increase as B

financial benefit from decreasing morbidity through add1 d
the Commonwealth rather than State government’s possib]

outlays such as income support.

More targeted modelling would be required to™age
with severe and complex obesity p10posed to, bet’

nts to model the cost-effectiveness of surgery versus usual
] nts with severe and complex obesity. The '
ousidered the costs of the 1n1t1a1 eplsode of care and offset that

;“economm modelhng undertaken by Deloitte Access Economics for Queensland Health in
2011 .considered the health costs which would have been averted for a hypothetical cohort of
patlents for whom surgery resolved their Type 2 diabetes and cardio-vascular disease and

) ffound in general, surgery and surgery with multidisciplinary care to be cost effective options
" for the health system. However they noted that, in their modelling, the addition of
multidisciplinary care was expensive in terms of disability adjusted life year added.

The focus of the Deloitte 2011 review of the multi-disciplinary care pathway was its efficacy
for weight loss. It didn’t consider whether there was any cost benefit to the health system
through better medical management of patients with severe and complex obesity in shared or

15
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coordinated care models. For patients who already have established and complex co-
morbidities the concept of optimal management through the development of an individual
care pathway with their primary care provider similar to other chronic diseases (a
recommendation from the House of Representatives Standing Committee on Health and
Ageing in 2009 was to include a care pathway in MBS arrangements has never been
implemented) may assist in reducing preventable hospitalisations. From the acute sector

perspective, there may be value in considering these patients for hospital avoidance
programs.

6.3 Procedural Costs

fme and ‘costs’of
procedures in 2010-2011 is taken from the NHCDC Rd 15 submissi® ’ tal cost of all

separations that year was $2.194M.

Table 7: Volume and Costs of Procedures by Codes in 2010-2011 ii
hospitals. Source: NHCDC Rd 15 submission.

DRG Cost | Average |  Seps | Average
' | Weight | Costper | | length of
. , | separation | A | stay
KO4A 4.49 20,707 25 ( X 140 5.6
KO4B 1.65 7,601 188~ \ V4289 285 1.5
KO7Z' 1.73 7,980 31 SN [247:659 96 3.1

2012-2013 is the inaugural year for the det‘kr

It should be noted that these cos 4
was pelformed They do no @

avy care with surgery (cost of surgeries averaged out) was the
$18,084 followed by Usual Care ($13,068), Surgery only ($11,792),
7A$7,906) but also proposed that this option delivered the best

.4 Current/Potential Demand

As per Table 5, extrapolated from the 2007-2008 National Health Survey and measured and
“weighted, up to 51,464 persons aged 18 years and over in Queensland may have a BMI>=40.
The 2012 Chief Health Officer’s report for Queensland takes a broader view of obesity
(Grades 1-3) and identifies that amongst adults 18 years and over (p.67-71):

*For a high number of these procedures the discharge unit was identified as plastics rather than bariatric.
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e obesity rates (persons with a BMI equal to or greater than 30) were similar for males
and females overall and increased with age for both, peaking at about 30% i in the age
group 45 to 74 years; ‘

e obesity rates vary across areas of Queensland based on socio-economic status — rates
were 75% higher in the most disadvantaged areas (Quintile 1 above) compared to the
most advantaged (Quintile 5 above);

e obesity rates vary based on remoteness 40-50% higher in remote and very remote 7
areas and 30-35% higher in inner and outer regional areas when compared to rates 1% !
major cities;

e obesity rates in the Indigenous population are nearly double the non—Indlgenous Tates;

e the rate of obesity in adults increased by an average 3.7% per year in the te
2012. ‘

The same report estimated that:
e 8.5% of children aged 5-17 years were obese (9.1% of ma

e the prevalence of obesity was highest in children in the 1
(12.9 compared to 6.1 in the most advantaged areas);

e the prevalence of obesity was higher in remote and

to 8.4 in major cities and 8.1 in inner and outer regic

o the rates of overweight and obesity in childre
and 2011.

I¢“pattent preferences and levels of
s. A study by the Office of Health
) ¢d ghiat a maximum of 25% of patients
eligible for surgery would choose this ¢ ption, Y er, patient willingness to choose this

t stofllé cases and the procedures more, generally; for
example a current serres on te evsion (January 2013) that tracks the stories of patients
undergoing bariatric sury o

sector centred on bariatric surgery and the medical management of
d to expand obesity management services including access to

"analysm of doctors who have ‘06 Diseases and Disorders of the digestive system’ as their
h;ghest DRG activity cluster in the last 18 months is summarised in Table 8 below.

17
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Table 8: Bariatric Surgery capacity, actual/potential by Queensland Hospital and Health Services,

January 2013
l HHS ~ Current Bariatric | Surgeonswhohave | Surgeons likely to have
| Practitioners performed KO4A or B cross-over skills .
Metro North | 2 5
Metro South | 3 3
West 1 same
Moreton
Gold Coast 1 2
Darling 1
Downs
Cairns 1
Mater 1
Hospital
Sunshine
Coast
Townsville

is not poss1ble to extrapolate fro
being able to develop a multi di ‘

C‘Lpamcularly for th

img-€xpressions of interest from Hospital and Health Services,
multi-disciplinary component in both options.

@HDDL 16/17E©@@00umem No. 22

¢ capacity relevant to this area is
Jpsychologists and exercise physiologists, it
a the PO ssibility of Hospltal and Health Services
Sbesy response to improve the medical

a8, assessmg and supporting patients who may benefit
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THE MANAGEMENT OF PATIENTS WITH SEVERE AND COMPLEX
OBESITY IN THE QUEENSLAND PUBLIC HEALTH SYSTEM, INCLUDINC
PROVISION OF BARIATRIC SURGERY

SUMMARY

Prevalence and costs of Obesity/Severe Obesity

medical costs for obese patients are 30h: :
(Withrow, D et al 2011). Persons with severe.
and over) tend to have more complex:hi
2007-2008 National Health Survey.
years and over with a BMI >=40.

rsurg ‘Eal patients was 20kg compared with plus or minus three kg in a control group who received
usual care (Carlsson L et al 2012); patients in an Australian single centre study with at least 10 years
ollow-up had a mean loss of 25.5kg (O’Brien, P et al 2013); in the latter study weight loss over time
expressed as % of excess weight loss (EWL) over BMI 25, was 50.5% at three years (2596 patients),
47% at 10 years (714 patients); O’Brien et al also undertook a systematic review of studies where
patients had completed a minimum 10 years follow-up and found that patients who had undergone
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laparoscopic adjustable gastric banding compared with Roux-en-Y gastric bypass was similar - both
had a mean EWL of 54% at 10 years plus.

Improvement/resolution of comorbidities - the significant weight loss experienced ::by
patients which longitudinal studies suggests peaks around year two post-surgery before ‘
is associated in the literature with evidence of significant improvement in, or resolution of:diab
type 2, hypertension and some other morbidities; two recent studies Schauer, P et al, Min

_surgical
tea

Safety - currently performed procedure
(Carlsson et al and O’Brien, P et al 2012)
and 0% respectively; The Australian Ins

" undergoing some types of procedures will require life-long nutritional monitoring and
pplementation related to malabsorbtion issues; a percentage will require plastic surgery to remove
excess skin following rapid weight loss.
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s

Clinical guidelines currently recommend that surgery only be considered where other medical,
dietary and lifestyle intervention has been unsuccessful. It is possible that this may change in the
future to recognise some procedures as a ‘first line of treatment option’ for selected patients.

Physicians (2013) and is a key consideration in the Queensland context due to th
population and the way in which health care governance and costs
and States. '

Cost —Effectiveness of Care Pathways

years.

The 2012-2013 QWAU price for a procedu
to a notional NWAU price $21,588 and a
cost for two other codes commonly use
While these costs do not include the ¢o5
care for a patient with severe obesit

to ' KO4A is $19,571 compared
07 in 2010-2011. The average

] ¢ most advantaged socio-economic areas were over-represented in
g surgery compared to the proportion of people with a BMI>40 in those

privately funded (5.7%); preliminary activity data for 2011-2012 for Queensland’s public reporting
I ospitals would seem to indicate that the per cent of publicly funded procedures is declining.

AIHW analysis (2010) found that residents of major cities had a separation rate of 8.2 per 10,000
people for bariatric surgeries compared to 6.8 for outer regional and 6.9 for remote and very remote
residents in 2007-2008.
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Options for management of patients with severe and complex obesity

Having regard to all of the above, three options for the management of persons with severe obesity
in the public health system in Queensland have been identified for consideratiofiz.and:zare

summarised in the table that follows:

A. Usual Care — patients are managed in the primary health care sector and referred
needs basis for management of obesity related and other comorbidities;

Intensive Multi-Disciplinary Intervention — patients are referred from the
sector for assessment and potentially time limited interventi

mary health are

investigation and cohs[‘ e\rath‘
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Options

—~Health service option -

Option A: Usual Treatment

Option A

Option B

Option B: Intensive Multidisciplinary Intervention in partnershi
with the patient’s primary care provider

Health service option
features

Patients with severe and complex obesity receive usual
care from their primary care practitioner and referrals to
appropriate specialists for management of their
comorbidities as required - either in the public or private
sector.

Patients with severe and complex obesity (Class 11 or 111)
receive multidisciplinary assessment and time limited

interventions from a team headed by a Physician with specialist
expertise in obesity management - consideration might be.givel

prevalent comorbidities
Longer-term, patients receive ongoing.t

team as required.

g surgery

+'the duration and frequency of post- operatlve care will be
dependent on the procedure and other factors unique to particular
patients and be undertaken in partnership with the specialist
ultidisciplinary team

intains an open-door policy for advice and management of
sues arising over the longer term — following discharge back to
the specialist multidisciplinary care team and the patients primary
care provider.

Rationale K3

This is the current model of care for most patients in
Queensland — currently there is only one specialist
public outpatient clinic located at the Princess
Alexandra Hospital and bariatric surgeries are largely
being provided to privately insured patients only.

ed. The available evidence suggests that a
f patients with severe and complex obesity receiving
multidisciplinary care alone will not lose a significant

1t of weight and are much less likely to achieve an
~|mprovement or resolution of comorbidities including type 2
liabetes, hypertension and cholesterol levels than patients who
also receive bariatric surgery.

Bariatric surgery commissioned in the context of a holistic
approach to obesity management is currently recommended as
the most effective and efficient option for management of patients
with severe and complex obesity.

There is robust evidence that the addition of surgery for suitable
patients results in greater and sustained weight loss out to a
horizon of 15 years [at this time] and higher rates of improvement
in /or remission of, obe3|ty related comorbidities including type 2
diabetes.

Patient motivation and ability to comply with post-operative
dietary restrictions and other follow up care requirements is a
critical success factor. Clinical Guidelines emphasise the
importance of multldlsmphnary input in the pre, peri and post-
operative care perlod if surgical outcomes are to be optimised
and, in some mstances complications and adverse events
minimised.

|
i

Benefits

and Health Ser ' control.

Health outcomes for patients with severe and complex obesity are
optimised through both direct access to specialist advice and
assistance and ongoing specialist support of their primary health
care practitioner to enhance the usual care they receive.

Hospitalisation and specialist outpatient costs associated with
management of patients with severe and complex obesity are
reduced through optimal management of comorbidities in
partnership with their primary health care provider.

¢ The public health system has a repository of expertise and
knowledge of the non-surgical management and care of patients
with severe and complex obesity that is not dependent on the
individual interest of Physicians, other medical specialists and
nursing and allied health staff who come into contact with patients

The benefits of Opti‘on B plus:

For the motivated pftient — opportunity to achieve significant
weight loss and resolution of / improvement in, obesity related
comorbidities leading to improved quality of life — evidence to date
suggests that for pahents with severe obesity this is the only
option that will result in significant enough weight loss to make a
real impact on health and quality of life.

For the health system — savings in ongoing care for the patient
with severe and complex obesity associated with fewer
presentations and admissions to acute services, savings in the
costs of admissions and lower healthcare costs generally
including pharmacological and other costs typically incurred in the
primary health care system.
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* Option A

| Option B
with severe and complex obesity.

Specialist expertise and knowledge in the management of severe
and complex obesity is disseminated and built up across the
health continuum.

Option C

Improved return on investment for bariatric surgery procedures
due to enhanced patient selection and enhanced post-operative

“care in the initial episode of care and over the longer term through

yse involvement of a specialist multi-disciplinary team.

ons and staff involved in the pre and peri-operative care of
thesepatients and working in the public system maintain
sufficient: expertlse and experlence to ach;eve optimal surgical

funded surgery.

Surgeons and other surgical staff working in the public
system will not maintain sufficient expertise and
experience to achieve optimal surgical outcomes for
patients requiring surgery to revise or reverse
procedures. This risk is mitigated at the individual
surgeon level by the current use of visiting medical
officers who perform high numbers of bariatric
procedures in the private sector.

o The level of expertise and knowledge of the medical
management of patients with severe and complex
obesity is dependent on the individual interest of
Physicians, other medical specialists and nursing and
allied health staff who come into contact with patients
with severe and complex obesity — there is no
repository of expertise that is enduring.

+ Negative publicity driven by health consumers or
clinicians regarding access equity for persons unable to
afford private treatment nor able to access a publicly

in the public system w1l| not maintain sufﬂment expertis
experlence to achieve optlmal surgical oufc

mitigated at the individual surgeon lev
visiting medical officers who perform high:
procedures in the private sector,

PCETHGLWILEE o Hospital and Health Services will need to continue to
respond to the clinical needs of patients who require.
treatment and follow-up care subsequent to bariatric
surgery procedures undertaken in the private sector,

e The cohort of patients who have had bariatric surge
and are hospitalised and seen in emergency

consumers.

procedures in the private sector and ami

¢ Demand may be mitigated by the evolutlon-of(::
procedures that result in less need for, }

N benefit — improved access for other patient cohorts and
s at the funder level.

Assumptions in Options A and B plus:

Sufficient numbers of surgeons and members of surgical teams in
the system with expertise and significant experience in bariatric
surgery will be available / can be recruited to ensure continuity of
service. :

Surgeons will be willing to work with and accept referrals from
specialist multidisciplinary teams headed by physicians rather
than direct from General Practitioners where the presenting issue
does not require an urgent surgical response.

RN GER I ILELGOER o Financial - this option results in:
(a) Hospltal and Health Ser ic

provider.
¢ Workforce — no change

where Hospital andE

Financial

(a) Same as Option A

(b) The shared care model and the availability of specialist
expertise to support care may result in some savings for the
public hospital system through improved management of
comorbidities and less acute exacerbations.

(c) The annual costs of a specialist multidisciplinary care team
will vary depending on whether additional skill sets for
working with adolescents are core and the level of staffing
that is core and full-time.

Workforce - recruitment or redeployment and training would be
required to staff specialist multidisciplinary teams.

Financial

(a) Same as option B plus

(b) Expanded investment in activity for this purpose in selected
Hospital and Health Services — volumes to be determined

Workforce - as per Option B plus consideration of surgical and

related capacity in Queensland public facilities

Infrastructure — additional investment may be required for specific
equipment to support the surgical and peri and post-operative
care of very large patients in more facilities.
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