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GENERAL EXPLANATORY NOTES

GN.1.1 The Medicare Benefits Schedule - Introduction
Schedules of Services

Each professional service contained in the Schedule has been allocaitpakaitem numberLocated with the
item number and description for each service is the Schedule fee and Medicare benefit, together with a reference to
an explanatory note relating to the item (if applicable).

If the service attracts an anaesthetic, thedf{Anaes.) appears following the description. Where an operation
qualifies for the payment of benefits for an assistant, the relevant items are identified by the inclusion of the word
(Assist.) in the item description. Medicare benefits are not payabifgical assistance associated with procedures
which have not been so identified.

Higher rates of benefits are provided for consultations by a recognised consultant physician where the patient has
been referred by another medical practitioner or amoaepl dental practitioner (oral surgeons).

Differential fees and benefits also apply to services listed in Category 5 (Diagnostic Imaging Services). The
conditions relating to these services are set out in Category 5.

Explanatory Notes

Explanatory notegelating to the Medicare benefit arrangements and notes that have general application to services
are located at the beginning of the schedule, while notes relating to specific items are located at the beginning of
each Category. While there may be a mefiee following the description of an item to specific notes relating to that
item, there may also be general notes relating to each Group of items.

GN.1.2 Medicare - an outline

The Medicare Program ('Medicare") provides access to medical and hospitdsséar all Australian residents and
certain categories of visitors to Australia. The Department of Human Services administers Medicare and the
payment of Medicare benefits. The major elements of Medicare are contained in the Health Insurance Ast 1973, a
amended, and include the following:

a. Free treatment for public patients in public hospitals.
b. The payment of 'benefits’, or rebates, for professional services listed in the Medicare Benefits Schedule
(MBS). In general, the Medicare benefit is 85% of theeSlule fee, otherwise the benefits are
i. 100% of the Schedule fee for services provided by a general practitionertefeoead, non
admitted patients;
ii. 100% of the Schedule fee for services provided on behalf of a general practitioner by a practice
nurseor Aboriginal and Torres Strait Islander health practitioner;
iii. 75% of the Schedule fee for professional services rendered to a patient as part of an episode of
hospital treatment (other than public patients);
iv. 75% of the Schedule fee for professional ses/iemdered as part of a privately insured episode of
hospitatsubstitute treatment.

Medicare benefits are claimable only for ‘clinically relevant' services rendered by an appropriate health practitioner.
A ‘clinically relevant' service is one which is geaity accepted by the relevant profession as necessary for the
appropriate treatment of the patient.

When a service is not clinically relevant, the fee and payment arrangements are a private matter between the
practitioner and the patient.

Services listedh the MBS must be rendered according to the provisions of the relevant Commonwealth, State and
Territory laws. For example, medical practitioners must ensure that the medicines and medical devices they use have
been supplied to them in strict accordandth whe provisions of the Therapeutic Goods Act 1989.



Where a Medicare benefit has been inappropriately paid, the Department of Human Services may request its return
from the practitioner concerned.

GN.1.3 Medicare benefits and billing practices
Key information on Medicare benefits and billing practices

TheHealth Insurance Act 197&ipulates that Medicare benefits are payable for professional serdices.
professional service is a clinically relevant service which is listed in the MB8edical servie is clinically
relevant if it is generally accepted in the medical profession as necessary for the appropriate treatment of the
patient.

Medical practitioners are free to set their fees for their professional seHiseever, the amount specified ireth
patient's account must be the amount charged for the service spethiedee may not include a cost of goods or
services which are not part of the MBS service specified on the account.

Billing practices contrary to the Act

A nonclinically relevantservicemust not be included in the charge for a Medicare it€he nonclinically
relevant service must be separately listed on the account and not billed to Medicare.

Goods supplied for the patient's home use (such as wheelchairs, oxygen tanksya®ptias) must not be

included in the consultation chargkledicare benefits are limited to services which the medical practitioner

provides at the time of the consultatioany other services must be separately listed on the account and must not be
billed to Medicare.

Charging part of all of an episode of hospital treatment or a hospital substitute treatment-tittzu
consultation is prohibitedThis would constitute a false or misleading statement on behalf of the medical
practitioner and no Edicare benefits would be payable.

An account may not be4issued to include charges and-ofdpocket expenses excluded in the original account.
The account can only be reissued to correct a genuine error.

Potential consequence of improperly issuingraaccount
The potential consequences for improperly issuing an account are
€)) No Medicare benefits will be paid for the service;

(b) The medical practitioner who issued the account, or authorised its issue, may face charges under sections
128A or 128B of theHealth Insurance Act 1973

(© Medicare benefits paid as a result of a false or misleading statement will be recoverable from the doctor
under section 129AC of thdealth Insurance Act 1973

Providers should be aware that the Dripant of Human Services is legally obliged to investigate doctors suspected
of making false or misleading statements, and may refer them for prosecution if the evidence indicates fraudulent
charging to Medicarelf Medicare benefits have been paid inagpiately or incorrectly, the Department of Human
Services will take recovery action.

The Department of Human Services (DHS) has developézhlih Ractitioner Guideline for responding to a
request to substantiate that a patient attended a sefliese is also &lealth PractitioneGuideline for
substantiating that a specific treatment was performbdse guidelines are located on the DHS website.

GN.2.4 Provider eligibility for Medicare
To be eligible to provide medical service which will attract Medicare benefits, or to piidees for or on behalf
of another practitioner, practitioners must meet one of the following criteria:


http://www.medicareaustralia.gov.au/provider/business/audits/files/8063-08-11-patient.pdf
http://www.medicareaustralia.gov.au/provider/business/audits/files/8063-08-11-patient.pdf
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http://www.medicareaustralia.gov.au/provider/business/audits/files/8062-08-11-specific-treatment.pdf

(a) be a recognised specialist, consultant physician or general practitioner; or
(b) be in an approved placement under section 3GA dfigadth Insuance Act 1973or

(c) be a temporary resident doctor with an exemption under section 19ABHé&itd Insurance Act 1972and
working in accord with that exemption.

Any practitioner who does not satisfy the requirements outlined above may still @raetiicine but their services
will not be eligible for Medicare benefits.

NOTE: New Zealand citizens entering Australia do so under a special temporary entry visa and are regarded as
temporary resident doctors.

NOTE: Itis an offence under Section 19@€CtheHealth Insurance Act 197® provide a service without first
informing a patient where a Medicare benefit is not payable for that service (i.e. the service is not listed in the
MBS).

Non-medical practitioners

To be eligible to provide services whiavill attract Medicare benefits under MBS items 1099977 and MBS
items 8000688000 and 821082140 and 822082215, allied health professionals, dentists, and dental specialists,
participating midwives and participating nurse practitioners must be

(a) registered according to State or Territory law or, absent such law, be members of a professional association with
uniform national registration requirements; and

(b) registered with the Department of Human Services to provide these services.

GN.2.5 Provi der Numbers

Practitioners eligible to have Medicare benefits payable for their services and/or who for Medicare purposes wish to
raise referrals for specialist services and requests for pathology or diagnostic imaging services, nrayagpty

to theDepartment of Human Services for a Medicare provider number for the locations where these
services/referrals/requests will be providdthe form may be downloaded fratme Department of Human Services
webste.

For Medicare purposes, an account/receipt issued by a practitioner must include the practitioner's agines and
the provider number for the location where the service was providise address where the services were
provided.

Medicare providenumber information is released in accord with the secrecy provisions ldetith Insurance Act
1973(section 130) to authorized external organizations including private health insurers, the Department of
Veterans' Affairs and the Department of Health.

When a practitioner ceases to practice at a given location they must inform Medicare pré&@ihg to do so can
lead to the misdirection of Medicare cheques and Medicare information.

Practitioners at practices participating in the Practice Incerfixagram (PIP) should use a provider number linked
to that practice.Under PIP, only services rendered by a practitioner whose provider number is linked to the PIP will
be considered for PIP payments.

GN.2.6 Locum tenens

Where a locum tenens will be &npractice for more than two weettsin a practice for less than two weeks but on a
regular basis, the locum should apply for a provider number for the relevant lodatiomlocum will be in a

practice for less than two weeks and will not be retgytinere, they should contact the Department of Human
Services (provider liaison132 150) to discuss their options (for example, use one of the locum's other provider
numbers).


http://www.humanservices.gov.au/
http://www.humanservices.gov.au/

A locum must use the provider number allocated to the location if

(a) they ae an approved general practice or specialist trainee with a provider number issued for an approved training
placement; or

(b) they are associated with an approved rural placement under Section 3GAleéltielnsurance Act 1978r

(c) they have access Medicare benefits as a result of the issue of an exemption under section 19ABledlthe
Insurance Act 1978.e. they have access to Medicare benefits at specific practice locations); or

(d) they will be at a practice which is participating in thadfice Incentives Program; or

(e) they are associated with a placement on the MedicarePlus for Other Medical Practitioners (OMPSs) program, the
After Hours OMPs program, the Rural OMPs program or Outer Metropolitan OMPs program.

GN.2.7 Overseas trained do ctor
Ten year moratorium

Section 19AB of the Health Insurance Act 1973 states that services provided by overseas trained doctors (including
New Zealand trained doctors) and former overseas medical students trained in Australia, will not attract Medicare
benefits for 10 years from either

a. their date of registration as a medical practitioner for the purposes of the Health Insurance Act 1973; or
b. their date of permanent residency (the reference date will vary from case to case).

Exclusions- Practitioners who Here 1 January 1997 had

a. registered with a State or Territory medical board and retained a continuing right to remain in Australia; or
b. lodged a valid application with the Australian Medical Council (AMC) to undertake examinations whose
successful completiowould normally entitle the candidate to become a medical practitioner.

The Minister of Health and Ageing may grant an overseas trained doctor (OTD) or occupational trainee (OT) an
exemption to the requirements of the ten year moratorium, with or witbaditmns. When applying for a
Medicare provider number, the OTD or OT must

a. demonstrate that they need a provider number and that their employer supports their request; and
b. provide the following documentation:
i. Australian medical registration papers; and
ii. acopy of their personal details in their passport and all Australian visas and entry stamps; and
iii. a letter from the employer stating why the person requires a Medicare provider number and/or
prescriber number is required; and
iv. a copy of the employment contta

GN.2.8 Contact details for the Department of Human Services
Changes to Provider Contact Details

It is important that you contact the Department of Human Services promptly of any changes to your preferred
contact details.Your preferred mailing address used to contact you about Medicare provider matWwsrequire
requests for changes to your preferred contact details to be made by the provider in writing to the Department of
Human Services at:

Medicare

GPO Box 9822

in your capital city
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or

By enmil: medicare.prov@medicareaustralia.gov.au

You may also be able to update some provider details through HPOS
http://www.medcareaustralia.gov.au/hpos/index.jsp

MBS Interpretations

The dayto-day administration and payment of benefits under the Medicare arrangements is the responsibility of the
Department of Human Servicekquiries concerning matters of interpretation dB$litems should be directed to
the Department dflealth atEmail: askmbs@health.gov.au

or by phone on 132 150

GN.3.9 Patient eligibility for Medicare

An "eligible person" is a person who resides permanémthustralia. This includes New Zealand citizens and
holders of permanent residence visapplicants for permanent residence may also be eligible persons, depending
on circumstancesEligible persons must enrol with Medicare before they can receivechtedbenefits.

Medicare covers services provided only in Australtadoes not refund treatment or evacuation expenses overseas.
GN.3.10 Medicare cards
ThegreenMedicare card is for people permanently in Australia. Cards may be issued for individizatslies.

Theblue Medicare card bearing the words "INTERIM CARD" is for people who have applied for permanent
residence.

Visitors from countries with which Australia has a Reciprocal Health Care Agreement receive a card bearing the
words "RECIPROCAIHEALTH CARE"

GN.3.11 Visitors to Australia and temporary residents
Visitors and temporary residents in Australia are not eligible for Medicare and should therefore have adequate
private health insurance.

GN.3.12 Reciprocal Health Care Agreements
Austraia has Reciprocal Health Care Agreements with New Zealand, Ireland, the United Kingdom, the Netherlands,
Sweden, Finland, Norway, Italy, Malta, Belgium and Slovenia.

Visitors from these countries are entitled to medically necessary treatment whilegleyAastralia, comprising

public hospital care (as public patients), Medicare benefits and drugs under the Pharmaceutical Benefits Scheme
(PBS). Visitors must enroll with the Department of Human Services to receive benkftassport is sufficient for
public hospital care and PBS drugs.

Exceptions:

- Visitors from Ireland and New Zealand are entitled to public hospital care and PBS drugs, and should present their
passports before treatment as they are not issued with Medicare cards.

- Visitors from lly and Malta are covered for a period of six months only.

The Agreements do not cover treatment as a private patient in a public or private h&saifdé visiting Australia
for the purpose of receiving treatment are not covered.
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GN.4.13 General Pra ctice
Some MBS items may only be used by general practitioeys MBS purposes a general practitioner is a medical
practitioner who is

(a) vocationally registered under section 3F oftlealth Insurance Act973(see General Explanatory Note
below); or

(b) a Fellow of the Royal Australian College of General Practitioners (FRACGP), who participates in, and meets the
requirements for the RACGP Quiality Assurance and Continuing Medical Education Program; or

(c) a Fellow of the Australian College of RurabaRemote Medicine (FACRRM) who participates in, and meets the
requirements for the ACRRM Quality Assurance and Continuing Medical Education Program; or

(d) is undertaking an approved general practice placement in a training progeithdothe award oFRACGPor
a training program recognised by the RACGP being of an equivalent standard; or

(e) is undertaking an approved general practice placement in a training progeitneiothe award of FACRRMr
a training program recognised by ACRRM as being of@uivalent standard.

A medical practitioner seeking recognition as an FRACGP should apply to the Department of Human Services,
having completed an application form available from the Department of Human Services's welsiteral

practice trainee shubd apply to General Practice Education and Training Limited (GPET) for a general practitioner
trainee placementGPET will advise the Department of Human Services when a placement is appGrrestal
practitioner trainees need to apply for a providemher using the appropriate provider number application form
available on the Department of Human Services's website.

Vocational recognition of general practitioners

The only qualifications leading to vocational recognition are FRACGP and FACRRIg crieria for recognition
as a GP are:

(a) certification by the RACGP that the practitioner
- is a Fellow of the RACGP; and
- practice is, or will be within 28 days, predominantly in general practice; and

- has met the minimum requirements of the RACGP fantpgart in continuing medical education and quality
assurance programs.

(b) certification by the General Practice Recognition Eligibility Committee (GPREC) that the practitioner
- is a Fellow of the RACGP; and
- practice is, or will be within 28, predonantly in general practice; and

- has met minimum requirements of the RACGP for taking part in continuing medical education and quality
assurance programs.

(c) certification by ACRRM that the practitioner
- is a Fellow of ACRRM; and

- has met the minimumequirements of the ACRRM for taking part in continuing medical education and quality
assurance programs.

In assessing whether a practitioner's medical practice is predominantly in general practice, the practitioner must have
at least 50% of clinical timand services claimed against Medicare. Regard will also be given as to whether the
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practitioner provides a comprehensive primary medical service, including treating a wide range of patients and
conditions using a variety of accepted medical skills anfghigoes, providing services away from the practitioner's
surgery on request, for example, home visits and making appropriate provision for the practitioner's patients to have
access to after hours medical care.

Further information on eligibility for recagtion should be directed to:
QI&CPD Program Administrator, RACGP

Tel: 1800 472 247 Email at:gicpd@racgp.org.au

Secretary, General Practice Recognition Eligibility Committee:
Email at gprec@healtov.au
Executive Assistant, ACRRM:

Tel: (07) 3105 8200 Email atacrrm@acrrm.org.au

How to apply for vocational recognition

Medical practitioners seeking vocational recognition should apply to tharDegnt of Human Services using the
approved Application Form available on the the Department of Human Services website:
www.humanservices.gov.al\pplicants should forward their applications, as approgyis

The Secretariat

The General Practice Recognition Eligibility Committee
National Registration and Accreditation Scheme Policy Section
MDP 152

Department of Health

GPO Box 9848

CANBERRA ACT 2601

email address: gprec@health.gov.au

The Secretaria

The General Practice Recognition Appeal Committee

National Registration and Accreditation Scheme Policy Section
MDP 152

Department of Health

GPO Box 9848

CANBERRA ACT 2601
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email address: gprac@health.gov.au

The relevant body will forward the appligat together with its certification of eligibility to the Department of
Human Services CEO for processing.

Continued vocational recognition is dependent upon:

(a) the practitioner's practice continuing to be predominantly in general practice (for mpeaatitioners in the
Register only);and

(b) the practitioner continuing to meet minimum requirements for participation in continuing professional
development programs approved by the RACGP or the ACRRM.

Further information on continuing medical educatand quality assurance requirements should be directed to the
RACGP or the ACRRM depending on the college through which the practitioner is pursuing, or is intending to
pursue, continuing medical education.

Medical practitioners refused certification the RACGP, the ACRRM or GPREC may appeal in writing to The
Secretariat, General Practice Recognition Appeal Committee (GPRAC), National Registration and Accreditation
Scheme Policy Section, MDP 152, Department of Health, GPO Box 9848, Canberra, ACT, 2601.

Removal of vocational recognition status

A medical practitioner may at any time request the Department of Human Services to remove their name from the
Vocational Register of General Practitioners.

Vocational recognition status can also be revoked iRAEGP, the ACRRM or GPREC certifies to the
Department of Human Services that it is no longer satisfied that the practitioner should remain vocationally
recognised.Appeals of the decision to revoke vocational recognition may be made in writing to GPRAE, a
above address.

A practitioner whose name has been removed from the register, or whose determination has been revoked for any
reason must make a formal application toegister, or for a new determination.

GN.5.14 Recognition as a Specialist or C onsultant Physician
A medical practitioner who:

- is registered as a specialist under State or Territory law; or

- holds a fellowship of a specified specialist College and has obtained, after successfully completing an appropriate
course of study, a relemtiqualification from a relevant College

and has formally applied and paid the prescribed fee, may be recognised by the Minister as a specialist or consultant
physician for the purposes of thiealth Insurance Act 1973

A relevant specialist College malga give the Department of Human Services' Chief Executive Officer a written
notice stating that a medical practitioner meets the criteria for recognition.

A medical practitioner who is training for a fellowship of a specified specialist College andeigaking training
placements in a private hospital or in general practice, may provide services which attract Medicare rebates.
Specialist trainees should consult the information available &dpartment of Human Services' Medicare
website
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Once the practitioner is recognised as a specialist or consultant physician for the purposdsalftiteasurance
Act 1973 Medicare benefits will & payable at the appropriate higher rate for services rendered in the relevant
speciality, provided the patient has been appropriately referred to them.

Further information about applying for recognition is available abDimgartment of Human Services' Medicare
website

The Department of Human ServicéBHS) has developed dfealth Practitioner Guideline to substantiate that a
valid referral existed (specialist or consultant physicignich is located on the DHS website.

GN.5.15 Emergency Medicine
A practitioner will be acting as amergency medicine specialist when treating a patient within 30 minutbs of
patient's presentation, and that patient is

(a) at risk of serious morbidity or mortality requiring urgent assessment and resuscitation; or
(b) suffering from sspected acute organ or system failure; or

(c) suffering from an illness or injury where the viability or function of a body part or organ is acutely
threatened; or

(d) suffering from a drug overdose, toxic substance or toxin effect; or

(e) experiencing severe psychiatric disturbance whereby the health of the patient or other people is at immediate
risk; or

® suffering acute severe pain where the viability or function of a body part or organ is suspected to be acutely
threatenegor

(9) suffering acute significant haemorrhage requiring urgent assessment and treatment; and
(h) treated in, or via, a bona fide emergency department in a hospital.
Benefits are not payable where such services are rendered in the aasitlemergency departments or outpatient

departments of public hospitals.

GN.6.16 Referral Of Patients To Specialists Or Consultant Physicians
For certain services provided by specialists and consultant physicians, the Medicare benefit payable i# depende
acceptable evidence that the service has been provided following referral from another practitioner.

A reference to a referral in this Section does not refer to written requests made for pathology services or diagnostic
imaging servicednformationabout the form of a diagnostic imaging request can be fouNdtia IN.0.1of the

Diagnostic Imaging Services Table (Category 5) and information about the form of a pathology request can be found
in Note PN.2.1of the Pathology Services Table (Category 6)

What is a Referral?

A "referral" is a request to a specialist or a consultant physician for investigation, opinion, treatment and/or
management of a condition or problem of a patient or for the performance of a specific examination(s) or test(s).

Subjed to the exceptions in the paragraph below, for a valid "referral” to take place
0] the referring practitioner must have undertaken a professional attendance with the patient and

turnedtheir mind to the patient's need for referral and f@reamunicated relevant information about the patient to
the specialist or consultant physician (this need not mean an attendance on the occasion of the referral);
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(i) the instrument of referral must be in writing as a letter or note to aaipeor to a consultant physician
and must be signed and dated by the referring practitioner; and

(iii) the specialist or consultant physician to whom the patient is referred must have received the instrument
of referral on or prior to the oasion of the professional service to which the referral relates.

The exceptions to the requirements in paragraph above are that

(a) subparagraphs (i), (ii) and (iii) do not apply to

- a preanaesthesia consultation by a specialist anaesthetist (i&fi617625);
(b) subparagraphs (ii) and (iii) do not apply to

- areferral generated during an episode of hospital treatment, for a service provided or arranged by that hospital,
where the hospital records provide evidence of a referral (includénceferring practitioner's signature); or

- an emergency where the referring practitioner or the specialist or the consultant physician was of the opinion
that the service be rendered as quickly as possible; and

(c) subparagraph (iii) does not apply instances where a written referral was completed by a referring practitioner
but was lost, stolen or destroyed.

Examination by Specialist Anaesthetists

A referral is not required in the case gire-anaesthesia consultation items 1787®25. Howeverfor benefits to
be payable at the specialist rate for consultations, other theanpesthesia consultations by specialist anaesthetists
(items 1764017655) a referral is required.

Who can Refer?

The general practitioner is regarded as the primarycesanfrreferrals.Crossreferrals between specialists and/or
consultant physicians should usually occur in consultation with the patient's general practitioner.

Referrals by Dentists or Optometrists or Participating Midwives or Participating Nurse Practiioners
For Medicare benefit purposes, a referral may be made to

0] a recognised specialist:

(a) by a registered dental practitioner, where the referral arises from a dental service; or

(b) by a registered optometrist where the specialehisphthalmologist; or

(c) by a participating midwife where the specialist is an obstetrician or a paediatrician, as clinical needsAdictate.
referral given by a participating midwife is valid until 12 months after the first service given in accordtémtdew
referral and for | pregnancy only or

(d) by a participating nurse practitioner to specialists and consultant physidiaeferral given by a participating
nurse practitioner is valid until 12 months after the first service given in accordahdahevieferral.

(i) a consultant physician, by an approved dental practitioner (oral surgeon), where the referral arises out of
a dental service.

In any other circumstances (i.e. a referral to a consultant physician by a dentist, atlzer dipgproved oral surgeon,
or an optometrist, or a referral by an optometrist to a specialist other than a specialist ophthalmologisty it is
valid referral. Any resulting consultant physician or specialist attendances will attract Medicare dahefit
unreferred rates.
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Registered dentists and registered optometrists may refer themselves to specialists in accordance with the criteria
above, and Medicare benefits are payable at the levels which apply to their referred patients.

Billing
Routine Referals
In addition to providing the usual information required to be shown on accounts, receipts or assignment forms,

specialists and consultant physicians must provide the following details (unless there are special circumstances as
indicated in paragrapbelow)-

- name and either practice address or provider number of the referring practitioner;
- date of referral; and

- period of referral (when other than for 12 months) expressed in months, eg "3t',"18" enonths, or
"indefinitely" should be shown.

Special Circumstances
() Lost, stolen or destroyed referrals.

If a referral has been made but the letter or note of referral has been lost, stolen or destroyed, benefits will be
payable at the referredteaif the account, receipt or the assignment form shows the name of the referring medical
practitioner, the practice address or provider number of the referring practitioner (if either of these are known to the
consultant physician or specialist) and thards 'Lost referral This provision only applies to the initial attendance.

For subsequent attendances to attract Medicare benefits at the referred rate a duplicate or replacement letter of
referral must be obtained by the specialist or the consulkgsigan.

(i) Emergencies

If the referral occurred in an emergency, benefit will be payable at the referred rate if the account, receipt or
assignment form is endorsed 'Emergency referfdlis provision only applies to the initial attendané®r

sulsequent attendances to attract Medicare benefits at the referred rate the specialist/consultant physician must
obtain a letter of referral.

(iii) Hospital referrals.

Private Patients Where a referral is generated during an episode of hospital tredtmardervice provided or

arranged by that hospital, benefits will be payable at the referred rate if the account, receipt or assignment form is
endorsed 'Referral within (hame of hospital)' and the patient's hospital records show evidence of the referral
(including the referring practitioner's signature). However, in other instances where a medical practitioner within a
hospital is involved in referring a patient (e.g. to a specialist or a consultant physician in private rooms) the normal
referral arrangments apply, including the requirement for a referral letter or note and its retention by the specialist
or the consultant physician billing for the service.

Public Hospital Patients

State and Territory Governments are responsible for the provision k¢ pabpital services to eligible persons in
accordance with the National Healthcare Agreement.

Bulk Billing
Bulk billing assignment forms should show the same information as detailed abimweever, faster processing of
the claim will be facilitated wére the provider number (rather than the practice address) of the referring practitioner

is shown.

Period for which Referral is Valid
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The referral is valid for the period specified in the referral which is taken to commence on the date of the specialist's
or consultant physician's first service covered by that referral.

Specialist Referrals

Where a referral originates from a specialist or a consultant physician, the referral is valid for 3 months, except
where the referred patient is an admitted pati&ot. admitted patients, the referral is valid for 3 months or the
duration of the admission whichever is the longer.

As it is expected that the patient's general practitioner will be kept informed of the patient's progress, a referral from
a specialist oa consultant physician must include the name of the patient's general practitioners and/or practice.
Where a patient is unable or unwilling to nominate a general practitioner or practice this must be stated in the
referral.

Referrals by other Practitiones

Where the referral originates from a practitioner other than those lis8uEuialist Referralshe referral is valid

for a period of 12 months, unless the referring practitioner indicates that the referral is for a period more or less than
12 monthqeg. 3, 6 or 18 months or valid indefinitely). Referrals for longer than 12 months should only be used
where the patient's clinical condition requires continuing care and management of a specialist or a consultant
physician for a specific condition or spfc conditions.

Definition of a Single Course of Treatment

A single course of treatment involves an initial attendance by a specialist or consultant physician and the continuing
management/treatment up to the stage where the patient is referred theckare of the referring practitiondt.

also includes any subsequent review of the patient's condition by the specialist or the consultant physician that may
be necessary. Such a review may be initiated by either the referring practitioner or thisgpeaisultant

physician.

The presentation of an unrelated illness, requiring the referral of the patient to the specialist's or the consultant
physician's care would initiate a new course of treatment in which case a new referral would be required.

The receipt by a specialist or consultant physician of a new referral following the expiration of a previous referral

for the same condition(s) does not necessarily indicate the commencement of a new course of treatment involving
the itemisation of an initlaconsultation. In the continuing management/treatment situation the new referral is to
facilitate the payment of benefits at the specialist or the consultant physician referred rates rather than the unreferred
rates.

However, where the referring praatiter:

€)) deems it necessary for the patient's condition to be reviewed; and

(b) the patient is seen by the specialist or the consultant physician outside the currency of the last referral;
and

(c) the patient wasalst seen by the specialist or the consultant physician more than 9 months earlier

the attendance following the new referral initiates a new course of treatment for which Medicare benefit would be
payable at the initial consultation rates.

Retention of Retrral Letters

The prima facie evidence that a valid referral exists is the provision of the referral particulars on the specialist's or
the consultant physician's account.
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A specialist or a consultant physician is required to retain the instrumentwékéémd a hospital is required to
retain the patient's hospital records which show evidence of a referralyéarsrom the date the service was
rendered.

A specialist or a consultant physician is required, if requested by the Department of HumeesSEEO, to

produce to a medical practitioner who is an employee of the Department of Human Services, the instrument of
referral within seven days after the request is received. Where the referral originates in an emergency situation or in
a hospital, lte specialist or consultant physician is required to produce such information as is in his or her possession
or control relating to whether the patient was so treated.

Attendance for Issuing of a Referral

Medicare benefit is attracted for an attendanca patient even where the attendance is solely for the purpose of
issuing a referral letter or notélowever, if a medical practitioner issues a referral without an attendance on the
patient, no benefit is payable for any charge raised for issuing #realef

Locum-tenens Arrangements

It should be noted that where a pgpecialist medical practitioner acts as a log¢emens for a specialist or
consultant physician, or where a specialist acts as a lbenems for a consultant physician, Medicare bergfit
only payable at the level appropriate for the particular letemens, eg, general practitioner level for a general
practitioner locurtenens and specialist level for a referred service rendered by a specialist locum tenens.

Medicare benefits are npayable where a practitioner is not eligible to provide services attracting Medicare benefits
acts as a locustenens for any practitioner who is eligible to provide services attracting Medicare benefits.

Fresh referrals are not required for loctenensacting according to accepted medical practice for the principal of a
practice ie referrals to the latter are accepted as applying to the former and benefit is not payable at the initial
attendance rate for an attendance by a letemans if the principalds already performed an initial attendance in
respect of the particular instrument of referral.

Self Referral
Medical practitioners may refer themselves to consultant physicians and specialists and Medicare benefits are

payable at referred rates.

GN.7.17 Billing procedures
The Department of Human Services website contains information on Medicare billing and claiming dpigass.
visit theDepartment of Human Servicegbsite for further information.

Bulk billing

Under theHealth Insurance Act 197& bulk billing facility for professional services is available to all persons in
Australia who are eligible for a benefit under the Medicare progtémpractitioner bulk bills for a service the
practiioner undertakes to accept the relevant Medicare benefit as full payment for the skdditmnal charges
for that service cannot be raisethis includes but is not limited to:

1 any consumables that would be reasonably necessary to perform the,secUicling bandages and/or
dressings;

1 record keeping fees;

1 a booking fee to be paid before each service, or;

1 an annual administration or registration fee.

Where the patient is bulk billed, an additional chargeardy be raised against the patient bg fpractitioner where
the patient is provided with a vaccine or vaccines from the practitioner's own supply held on the practitioner's
premises.This exemption only applies to general practitioners and othespecialist practitioners in association
with attendance iten&to 96 179 to 212733 to 789and5000 to 5267 inclusive) and only relates to vaccines that
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are not available to the patient free of charge through Commonwealth or State funding arrangements or available
through the Pharmaceutical Bdits Scheme The additional charge must only be to cover the supply of the
vaccine.

Where a practitioner provides a number of services (excluding operations) on the one occasion, they can choose to
bulk bill some or all of those services and privatelgrge a fee for the other service (or services), in excess of the
Medicare rebate. The privately charged fee can only be charged in relation to said service (or services). Where two
or more operations are provided on the one occasion, all services mitkebéwk billed or privately charged.

It should be noted that, where a service is not bulk billed, a practitioner may privately raise an additional charge
against a patient, such as for a consumaBteadditional charge can also be raised where aitioaetr does not

bulk bill a patient but instead charges a fee that is equal to the rebate for the Medicare Bendézample, where a
general practitioner provides a professional service to which item 23 relates the practitioner could, in place of bul
billing the patient, charge the rebate for the service and then also raise an additional charge (such as for a
consumable).

GN.8.18 Provision for review of individual health professionals

The Professional Services Review (PSR) reviews and investiggtgse provision by health practitioners to
determine if they have engaged in inappropriate practice when rendering or initiating Medicare services, or when
prescribing or dispensing under the PBS.

Section 82 of thélealth Insurance Act 197@efines inapropriate practice as conduct that is such that a PSR
Committee could reasonably conclude that it would be unacceptable to the general body of the members of the
profession in which the practitioner was practicing when they rendered or initiated thesender reviewlt is

also an offence under Section 82 for a person or officer of a body corporate to knowingly, recklessly or negligently
cause or permit a practitioner employed by the person to engage in such conduct.

The Department of Human Serviaesnitors health practitioners' claiming patterns. Where the Department of
Human Services detects an anomaly, it may request the Director of PSR to review the practitioner's service
provision. On receiving the request, the Director must decide whethetdaduct a review and in which manner
the review will be conductedThe Director is authorized to require that documents and information be provided.

Following a review, the Director must:
decide to take no further action; or

enter into an agreement withe person under review (which must then be ratified by an independent Determining
Authority); or

refer the matter to a PSR Committee.

A PSR Committee normally comprises three medically qualified members, two of whom must be members of the
same professioas the practitioner under revielWdowever, up to two additional Committee members may be
appointed to provide wider range of clinical expertise.

The Committee is authorized to:

investigate any aspect of the provision of the referred services, anditiiag limited by the reasons given in the
review request or by a Director's report following the review;

hold hearings and require the person under review to attend and give evidence;
require the production of documents (including clinical notes).

Themethods available to a PSR Committee to investigate and quantify inappropriate practice are specified in
legislation:
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(a) Patterns of Services TheHealth Insurance (Professional Services Review) Regulationssi@@¥y that
when a general pradtiner or other medical practitioner reaches or exceeds 80 or more attendances on each of 20 or
more days in a Ehonth period, they are deemed to have practiced inappropriately.

A professional attendance means a service of a kind mentioned in group ,A45 486, A7, A9, All, Al13, Al4,
Al15, A16, Al7, A18, A19, A20, A21, A22 or A23 of Part 3 of the General Medical Services Table.

If the practitioner can satisfy the PSR Committee that their pattern of service was as a result of exceptional
circumstanceshe quantum of inappropriate practice is reduce accordirigtgeptional circumstances include, but
are not limited to, those set out in tRegulations These include:

an unusual occurrence;

the absence of other medical services for the practitiorsi&nps (having regard to the practice location); and
the characteristics of the patients.

(b) Sampling- A PSR Committee may use statistically valid methods to sample the clinical or practice records.

(© Generic findings- If a PSR Commtkee cannot use patterns of service or sampling (for example, there are
insufficient medical records), it can make a 'generic' finding of inappropriate practice.

Additional Information

A PSR Committee may not make a finding of inappropriate practice unlessgiven the person under review
notice of its intention to review them, the reasons for its findings, and an opportunity to respozatching their
decision, a PSR Committee is required to consider whether or not the practitioner has kep¢ athelquat
contemporaneous patient records (See general explanatory note G15.1 for more information on adequate and
contemporaneous patient records).

The practitioner under review is permitted to make submissions to the PSR Committee before key decisions or a
final report is made.

If a PSR Committee finds that the person under review has engaged in inappropriate practice, the findings will be
reported to the Determining Authority to decide what action should be taken:

(i) a reprimand;

(ii) counselling;

(iii) repayment of Medicare benefits; and/or

(iv) complete or partial disqualification from Medicare benefit arrangements for up to three years.
Further information is available from the PSR websitevw.psr.gov.au

GN.8.19 Medicare Participation Review Committee

The Medicare Participation Review Committee determines what administrative action should be taken against a
practitioner who:

(a) has been successfully prosecuted for relevant criminal offences;

(b) has breacheain Approved Pathology Practitioner undertaking;

(c) has engaged in prohibited diagnostic imaging practices; or

(d) has been found to have engaged in inappropriate practice under the Professional Services Review scheme and
has received Final Determinatioms two (or more) occasions.
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The Committee can take no further action, counsel or reprimand the practitioner, or determine that the practitioner
be disqualified from Medicare for a particular period or in relation to particular services for up to fige year

Medicare benefits are not payable in respect of services rendered by a practitioner who has been fully disqualified,
or partly disqualified in relation to relevant services undeitbalth Insurance Act 197ection 19B applies).

GN.8.20 Referral of professional issues to regulatory and other bodies
TheHealth Insurance Act 1973ovides for the following referral, to an appropriate regulatory body:

i. asignificant threat to a person's life or health, when caused or is being caused or is likejutsedey
the conduct of the practitioner under review; or
ii. astatement of concerns of roompliance by a practitioner with ‘professional standards'.

GN.8.21 Comprehensive Management Framework for the MBS

The Government announced the Comprehensive Managdiremework for the MBS in the 20412 Budget to

improve MBS management and governance into the fuiisepart of this framework, the Medical Services

Advisory Committee (MSAC) Terms of Reference and membership have been expanded to provide the Gpbvernme
with independent expert advice on all new proposed services to be funded through the MBS, as well as on all
proposed amendments to existing MBS itefsocesses developed under the previously funded MBS Quality
Framework are now being integrated witlSMC processes under the Comprehensive Management Framework for
the MBS.

GN.8.22 Medical Services Advisory Committee

The Medical Services Advisory Committee (MSAC) advises the Minister on the strength of evidence relating to the
safety, effectiveness amtst effectiveness of new and emerging medical services and technologies and under what
circumstances public funding, including listing on the MBS, should be supported.

MSAC members are appointed by the Minister and include specialist practitioners| geaetitioners, health
economists, a health consumer representative, health planning and administration experts and epidemiologists.

For more information on the MSAC refer to their websitevw.msac.gov.aor enail on
msac.secretariat@health.govanby phoning the MSAC secretariat on (02) 6289 7550.

GN.8.23 Pathology Services Table Committee

This Pathology Services Table Committee comprises six reprégesttom the interested professions and six

from the Australian Governmentts primary role is to advise the Minister on the need for changes to the structure
and content of the Pathology Services Table (except new medical services and technobhgiis) ithe level of

fees.

GN.9.25 Penalties and Liabilities

Penalties of up to $10,000 or imprisonment for up to five years, or both, may be imposed on any person who makes
a statement (oral or written) or who issues or presents a document that @s falskeading in a material particular

and which is capable of being used with a claim for bendfitaddition, any practitioner who is found guilty of

such offences by a court shall be subject to examination by a Medicare Participation Review @oamuittery be
counselled or reprimanded or may have services wholly or partially disqualified from the Medicare benefit
arrangements.

A penalty of up to $1,000 or imprisonment for up to three months, or both, may be imposed on any person who
obtains a pat¢int's signature on a direlilling form without the obligatory details having been entered on the form
before the person signs, or who fails to cause a patient to be given a copy of the completed form.

GN.10.26 Schedule fees and Medicare benefits
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Medicae benefits are based on fees determined for each medical service. The fee is referred to in these notes as the
"Schedule fee". The fee for any item listed in the MBS is that which is regarded as being reasonable on average for
that service having regard tisual and reasonable variations in the time involved in performing the service on

different occasions and to reasonable ranges of complexity and technical difficulty encountered.

The Schedule fee and Medicare benefit levels for the medical servicemedritathe MBS are located with the
item descriptions. Where appropriate, the calculated benefit has been rounded to the nearest higher 5 cents.
However, in no circumstances will the Medicare benefit payable exceed the fee actually charged.

There are pramntly three levels of Medicare benefit payable:

a. 75% of the Schedule fee:

i. for professional services rendered to a patient as part of an episode of hospital treatment (other
than public patients). Medical practitioners must indicate on their accountsifiaahservice is
rendered in these circumstances by placing an asterisk *' or the letter 'H' directly after an item
number where used; or a description of the professional service and an indication the service was
rendered as an episode of hospital treatt (for example, 'in hospital’, ‘admitted' or 'in patient');

ii. for professional services rendered as part of an episode of heshsditute treatment, and the
patient who receives the treatment chooses to receive a benefit from a private health insurer.
Medical practitioners must indicate on their accounts if a medical service is rendered in these
circumstances by placing the words 'hosgstathstitute treatment' directly after an item number
where used; or a description of the professional serviceggeeddy the words 'hospitalibstitute
treatment'.
b. 100% of the Schedule fee for noeferred attendances by general practitioners teasnitted patients
and services provided by a practice nurse or Aboriginal and Torres Strait Islander health pragtitione
behalf of a general practitioner.
c. 85% of the Schedule fee, or the Schedule fee less $84.70 (indexed annually in November), whichever is the
greater, for all other professional services.

Public hospital services are to be provided free of chargediblelipersons who choose to be treated as public
patients in accordance with the National Healthcare Agreement.

A medical service rendered to a patient on the day of admission to, or day of discharge from hospital, but prior to
admission or subsequent tizscharge, will attract benefits at the 85% or 100% level, not 75%. This also applies to a
pathology service rendered to a patient prior to admission. Attendances on patients at a hospital (other than patients
covered by paragraph (i) above) attract begsefitthe 85% level.

The 75% benefit level applies even though a portion of the service (eg. aftercare) may be rendered outside the
hospital. With regard to obstetric items, benefits would be attracted at the 75% level where the confinement takes
place in lospital.

Pathology tests performed after discharge from hospital on bodily specimens taken during hospitalisation also attract
the 75% level of benefits.

It should be noted that private health insurers can cover the "patient gap" (that is, the diffete@aea the

Medicare rebate and the Schedule fee) for services attracting benefits at the 75% level. Patient's may insure with
private health insurers for the gap between the 75% Medicare benefits and the Schedule fee or for amounts in excess
of the Schedd fee where the doctor has an arrangement with their health insurer.

GN.10.27 Medicare safety nets

The Medicare Safety Nets provide families and singles with an additional rebate-&drtmspital Medicare
services, once annual thresholds are reachseteTare two safety nets: the original Medicare safety net and the
extended Medicare safety net.

Original Medicare Safety Net:
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Under the original Medicare safety net, the Medicare benefit feolbspital services is increased to 100% of the
Scheduld~ee (up from 85%) once an annual threshold in gap costs is reached. Gap costs refer to the difference
between the Medicare benefit (85%) and the Schedule Fee. The threshold from 1 January 2020 is $477.90. This
threshold applies to all Medicagdigible sirgles and families.

Extended Medicare Safety Net:

Under the extended Medicare safety net (EMSN), once an annual thresholabfrpouaket costs for oedf-hospital
Medicare services is reached, Medicare will pay for 80% of any futurefqadcket cost$or outof-hospital

Medicare services for the remainder of the calendar year. However, where the item has an EMSN benefit cap, there
is a maximum limit on the EMSN benefit that will be paid for that item. Further explanation about EMSN benefit
caps is proied below. Oubf-pocket costs refer to the difference between the Medicare benefit and the fee charged
by the practitioner.

In 2020, the threshold for singles and families that hold a Commonwealth concession card, families that received
Family Tax Bendf Part (A) (FTB(A)) and families that qualify for notional FTB (A) is $692.20. The threshold for
all other singles and families in 2019 is $2,169.20.

The thresholds for both safety nets are usually indexed on 1 January each year.

Individuals are automatlly registered with the Department of Human Services for the safety nets; however

couples and families are required to register in order to be recognised as a family for the purposes on the safety nets.
In most cases, registered families have their expg combined to reach the safety net thresholds. This may help to
qualify for safety net benefits more quickly. Registration forms can be obtained from the Department of Human
Services offices, or completed online at http://www.humanservices.gov.au/eusemices/medicare/medicare

safetynet.

EMSN Benefit Caps:

The EMSN benefit cap is the maximum EMSN benefit payable for that item and is paid in addition to the standard
Medicare rebate. Where there is an EMSN benefit cap in place for the item, tinet axinine EMSN cap is
displayed in the item descriptor.

Once the EMSN threshold is reached, each time the item is claimed the patient is eligible to receive up to the EMSN
benefit cap. As with the safety nets, the EMSN benefit cap only applies-td-baspital services.

Where the item has an EMSN benefit cap, the EMSN benefit is calculated as 80% ofdfipaunket cost for the
service. If the calculated EMSN benefit is less than the EMSN benefit cap; then calculated EMSN rebate is paid. If
the calclated EMSN benefit is greater than the EMSN benefit cap; the EMSN benefit cap is paid.

For example: Item A has a Schedule fee of $100, thefeibspital benefit is $85 (85% of the Schedule fee). The
EMSN benefit cap is $30. Assuming that the patientréashed the EMSN threshold:

o If the fee charged by the doctor for Iltem A is $125, the standard Medicare rebate is $85, witbfgpookét cost
of $40. The EMSN benefit is calculated as $40 x 80% = $32. However, as the EMSN benefit cap is $30, only $3
will be paid.

o If the fee charged by the doctor for Iltem A is $110, the standard Medicare rebate is $85, witbfgpooket cost
of $25. The EMSN benefit is calculated as $25 x 80% = $20. As this is less than the EMSN benefit cap, the full $20
is pad.

GN.11.28 Services not listed in the MBS

Benefits are not generally payable for services not listed in the NH®®:ever, there are some procedural services
which are not specifically listed because they are regarded as forming part of a consulteliSerattract benefits

on an attendance basiBor example, intramuscular injections, aspiration needle biopsy, treatment of sebhorreic
keratoses and less than 10 solar keratoses by ablative techniques and closed reduction of the toe (othezahan the gr
toe).
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Enquiries about services not listed or on matters of interpretation should be directed to the Department of Human
Services on 132 150.

GN.11.29 Ministerial Determinations

Section 3C of thélealth Insurance Act973empowers the Minister to damine an item and Schedule fee (for the
purposes of the Medicare benefits arrangements) for a service not included in the health insurance Iegistation.
provision may be used to facilitate payment of benefits for new developed procedures or techh&neeclose
monitoring is desirableServices which have received section 3C approval are located in their relevant Groups in
the MBS with the notation(Ministerial Determination) ".

GN.12.30 Professional services

Professional services which attraceticare benefits include medical services rendered by or "on behalf of" a
medical practitioner.The latter include services where a part of the service is performed by a technician employed
by or, in accordance with accepted medical practice, acting tinelsupervision of the medical practitioner.

The following medical services will attract benefits only if they have been personally performed by a medical
practitioner on not more than one patient on the one occasion (i.e. two or more patients cattentée
simultaneously, although patients may be seen consecutively), unless a group session is involved (i.e. Items
170172). The requirement of "personal performance" is met whether or not assistance is provided, according to
accepted medical standards

(a) Category 1 (Professional Attendances) items exceptl¥20342346, 820880, 60296042, 60646075;

(b) Each of the following items in Group D1 (Miscellaneous Diagnostid012, 11015, 11018, 1102111.304,
11600, 11627, 11701, 11712, 11722, 11724728, 11921, 12000, 12003;

(c) All Group T1 (Miscellaneous Therapeutic) items (except 13020, 13025, 4133206, 132123221, 13703,
13706, 13709, 137503760, 13915813948, 14050, 14053, 14218, 14221 and 14245);

(d) Item 15600 in Group T2 (Radiation Quagy);

(e) All Group T3 (Therapeutic Nuclear Medicine) items;

() All Group T4 (Obstetrics) items (except 16400 and 16514);
(9) All Group T6 (Anaesthetics) items;

(h) All Group T7 (Regional or Field Nerve Block) items;

(i) All Group T8 (Operations) items;

() All Group T9 (Assistance at Operations) items;

(k) All Group T10 (Relative Value Guide for Anaesthetics) items.

For the group psychotherapy and family group therapy services covered by Items 170, 13421324 and 346,
benefits are payable onifythe services have been conducted personally by the medical practitioner.

Medicare benefits are not payable for these group items or any of the items listed(k) &ove when the service

is rendered by a medical practitioner employed by the fimprof a hospital (not being a private hospital), except
where the practitioner is exercising their right of private practice, or is performing a medical service outside the
hospital. For example, benefits are not paid when a hospital intern or registfarms a service at the request of a
staff specialist or visiting medical officer.
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Medicare benefits are only payable for items 12308322 (Bone Densitometry) when the service is performed by
a specialist or consultant physician in the practighefspecialist's or consultant physician's specialty where the
patient is referred by another medical practitioner.

GN.12.31 Services rendered on behalf of medical practitioners
Medical services in Categories 2 and 3 not included in GN.12.30 and Cafe@iagnostic Imaging) services
continue to attract Medicare benefits if the service is rendered by:

(a) the medical practitioner in whose name the service is being claimed,;

(b) a person, other than a medical practitioner, who is employed by a medataiqurer or, in accordance with
accepted medical practice, acts under the supervision of a medical practitioner.

See Category 6 Notes for Guidance for arrangements relating to Pathology services.

So that a service rendered by an employee or under teevigipn of a medical practitioner may attract a Medicare
rebate, the service must be billed in the name of the practitioner who must accept full responsibility for the service.
All practitioners should ensure they maintain adequate and contemporarawds.rall elements of the service

must be performed in accordance with accepted medical practice.

Supervision from outside of Australia is not acceptable.

While the supervising medical practitioner need not be present for the entire service, thegvaastlinect
involvement in at least part of the servigdithough the supervision requirements will vary according to the service
in question, they will, as a general rule, be satisfied where the medical practitiorer has:

(a) established consistent gityahssurance procedures for the data acquisition; and
(b) personally analysed the data and written the report.

Benefits are not payable for these services when a medical practitioner refers patienesnmplegiéd medical or
paramedical personnel, suab radiographers and audiologists, who either bill the patient or the practitioner
requesting the service.

GN.12.32 Medicare benefits and vaccinations

Where a medical practitioner administers an injection for immunisation purposes on the medicalgpiction

patient, Medicare benefits for that service would be payable on a consultation basis, that is, for the attendance at
which the injection is given. However, the cost of the vaccine itself does not attract a Medicare rebate. The Medicare
benefits arangements cover only the professional component of the medical practitioner's service. There are some
circumstances where a Medicare benefit is not payable when a medical practitioner administers an injection for
immunisation purposésplease refer to emple 3 below for further details.

Example 1

A patient presents to a GP to receive the influenza vaccination. The patient is not in the cohort of patients which is
covered for the influenza vaccine under the NIP.

After taking a short patient history, thd®@dministers the vaccine to the patient. The GP has met the requirements
of a level A consultation and claims item 3. The GP can bulk bill the patient for the cost of the MBS service and can
charge a separate amount for the cost of the vaccine, whiohdsvered under the NIP.

If a patient presented to a GP to receive a vaccine and to enquire about a medical condition, the GP may claim the
appropriate item (such as item 23).

Example 2
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A patient presents to a GP to receive the influenza vaccinatiorpdfieat is in the cohort of patients which is
covered for the influenza vaccine under the NIP.

After taking a short patient history, the GP administers the vaccine to the patient. The GP has met the requirements
of a level A consultation and claims itemThe GP can bulk bill the patient but does not need to charge a separate
amount for the cost of the vaccine, which is covered under the NIP.

If a patient presented to a GP to receive a vaccine and to enquire about a medical condition, the GP may claim the
appropriate item (such as item 23).

Example 3

A GP is employed by a State or Territory community health centre to administer vaccines and provides no additional
medical services.

A Medicare benefit is not payable as the GP is providing the service undeaagement with the State or
Territory, which is prohibited under subsection 19(2) of the Health Insurance Act 1973. The service is also
prohibited on the basis that it is a mass immunisation which is prohibited under subsection 19(4).

A mass immunisatiois a program to inoculate people that is funded by the Commonwealth or State Government, or
through an international or private organisation.

GN.13.33 Services which do not attract Medicare benefits

Services not attracting benefits

(a) telephone condattions;

(b) issue of repeat prescriptions when the patient does not attend the surgery in person;

(c) group attendances (unless otherwise specified in the item, such as items 170, 171, 172, 342, 344 and 346);

(d) nontherapeutic cosmetic surgery;

(e) eutlanasia and any service directly related to the proceddweiever, services rendered for
counselling/assessment about euthanasia will attract benefits.

Medicare benefits are not payable where the medical expenses for the service

(a) are paid/payable & public hospital,

(b) are for a compensable injury or iliness for which the patient's insurer or compensation agency has accepted
liability. (Please note that if the medical expenses relate to a compensable injury/iliness for which the

insurer/compensativagency is disputing liability, then Medicare benefits are payable until the liability is
accepted.);

(c) are for a medical examination for the purposes of life insurance, superannuation, a provident account scheme, or
admission to membership of a friepdiociety;

(d) are incurred in mass immunisation (see General Explanatory Note 12.3 for further explanation).
Unless the Minister otherwise directs
Medicare benefits are not payable where:

(a) the service is rendered by or on behalf of, or under angamaent with the Australian Government, a State or
Territory, a local government body or an authority established under Commonwealth, State or Territory law;

(b) the medical expenses are incurred by the employer of the person to whom the service i rendere
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(c) the person to whom the service is rendered is employed in an industrial undertaking and that service is rendered
for the purposes related to the operation of the undertaking; or

(d) the service is a health screening service.
(e) the service is a plemployment screening service

Current regulations preclude the payment of Medicare benefitfor professional services rendered in relation to
or in association with:

(a) chelation therapy (that is, the intravenous administration of ethylenediamiracietiaacid or any of its salts)
other than for the treatment of heawetal poisoning;

(b) the injection of human chorionic gonadotrophin in the management of obesity;

(c) the use of hyperbaric oxygen therapy in the treatment of multiple sclerosis;

(d) the removal of tattoos;

(e) the transplantation of a thoracic or abdominal organ, other than a kidney, or of a part of an organ of that kind; or
the transplantation of a kidney in conjunction with the transplantation of a thoracic or other abdominairqrgetn,

of an organ of that kind;

(f) the removal from a cadaver of kidneys for transplantation;

(g) the administration of microwave (UHF radio wave) cancer therapy, including the intravenous injection of drugs
used in the therapy.

Pain pumps for postoperative pain management

The cannulation and/or catheterisation of surgical sites associated with pain pumps-dpepatste pain
management cannot be billed under any MBS item.

The filling or refilling of drug reservoirs of ambulatory pain pumps faspoperative pain management cannot be
billed under any MBS items.

Non Medicare Services

No MBS item applies to a service mentioned in the item if the service is provided to a patient at the same time as, or
in connection with, an injection of blood arblood product that is autologous.

No MBS item applies ta service mentioned in the item if the service is provided to a patient at the same time as, or
in connection with, the harvesting, storage, in vitro processing or injection dfaematopoietistem cells.

An item in the range 1 to 10943 does not apply to the service described in that item if the service is provided at the
same time as, or in connection with, any of the services specified below:

(a) endoluminal gastroplication, for the treatmeihngastreoesophageal reflux disease;

(b) gamma knife surgery;

(c) intradiscal electro thermal arthroplasty;

(d) intravascular ultrasound (except where used in conjunction with intravascular brachytherapy);
(e) intro-articular viscosupplementation, foretfreatment of osteoarthritis of the knee;

(f) low intensity ultrasound treatment, for the acceleration of bone fracture healing, using a bone growth stimulator;
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(9) lung volume reduction surgery, for advanced emphysema;
(h) photodynamic therapy, for skamd mucosal cancer;
(i) placement of artificial bowel sphincters, in the management of faecal incontinence;

() selective internal radiation therapy for any condition other than hepatic metastases that are secondary to
colorectal cancer;

(k) specific massneasurement of bone alkaline phosphatase;

() transmyocardial laser revascularisation;

(m) vertebral axial decompression therapy, for chronic back pain;

(n) autologous chondrocyte implantation and maitrduced autologous chondrocyte implantation;

(o) vetebroplasty;

(p) extracorporeal magnetic innervation.

Health Screening Services

Unless the Minister otherwise directs Medicare benefits are not payable for health screening geheedth
screening service is defined as a medical examination dh#tds not reasonably required for the management of
the medical condition of the patieriervices covered by this proscription include such items as:

(a) multiphasic health screening;

(b) mammography screening (except as provided for in ltems 5%EWBS

(c) testing of fitness to undergo physical training program, vocational activities or weight reduction programs;
(d) compulsory examinations and tests to obtain a flying, commercial driving or other licence;

(e) entrance to schools and other edoceti facilities;

(f) for the purposes of legal proceedings;

(g) compulsory examinations for admission to aged persons' accommodation and pathology services associated with
clinical ecology.

The Minister has directed that Medicare benefits be paid fdotloeving categories of health screening:

(a) a medical examination or test on a symptomless patient by that patient's own medical practitioner in the course of
normal medical practice, to ensure the patient receives any medical advice or treatmeatyngcessntain their

state of healthBenefits would be payable for the attendance and tests which are considered reasonably necessary
according to patients individual circumstances (such as age, physical condition, past personal and family history).
For example, a cervical screenitgst in a person (see General Explanatory note 12.3 for more information), blood

lipid estimation where a person has a family history of lipid disortienwever, such routine cheelp should not

necessarily be accompanieg an extensive battery of diagnostic investigations;

(b) a pathology service requested by the National Heart Foundation of Australia, Risk Evaluation Service;
(c) age or health related medical examinations to obtain or renew a licence to drive a prteateshicle;

(d) a medical examination of, and/or blood collection from persons occupationally exposed to sexual transmission of
disease, in line with conditions determined by the relevant State or Territory health authority, (one examination or

29



collection per person per weekBenefits are not paid for pathology tests resulting from the examination or
collection;

(e) a medical examination for a person as a prerequisite of that person becoming eligible to foster a child or children;
() a medical examinain being a requisite for Social Security benefits or allowances;

(g9) a medical or optometrical examination provided to a person who is an unemployed person (as defined by the
Social Security Act 1991), as the request of a prospective employer.

The Natiormal Policy for the National Cervical Screening Program (NCSP) is as follows:

(a) Cervical screening should be undertaken every five years in asymptomatic persons, using a primary human
papillomavirus (HPV) test with partial genotyping and reflex liquiddahcytology (LBC) triage;

(b) Persons who have ever been sexually active should commence cervical screening at 25 years of age;

(c) Persons aged 25 years or older and less than 70 years will receive invitations and reminders to participate in the
program;

(d) Persons will be invited to exit the program by having a HPV test between 70 years or older and less than 75
years of age and may cease cervical screening if their test result is low risk;

(e) Persons 75 years of age or older who have eiegmhad a cervical screening test or have not had one in the
previous five years, may request a cervical screening test and can be screened;

(H  All persons, both HPV vaccinated and unvaccinated, are included in the program;

(g) Self collection of asample for testing is available for persons who are aged 30 years and over and has never
participated in the NCSP; or is overdue for cervical screening by two years or longer.

Self collection must be facilitated and requested by a healthaafiesgional who also routinely offers
cervical screening services;

The self collection device and the HPV test, when used together, must meet the requirements of the National
Pathology Accreditation Advisory Council (NPAAC) Requirements for Latooies Reporting Tests for the NCSP;
and

(h) Persons with intermediate and higher risk screening test results should be followed up in accordance with the
cervical screening pathway and the NCSP: Guidelines for the management of screen detectedt@mormali
screening women in specific populations and investigation of women with abnormal vaginal bleeding (2016
Guidelines)i endorsed by the Royal Australian College of General Practitioners, the Royal Australian and New
Zealand College of Obstetricians a@ginaecologists, the Royal College of Pathologists of Australasia, the

Australian Society of Gynaecologic Oncologists and the Australian Society for Colposcopy and Cervical Pathology.

Note 1: As separate items exist for routine screening, screeningcifispepulation and investigation of persons

with abnormal vaginal bleeding, treating practitioners are asked to clearly identify on the request form, if the sample
is collected as part of routine screening or for another purpose (see paragraph PPR#&Hdlagy Services

Explanatory Notes in Category 6).

Note 2: Where reflex cytology is performed following the detection of HPV in routine screening, the HPV test and
the LBC test results must be issued as a combined report with the overall risk rating.

Note 3: See items 2501 to 2509, and 2600 to 2616 in Group A18 and A19 of Cdte@wnfessional Attendances
and the associated explanatory notes for these items in CafegBrgfessional Attendances.

Services rendered to a doctor's dependants, préice partner, or practice partner's dependants

30



Medicare benefits are not paid for professional services rendered by a medical practitioner to dependants or partners
or a partner's dependants.

A 'dependant’ person is a spouse or a cHilde following povides definitions of these dependant persons:
(a) a spouse, in relation to a dependant person means:

a. a person who is legally married to, and is not living, on a permanent basis, separately and apart from, that person;
and

b. a de facto spouse of tharson.
(b) a child, in relation to a dependant person means:

a. a child under the age of 16 years who is in the custody, care and control of the person or the spouse of the person;
and

b. a person who:

() has attained the age of 16 years who is in tlstocly, care and control dhe person of the spouse of the person;
or

(i) is receiving full time education at a school, college or university; and
(i) is not being paid a disability support pension under the Social Security Act 1991; and

(iv) is wholly or substantially dependent on the person or on the spouse of the person.

GN.14.34 Principles of interpretation of the MBS

Each professional service listed in the MBS is a complete medical seWinere a listed service is also a

component of a more agprehensive service covered by another item, the benefit for the latter service will cover the
former.

Where a service is rendered partly by one medical practitioner and partly by another, only the one amount of benefit
is payable. For example, where dicgraphic examination is started by one medical practitioner and finalised by
another.

GN.14.35 Services attracting benefits on an attendance basis
Some services are not listed in the MBS because they are regarded as forming part of a consul&tiattraicth
benefits on an attendance basis.

GN.14.36 Consultation and procedures rendered at the one attendance

Where, during a single attendance, a consultation (under Category 1 of the MBS) and another medical service (under
any other Category of thecBedule) occur, benefits are payable subject to certain exceptions, for both the

consultation and the other servid@enefits are not payable for the consultation in addition to an item rendered on

the same occasion where the item is qualified by words as "each attendance”, "attendance at which", "including
associated attendances/consultations”, and all items in Group T6 and T9. In the case of radiotherapy treatment

(Group T2 of Category 3) benefits are payable for both the radiotherapy and amdfetisdd consultation.

Where the level of benefit for an attendance depends upon the consultation time (for example, in psychiatry), the
time spent in carrying out a procedure which is covered by another item in the MBS, may not be included in the
consutation time.

A consultation fee may only be charged if a consultation occurs; that is, it is not expected that consultation fee will
be charged on every occasion a procedure is performed.
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GN.14.37 Aggregate items

The MBS includes a number of items whagbply only in conjunction with another specified service listed in the
MBS. These items provide for the application of a fixed loading or factor to the fee and benefit for the service with
which they are rendered.

When these particular procedures aredered in conjunction, the legislation provides for the procedures to be
regarded as one service and for a single patient gap to afipdySchedule fee for the service will be ascertained in
accordance with the particular rules shown in the relevansitem

GN.14.38 Residential aged care facility
A residential aged care facility is defined in thged Care Act 1997%he definition includes facilities formerly
known as nursing homes and hostels.

GN.15.39 Practitioners should maintain adequate and contem poraneous records
All practitioners who provide, or initiate, a service for which a Medicare benefit is payable, should ensure they
maintainadequateandcontemporaneousecords.

Note: 'Practitioner' is defined in Section 81 of tHealth Insurance Act I8 and includes: medical practitioners,
dentists, optometrists, chiropractors, physiotherapists, podiatrists and osteopaths.

Since 1 November 1999 PSR Committees determining issues of inappropriate practice have been obliged to consider
if the practitione kept adequate and contemporaneous recdtall be up to the peer judgement of the PSR
Committee to decide if a practitioner's records meet the prescribed standards.

The standards which determine if a record is adequate and contemporaneous dpegiagbeHealth Insurance
(Professional Services Review) Regulations 1999

To beadequatethe patient or clinical record needs to:
clearly identify the name of the patient; and

contain a separate entry for each attendance by the patient foica serd the date on which the service was
rendered or initiated; and

each entry needs to provide clinical information adequate to explain the type of service rendered or initiated; and

each entry needs to be sufficiently comprehensible that anotmitipner, relying on the record, can effectively
undertake the patient's ongoing care.

To becontemporaneousthe patient or clinical record should be completed at the time that the service was rendered
or initiated or as soon as practicable afterwafRlscords for hospital patients are usually kept by the hospital and
the practitioner could rely on these records to documepiaiient care.

The Department of Human Services (DHS) has developétkatth Practitioner Guideline to substantiate that a
specific treatment was performwadhich is located on the DHS website.
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http://www.medicareaustralia.gov.au/provider/business/audits/files/8062-08-11-specific-treatment.pdf
http://www.medicareaustralia.gov.au/provider/business/audits/files/8062-08-11-specific-treatment.pdf

CATEGORY 3: THERAPEUTIC PROCEDURES
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SUMMARY OF CHANGES FROM 01/01/2020

The 01/01/2020 changes to the MBS are summarised below and are identified in the Schedule pages by one or more of the
following words appearing above the item number:

(&) new item New
(b) amended description Amend
(c) fee amended Fee
(d) item number changed Renum
(e) EMSN changed EMSN

EMSN Amended

13200 13201 13202 13203 13206 13209 13210 13212 13215 13218 13221 13251 16399
16400 16401 16404 16406 16500 16501 16502 16505 16508 16509 16511 16512 16514
16515 16518 16519 16520 1652 16527 16528 16531 16533 16534 16564 16567 16570
16571 16573 16590 16591 16600 16603 16606 16609 16618 16624 16627

Indexation of fixed EMSN caps
MBS items with fixed caps in the Health Insurance (Extended Medicare Safety Net) Determination 20t ihee baps
increasedThis change increases the caps of 13 capped itethe range 16603 to 8214@m 1 January 2020.
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THERAPEUTIC PROCEDURES NOTES

TN.1.1 Hyperbaric Oxygen Therapy - (ltems 13015, 13020, 13025 and 13030)

Hyperbaric Oxygen Therapyot covered by these items would attract benefits on an attendance basis. For the
purposes of these items, a comprehensive hyperbaric medicine facility means a separate hospital area that, on a 24
hour basis:

(a) is equipped and staffed so that it is ddég@@f providing to a patient:

(i) hyperbaric oxygen therapy at a treatment pressure of at least 2.8 atmospheric pressure absolute (180 kilopascal
gauge pressure); and

(i) mechanical ventilation and invasive cardiovascular monitoring within a monoplaceltiplace chamber for
the duration of the hyperbaric treatment; and

(b) is under the direction of at least 1 medical practitioner who is rostered, and immediately available, to the facility
during the facility's ordinary working hours if the practitione

(i) is a specialist with training in diving and hyperbaric medicine; or
(i) holds a Diploma of Diving and Hyperbaric Medicine of the South Pacific Underwater Medicine Society; and
(c) is staffed by:

(i) at least 1 medical practitioner with trainingdiving and hyperbaric medicine who is present in the facility and
immediately available at all times when patients are being treated at the facility; and

(ii) at least 1 registered nurse with specific training in hyperbaric patient care to the pubbsitzdds of the
Hyperbaric Technicians and Nurses Association, who is present during hyperbaric oxygen therapy; and

(d) has admission and discharge policies in operation.
TN.1.2 Haemodialysis - (Items 13100 and 13103)
Item 13100 covers the supervision wspital by a medical specialist for the management of dialysis,

haemofiltration, haemoperfusion or peritoneal dialysis in the patient who is not stabilised where the total attendance
time by the supervising medical specialist exceeds 45 minutes.

Item 131@ covers the supervision in hospital by a medical specialist for the management of dialysis,
haemofiltration, haemoperfusion or peritoneal dialysis in a stabilised patient, or in the case of an unstabilised patient,
where the total attendance time by thpexvising medical specialist does not exceed 45 minutes.

TN.1.3 Consultant Physician Supervision of Home Dialysis - (Item 13104)

Item 13104 covers the planning and management of dialysis and the supervision of a patient on home dialysis by a
consultanphysician in the practice of his or her specialty of renal medidtt@ining and management would

cover the consultant physician participating in patient management discussions coordinated by renal centres.
Supervision of the patient at home can beeauntaken by telephone or other electronic medium, and includes:

- Regular ordering, performance and interpretation of appropriate biochemical and haematological studies
(generally monthly);
- Feedback of results to the home patient duislor her treating general physician;

- Adjustments to medications and dialysis therapies based upon these results;
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- Co-ordination of regular investigations required to keep patient on active transplantation lists, where
relevant;

- Referral to, and communication with, other specialists involved in the care of the patient; and
- Being available to advise the patient or the patient's agent.
A record of the services provided should be made in the patient's clinieal no

The schedule fee equates to one hour of time spent undertaking these activitiexpected that the item will be
claimed once per month, to a maximum of 12 claims per year. The patient should be informed that he or she will
incur a charge fowhich a Medicare rebate will be payable.

This item includes dialysis conducted in a residential aged care facility. In remote areas, where a patient's home is an
unsuitable environment for home dialysis due to a lack of space, or the absence of tel@cationpuelectricity
and water utilities, the item includes dialysis in a community facility such as the local primary health care clinic.

TN.1.4 Assisted Reproductive Technology ART Services - (Items 13200 to 13221)

Medicare benefits are not payalteréspect of ANY other item in the Medicare Benefits Schedule (including
Pathology and Diagnostic Imaging) in lieu of or in connection with items 1328021. Specifically, Medicare
benefits are not payable for these items in association with item4@®414203, 14206, 35637, pathology tests or
diagnostic imaging.

A treatment cycle that is a series of treatments for the purposes of ART services is defined as beginning either on the
day on which treatment by superovulatory drugs is commenced or @irstltay of the patient's menstrual cycle,

and ending either; not more than 30 days later, or if a service mentioned in item 13212, 13215 or 13221 is provided
in connection with the series of treatmeatsthe day after the day on which the last of treesgices is provided.

The date of service in respect of treatment covered by Items 13200, 13201, 13203, 13206, 13209 and 13218 is
DEEMED to be the=IRST DAY of the treatment cycle.

Iltems 13200, 13201, 13202 and 13203 are linked to the supply of horomuhersthe Section 100 (National Health
Act) arrangements. Providers must notify the Department of Human Services of Medicare card numbers of patients
using hormones under this program, and hormones are only supplied for patients claiming one of thesefour

Medicare benefits are not payable for assisted reproductive services rendered in conjunction with surrogacy
arrangements where surrogacy is defined as '‘an arrangement whereby a woman agrees to become pregnant and to
bear a child for another personpersons to whom she will transfer guardianship and custodial rights at or shortly
after birth'".

NOTE: Items 14203 and 14206 are not payable for artificial insemination.

TN.1.5 Intracytoplasmic Sperm Injection - (Item 13251)

Iltem 13251 provides fdantracytoplasmic sperm injection for male factor infertility under the following
circumstances:

- where fertilisation with standard IVF is highly unlikely to be successful; or

- where in a previous cycle of IVF, the fertilisation rages lfailed due to low or no fertilisation.

Item 13251 excludes a service to which item 13218 appBegerm retrieval procedures associated with
intracytoplasmic sperm injection are covered under items 37605 and 37606.
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Items 13251, 37605, 37606 do notlide services provided in relation to artificial insemination using the husband's
or donated sperm.

TN.1.6 Peripherally Inserted Central Catheters

Peripherally inserted central catheters (PICC) are an alternative to standard percutaneous centcatheteyus
placement or surgically placed intravenous catheters whergdomgvenous access is required for ongoing patient
therapy.

Medicare benefits for PICC can be claimed under central vein catheterisation items 13318, 13319, 13815 and
22020.

Theseitems are for central vein catheterisation (where the tip of the catheter is positioned in a central vein) and
cannot be used for venous catheters where the tip is positioned in a peripheral vein.

TN.1.7 Administration of Blood or Bone Marrow already C ollected (Item 13706)
Item 13706 is payable for the transfusion of blood, or platelets or white blood cells or bone marrow or gamma
globulins. This item is not payable when gamma globulin is administered intramuscularly.

TN.1.8 Collection of Blood - (Item 13709)

Medicare benefits are payable under Item 13709 for collection of blood for autologous transfusions in respect of an
impending operation (whether or not the blood is used), or when homologous blood is required in an emergency
situation.

Medicare lenefits are not payable under Item 13709 for collection of blood fortknng storage for possible future
autologous transfusion, or for other forms of directed blood donation.

TN.1.9 Intensive Care Units - (Items 13870 to 13888)
'Intensive Care Unitheans a separate hospital area that:

€)) is equipped and staffed so as to be capable of providing to a patient:
(i)  mechanical ventilation for a period of several days; and

(i) invasive cardiovascular monitoring; and

(b) is supported by:

() atleast one specialist or consultant physician in the specialty of intensive care who is immediately available
and exclusively rostered to the ICU during normal working hours; and

(i) aregistered medical practitioner wisqpresent in the hospital and immediately available to the unit at all
times; and

(i) aregistered nurse for at least 18 hours in each day; and

(c) has defined admission and discharge policies.
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"immediately availablé' means that the iahsivist must be predominantly present in the ICU during normal
working hours. Reasonable absences from the ICU would be acceptable to attend conferences, meetings and other
commitments which might involve absences of up to 2 hours during the working day.

"exclusively rostered means that the specialist's sole clinical commitment is to intensive care associated activities
and is not involved in any other duties that may preclude immediate availability to intensive care if required.

For Neonatal Intensiv€are Units an 'Intensive Care Unit' means a separate hospital area that:
€) is equipped and staffed so as to be capable of providing to a patient, being-boewdhild:
(i) mechanical ventilation for a period of several days; and

(i) invasive cardiovascular monitoring; and

(b) is supported by:

(i) atleast one consultant physician in the specialty of paediatric medicine, appointed to manage the unit, and
who is immediately available and exclusively rostered to thed@ihg normal working hours; and

(i) aregistered medical practitioner who is present in the hospital and immediately available to the unit at all
times; and

(iii)a registered nurse for at least 18 hours in each day; and
(© has definecadmission and discharge policies.

Medicare benefits are payable under the 'management’ items only once per day irrespective of the number of
intensivists involved with the patient on that d&jowever, benefits are also payable for an attendance byeanoth
specialist/consultant physician who is not managing the patient but who has been asked to attend thé&/lpatéent.
appropriate, accounts should be endorsed to the effect that the consultation was not part of the patient's intensive
care management order to identify which consultations should attract benefits in addition to the intensive care
items.

In respect of Neonatal Intensive Care Units, as defined above, benefits are payable for admissions of babies who
meet the following criteria:

® all babies weighing less than 1000gms;

(i) all babies with an endotracheal tube, and for the 24 hours following endotracheal tube removal;
(i) all babies requiring Constant Positive Airway Pressure (CPAP) for acuteatespinstability;

(iv) all babies requiring more than 40% oxygen for more than 4 hours;

(v) all babies requiring an arterial line for blood gas or pressure monitoring; or

(vi) all babies having frequent seizures.

Cases may arise where babies admitted to a Neonatal Intensive Care Unit under the above criteria who, because they
no longer satisfy the criteria are ready for discharge, in accordance with accepted discharge policies, but who are
physically retained in thleonatal Intensive Care Unit for other reasoRsr benefit purposes such babies must be
deemed as being discharged from the Neonatal Intensive Care Unit and not eligible for benefits under items 13870,
13873, 13876,13881, 13882, 13885 and 13888.

Likewise, Medicare benefits are not payable under items 13870, 13873, 13881, 13882, 13885 and 13888 in

respect of babies not meeting the above criteria, but who, for whatever other reasons, are physically located in a
Neonatal Intensive Care Unit.
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Medicare benefits are payable for admissions to an Intensive Care Unit following surgery only where clear clinical
justification for postoperative intensive care exists.

TN.1.10 Procedures Associated with Intensive Care - (Items 13818, 13842, 13847, 13848 and 13857)
Item 13818 covers the insertion of a right heart balloon catheter {Gaan catheter)Benefits are payable under
this item only once per day except where a second discrete operation is performed on that day.

Benefits are payable under iten8¥6 (within an ICU) and 11600 (outside an ICU) once only for each type of
pressure, up to a maximum of 4 pressures per patient per calendar day, and irrespective of the number of the
practitioners involoved in monitoring the pressures.

If a service coverd by Item 13842 is provided outside of an ICU, in association with, for example, an anaesthetic,
benefits are payable for Item 13842 in addition to Item 13870 where the services are performed on the same day.
Where this occurs, accounts should be endbfgerformed outside of an Intensive Care Unit" against Item 13842.

Items 13847 and 13848

Item 13847 covers management of counterpulsation by intraaortic balloon on the first day and includes initial and
subsequent consultations and monitoring of paraseiesertion of the intraaortic balloon is covered under item
38609 Management on each day subsequent to the first is covered under item 13848.

"management” of counterpulsation of intraaofialloon means full heamodynamic assessment and management on
several occasions during the day.

Item 13857 covers the establishment of airway access and initiation of ventilation on a patient outside intensive care
for the purpose of subsequent ventilatory support in intensive care. Benefits are not payablemnti#g837 where

airway access and ventilation is initiated in the context of an anaesthetic for surgery even if it is likely that following
surgery the patient will be ventilated in an ICU. In such cases the appropriate anaesthetic item/s should be itemised

Medicare benefits are not payable for sampling by arterial puncture under Item 13839 in addition to Iltem 13870 (and
13873) on the same dafRenefits are payable under Item 13842 (areerial cannulation) in addition to Iltem
13870 (and 13873) when permed on the same day.

TN.1.11 Management and Procedures in Intensive Care Unit - (Items 13870, 13873, 13876)

Medicare benefits are only payable for management and procedures in intensive care covered by items 13870,
13873, 13876, 13882, 13885 and &88vhere the service is provided by a specialist or consultant physician who is
immediately available and exclusively rostered for intensive care.

Iltems 13870 and 13873

Medicare Benefits Schedule fees for Items 13870 and 13873 represent global daibwéas all attendances by

the intensivist in the ICU (and attendances provided by support medical personnel) and all electrocardiographic
monitoring, arterial sampling and, bladder catheterisation.performed on the patient on the dha gatient is
transferred from one ICU to another it would be necessary for an arrangement to be made between the two ICUs
regarding the billing of the patient.

Items 13870 and 13873 should be itemised on accounts according to each calendar day and not per &4l hour per
For periods when patients are in an ICU for very short periods (say less than 2 hours) with minimal ICU
management during that time, a fee should not be raised.

Item 13876
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Item 13876 covers the monitoring of pressures in an |Béhefits are paidrdy once for each type of pressure, up
to a maximum of 4 pressures per patient per calendar day and irrespective of the number of medical practitioners
involved in the monitoring of pressures in an ICU.

Item 11600

Item 11600 covers the monitoring of presss outside the ICU by practitioners not associated with the ICU.
Benefits are paid only once for each type of pressure, up to a maximum of 4 pressures per patient per calendar day
and irrespective of the number of practitioners involved in monitoringresures.

TN.1.12 Cytotoxic Chemotherapy Administration - (Item 13915)

Following a recommendation of a National Health and Medical Research Council review committee in 2005,
Medicare benefits are no longer payable for professional services rendettesl farpose of administering
microwave (UHF radiowave) cancer therapy, including the intravenous injection of drugs used in the therapy.

TN.1.13 Implanted Pump or Reservoir/Drug Delivery Device - (Items 13939 and 13942)

The schedule fee for Items 13988d 13942 includes a component to cover accessing of the drug delivery device.
Accordingly, benefits are not payable under Iltem 13945 (teng implanted drug delivery device, accessing of) in
addition to Iltems 13939 and 13942.

TN.1.14 PUVA or UVB Therap vy - (Item 14050)
A component for any necessary subsequent consultation has been included in the Schedule fee for this item.
However, the initial consultation preceding commencement of a course of therapy would attract benefits.

Phototherapy should only hesed when:

9 Topical therapy has failed or is inappropriate.
1 The severity of the condition as assessed by specialist opinion (including symptoms, extent of involvement
and quality of life impairment) warrants its use.

Narrow band UVB should be the prefermgation for phototherapy unless there is documented evidence of superior
efficacy of UVA phototherapy for the condition being treated.

Phototherapy treatment for psoriasis and palmoplantar pustulosis should consider the National Institute of Health
andCae Excel | en c ehitps:/pathways aiteiony.akfpatravhys/psoriasis

Involvement by a specialist in the specialty of dermatology at a minimum should iacletier stating the
diagrosis, need for phototherapy, estimated time of treatment and review date.

TN.1.15 Laser Photocoagulation - (Items 14100 to 14124)
All laser equipment used for services under items 1440@4 must be listed on the Australian Register of
Therapeutic Gocsl

The Australasian College of Dermatologists has advised that the following ranges (applicable to an average 4 year
old child and an adult) should be used as a reference to the treatment areas specified in Itenis112406

Entire forehead 50-75 an?
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Cheek 55- 85 cnf

Nose 10-25 cnf
Chin 10- 30 cnf
Unilateral midline anterior posterior nec|60 - 220 cnf
Dorsum of hand 25-80 cnf
Forearm 100- 250 cnf
Upper arm 105- 320 cnf

TN.1.16 Facial Injections of Poly -L-Lactic Acid - (Items 14201 and 14202)

Poly-L-lactic acid is listed within the standard arrangements on the Pharmaceutical Benefits Scheme (PBS) as an
Authority Required listing for initial and maintenance treatments, for facial administration only, of severe facial
lipoatrophy causd by therapy for HIV infection.

TN.1.17 Hormone and Living Tissue Implantation - (Items 14203 and 14206)
Iltems 14203 and 14206 are not payable for artificial insemination.

TN.1.18 Implantable Drug Delivery System for the Treatment of Severe Chronic Spas ticity - (Items

14227 to 14242)

Baclofen is provided under Section 100 of the Pharmaceutical Benefits Scheme for the following indications: Severe
chronic spasticity, where oral agents have failed or have caused unacceptable side effects, in pathnisiwith
spasticity:

(a) of cerebral origin; or

(b) due to multiple sclerosis; or
(c) due to spinal cord injury; or
(d) due to spinal cord disease.

Iltems 14227 to 14242 should be used in accordance with these restrictions.

TN.1.19 Immunomodulating Agent - (Item 14245)

Iltem 14245 applies only to a service provided by a medical practitioner who is registered by the Department of
Human Services CEO to participate in the arrangements made, under paragraph 100 (1) (b) of the National Health
Act 1953, for thepurpose of providing an adequate pharmaceutical service for persons requiring treatment with an
immunomodaulating agent.

These drugs are associated with risk of anaphylaxis which must be treated by a medical praéigrdhé.reason
a medical practioner needs to be available at all times during the infusion in case of an emergency.

TN.1.20 Therapeutic procedures may be provided by a specialist trainee (Items 13015 to 51318)
Q) Items 13015 to 51318 (excluding 13209 (T1) 16400 to 1650§) (6590 to 16591 (T4), 17610 to 17690
(T6) and 18350 to 18373 (T11) apply to a medical service provided by;
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(a) A medical practitioner, or;
(b) A specialist trainee under the direct supervision of a medical practitioner.

(2) For paragaph (1) (b), a medical service provided by a specialist trainee is taken to have been provided by
the supervising medical practitioner.

3) In this rule: Specialist trainee means a medical practitioner who is undertaking an Australian Medical
Coundl (AMC) accredited Medical College Training Programirect Supervision means personal and continuous
attendance for the duration of the service.

TN.1.21 Telehealth Specialist Services

These notes provide information on the telehealth MBS video datisalitems by specialists, consultant

physicians and psychiatrists. A video consultation involves a single specialist, consultant physician or psychiatrist
attending a patient, with the possible support of another medical practitioner, a participtingtdpt, a

participating nurse practitioner, a participating midwife, practice nurse, Aboriginal and Torres Strait Islander health
practitioner or Aboriginal health worker at the patient end of the video confer&heedecision as to whether the
patiert requires clinical support at the patient end of the specialist service is based on whether the support is
necessary for the provision of the specialist servitaehealth specialist services can be provided to patients when
there is no patierénd supprt service provided.

MBS items numbers 99, 112, 149, 288, 389, 2820, 3015, 6016, 13210, 16399 and 17609 allow a range of existing
MBS attendance items to be provided via video conferendihgse items have a derived fee which is equal to 50%
of the scledule fee for the consultation item claimed (e.g. 50% of the schedule fee for item 104) when billed with
one of the associated consultation items (such as ¥0gatient rebate of 85% for the derived fee is payable.

Six MBS item numbers (113, 114, 384,99, 3003 and 6004) provide for an initial attendance via
videoconferencing by a specialist, consultant physician, consultant occupational physician, pain medicine
specialist/consultant physician, palliative medicine specialist/consultant physiciarr@surgeon where the service
is 10 minutes or less. The items are statlwhe items and do not have a derived fee.

Where an attendance is more than 10 minutes, practitioners should use the existing item numbers consistent with the
current arrangements. Nuoal restrictions which apply for initial consultations will also apply for these items. For
example, if a patient has an initial consultation via telehealth, they cannot also claim an iniiedféaee

consultation as part of the same course of treatmen

Clinical indications

The specialist, consultant physician or psychiatrist must be satisfied that it is clinically appropriate to provide a
video consultation to a patient. The decision to provide clinically relevant support to the patient is the&biispon
of the specialist, consultant physician or psychiatrist.

Telehealth specialist services can be provided to patients when there is negrattisnpport service provided.
Restrictions

The MBS telehealth attendance items are not payable foceemd an admitted hospital patient (this includes
hospital in the home patients). Benefits are not payable for telephone or email consultations. In order to fulfill the
item descriptor there must be a visual and audio link between the patient and tteemeiitioner. If the remote
practitioner is unable to establish both a video and audio link with the patient, a MBS rebate for a telehealth
attendance is not payable.

Billing Requirements
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All video consultations provided by specialists, consultantiglarss or psychiatrists must lseparately billed

That is, only the relevant telehealth MBS consultation item and the associated derived item are to be itemised on the
account/bill/voucher Any other service/item billed should be itemised on a sepacataat/bill/voucher. This will

ensure the claim is accurately assessed as being a video consultation and paid accordingly.

Practitioners should not use the notation 'telehealth’, 'verbal consent' or 'Patient unable to sign' to overcome
administrative dificulties to obtaining a patient signature for bulk billed claims (for further information see
mbsonline.gov.au/telehealth).

Eligible Geographical Areas

Geographic eligibility for telehealth services funded under Medicare are determined according tstithiéaAu
Standard Geographical Classification Remoteness Area (AB&Classifications. Telehealth Eligible Areas are
areas that are outside a Major City (RA1) according to ARBJRA2-5). Patients and providers are able to check
their eligibility by following the links on the MBS Online websiteww.mbsonline.gov.au/telehea)th

There is a requirement for the patient and specialist to be located a minimum of 15km apart at the time of the
consultatbn. Minimum distance between specialist and patient video consultations are measured by the most direct
(ie least distance) route by road. The patient or the specialist is not permitted to travel to an area outside the
minimum 15 km distance in order taah a video conference.

This rule will not apply to specialist video consultation with patients who are a care recipient in a residential care
service; or at an Aboriginal Medical Service or an Aboriginal Community Controlled Health Service for which a
direction made under subsection 19(2) ofitealth Insurance Act 197&s these patients are able to receive
telehealth services anywhere in Australia.

Telehealth Eligible Service Areas are definedratv.mbsonline.gov.au/ telehealth eligible areas

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting
that the service was performed by video conferencejdtes time and the people who participated.

Only clinical details recorded at the time of the attendance count towards the time of the consultation. It does not
include information added at a later time, such as reports of investigations.

Extended Medare Safety Net (EMSN)

All telehealth consultations (with the exception of the participating optometrist telehealth items) are subject to
EMSN caps. The EMSN caps for ART and Obstetric telehealth items 13210 and 16399 were set in reference to the
EMSN capsapplying to the base ART and Obstetric consultation items.

The EMSN caps for all other telehealth consultation items are equal to 300% of the schedule fee (to a maximum of
$500). The maximum EMSN benefit for a telehealth consultation is equal to the therEdMSN cap for the base
item and the EMSN cap for the telehealth items.

Aftercare Rule
Video consultations are subject to the same aftercare rules as practitioners providingdaeeconsultations.
Multiple attendances on the same day

In some siiations a patient may receive a telehealth consultation and a face to face consultation by the same or
different practitioner on the same day.

Medicare benefits may be paid for more than one video consultation on a patient on the same day by the same
praditioner, provided the second (and any following) video consultations are not a continuation of the initial or
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earlier video consultations. Practitioners will need to provide the times of each consultation on the patient's account
or bulk billing voucher.

Referrals
The referral procedure for a video consultation is the same as for conventioralface consultations.
Technical requirements

In order to fulfill the item descriptor there must be a visual and audio link between the patient and the remote
practitioner. If the remote practitioner is unable to establish both a video and audio link with the patient, a MBS
rebate for a telehealth attendance is not payable.

Individual clinicians must be confident that the technology used is able to satiggnthéescriptor and that
software and hardware used to deliver a videoconference meets the applicable laws for security and privacy.

TN.1.22 Cryopreservation of semen (Item 13260)
A semen cycle collection process involves obtaining up to 3 semen sam@isrnate days producing up to 50
cryopreserved straws of frozen sperm.

Maximum of two semen collection cycles, one cycle collected prior to a patient undergoing the first
cytotoxic/radiation treatment and the second cycle to be collected if thetpetserelapsed and requires treatment.

TN.1.23 MBS Item 13105 - Haemodialysis in very remote areas

The purpose of item 13105 is for the management of haemodialysis to a person veithgengnal disease. The
service is provided in very remote areas iftf as Modified Monash 7) by a registered nurse, an Aboriginal health
worker or an Aboriginal and Torres Strait Islander health practitioner on behalf of a medical practitioner. The
service is supervised by a medical practitioner (either in person otelgijno

As a condition of receiving the Medicafeu nded di al ysi s t r eestbmmamdagedbyahe pati ent
nephrologist, with the patient being treated or reviewed by the nephrologist every 3 to 6 months (either in person or
remotely).

The patients not an admitted patient of a hospital and the service is provided in a primary care setting.

Item 13104 should not be claimed if item 13105 is claimed.

TN.2.1 Radiation Oncology - General
The level of benefits for radiotherapy depends on the numbi@ids irradiated and the number of times treatment
is given.

Treatment by rotational therapy (including rotational therapy using volumetric modulated arc therapy or intensity
modulated arc therapy) is considered to be equivalent to the irradiatioe®fitdds (i.e., irradiation of one field

plus two additional fields). For example, each attendance for orthovoltage rotational therapy at the rate of 3 or more
treatments per week would attract benefit under Item 15100 plus twice Item 15103. Sindlehlgttendance for

arc therapy of the prostate using a dual photon linear accelerator would attract benefits under 15248 plus twice
15263. Benefits are payable once only per attendance for treatment irrespective of whether one or more arcs are
involved.

Benefits for consultations rendered on the same day as treatment and/or planning services are only payable where

they are clinically relevant. A clinically relevant service is one that is generally accepted by the relevant profession
as being necessary fthre appropriate treatment of the patient.
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From 1 January 2016, separate items were listed for intemsithulated radiotherapy (IMRT) and imagaided
radiotherapy (IGRT). Previously, these services were delivered and billed against the existing MBS three
dimensional radiotherapy items.

Definitions have been inserted into the Health Insurance (General Medical Services Table) Regulation as follows:
In items 15275, 15555, 15565 and 15715:

IMRT means intensity modulated radiation therapy, being a formtefreal beam radiation therapy that uses high
energy megavoltage x rays to allow the radiation dose to conform more closely to the shape of a tumour by changing
the intensity of the radiation beam.

In item 15275:

IGRT means image guided radiation thergipging a process in which frequent 2 and 3 dimensional imaging is
captured as close as possible to the time of treatment by using x rays and scans (similar to CT scans) before and
during radiotherapy treatment, in order to show the size, shape andrpos#dieancer as well as the surrounding
tissues and bones.

TN.2.2 Brachytherapy of the Prostate - (Item 15338)

One of the requirements of item 15338 is that patients have a Gleason score of less than or ebloaldwef,
where the patient has a semf 7, comprising a primary score of 4 and a secondary score of 3 (ie. 4+3=7), itis
recommended that low dose rate brachytherapy form part of a combined modality treatment.

Low dose brachytherapy of the prostate should be performed in patients witinaflale anatomy allowing adequate
access to the prostate without pubic arch interference and who have a life expectancy of at least greater than 10
years.

An 'approved site' for the purposes of this item is one at which radiation oncology servicespeeypineed
lawfully under the law of the State or Territory in which the site is located.

TN.2.3 Planning Services - (Items 15500 to 15565 and 15850)

A planning episode involves field setting and dosimetry. One plan only will attract Medicare benefitsurse of
treatment. However, benefits are payable for a plan for brachytherapy and a plan for megavoltage or teletherapy
treatment, when rendered in the same course of treatment.

1 further planning items where planning is undertaken in respect deaedif tumour site to that (or those)
specified in the original prescription by the radiation oncologist; and

1 a plan for brachytherapy and a plan for megavoltage or teletherapy treatment, when rendered in the same
course of treatment.

Items 15500 to 1553@nclusive) are for a planning episode for 2D conformal radiotherapy. Items 15550 to 15562
(excluding item 15555) are for a planning episode for 3D conformal radiotherapy. Items 15555 and 15565 are for a
planning episode for intensity modulated radiotpgrdMRT).

It is expected that the 2D simulation items (15500, 15503, and 15506) would be used in association with the 2D
planning items (15518, 15521, and 15524) in a planning episode. However there may be instances where it may be
appropriate to use tf&D Planning items (15556, 15559, and 15562) in association with the 2D simulation items
(15500, 15503, and 15506) in a planning episode. The 3D simulation items (15550 and 15553) can only be billed in
association with the 3D planning items (15556, 15%6@, 15562) in a planning episode. However there may be
instances where it may be appropriate to use the 3D Planning items (15556, 15559, and 15562) in association with
the 2D simulation items (15500, 15503, and 15506) in a planning episode. The 3D eimitéats (15550 and
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15553) can only be billed in association with the 3D planning items (15556, 15559, and 15562) in a planning
episode. The IMRT simulation item (15555) and IMRT dosimetry item (15565) can only be billed in association
with each other andnly for IMRT (i.e. neither IMRT simulation item 15555, nor IMRT dosimetry item 15565, can
be billed in association with any of the 2D or 3D treatment items for an episode of care).

Item 15850 covers radiation source localisation for high dose brachyytieeatment. Item 15850 applies to
brachytherapy provided to any part of the body.

TN.2.4 Treatment Verification - (Items 15700 to 15705, 15710, 15715 and 15800)
In these items, 'treatment verification' means:

A quality assurance procedure designethtilitate accurate and reproducible delivery of the
radiotherapy/brachytherapy to the prescribed site(s) or region(s) of the body as defined in the treatment prescription
and/or associated dose plan(s) and which utilises the capture and assessmeopoéggipnages using:

€) x-rays (this includes portal imaging, either megavoltage or kilovoltage, using a linear accelerator)
(b) computed tomography; or

(© ultrasound, where the ultrasound equipment is capable of prodiunenges m at least three dimensions
(unidimensional ultrasound is not covered); together with a record of the assessment(s) and any correction(s) of
significant treatment delivery inaccuracies detected.

Item 15700 covers the acquisition of images in one pladermorporates both single or double exposures. The item
may be itemised once only per attendance for treatment, irrespective of the number of treatment sites verified at that
attendance.

Iltem 15705 (multiple projections) applies where images in moretteplane are taken, for example orthogonal

views to confirm the isocentrdt can be itemised only where verification is undertaken of treatments involving

three or more fields.It can be itemised where single projections are acquired for multipke sij multiple

metastases for palliative patientseem 15705 can be itemized only once per attendance for treatment, irrespective of
the number of treatment sites verified at that attendance.

15710 applies to volumetric verification imaging using asitjoin by computed tomographyt can be itemised
only where verification is undertaken of treatments involving three or more fields and only once per attendance for
treatment, irrespective of the number of treatment sites verified at that attendance.

Items 15700, 15705, 15710 and 15715:
- may not claimed together for the same attendance at which treatment is rendered

- must only be itemised when the verification procedure has been prescribed in the treatment plan and the
image has ben reviewed by a radiation oncologist

Item 15800 Benefits are payable once only per attendance at which treatment is verified.

TN.3.1 Therapeutic Dose of Yttrium 90 - (Item 16003)
This item cannot be claimed for selective internal radiation the@iR().

See items 35404, 35406 and 35408 for SIRT using SIR_Spheres (y@@iumcrospheres).
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TN.4.1 Antenatal Service Provided by a Nurse, Midwife or an Aboriginal and Torres Strait Islander

health practitioner - (Item 16400)

Item 16400 can only beaiimed by a medical practitioner (including a vocationally registered ovocationally
registered GP, a specialist or a consultant physician) where an antenatal service is provided to a patient by a
midwife, nurse or Aboriginal and Torres Strait Islandealth practitioner on behalf of the medical practitioner at, or
from an eligible practice location in a regional, rural or remote area.

A regional, rural or remote area is classified as a RRMAaBea under the Rural Remote Metropolitan Areas
classifiation system.

Evidence based national or regional guidelines should be used in the delivery of this antenatal service.

An eligible practice location is the place associated with the medical practitioner's Medicare provider number from
which the serviceds been provided. If you are unsure if the location is in an eligible area you can call the
Department of Human Services on 132 150.

A midwife means a registered midwife who holds a current practising certificate as a midwife issued by a State or
Territory regulatory authority and who is employed by, or whose services are otherwise retained by, the medical
practitioner or their practice.

A nurse means a registered or enrolled nurse who holds a current practising certificate as a nurse issued by a State or
Territory regulatory authority and who is employed by, or whose services are otherwise retained by, the medical
practitioner or their practiceThe nurse must have appropriate training and skills to provide an antenatal service.

An Aboriginal and TorresStrait Islander health practitioner means a person who has been registered as an
Aboriginal and Torres Strait Islander health practitioner by the Aboriginal and Torres Strait Islander Health Practice
Board of Australia and meets the Board's registratiandards. The Aboriginal and Torres Strait Islander health
practitioner must be employed or retained by a general practice, or by a health service that has an exemption to
claim Medicare benefits under subsection 19(2) of the Health Insurance Act 1973.

An Aboriginal and Torres Strait Islander health practitioner may use any of the titles authorised by the Aboriginal
and Torres Strait Islander Health Practice Board: Aboriginal health practitioner; Aboriginal and Torres Strait
Islander health practitionery @orres Strait Islander health practitioner.

The midwife, nurse or Aboriginal and Torres Strait Islander health practitioner must also comply with any relevant
legislative or regulatory requirements regarding the provision of the antenatal service.

Themedical practitioner under whose supervision the antenatal service is provided retains responsibility for the
health, safety and clinical outcomes of the patidiite medical practitioner must be satisfied that the midwife,
nurse or Aboriginal and Torre&rait Islander health practitioner is appropriately registered, qualified and trained,
and covered by indemnity insurance to undertake antenatal services.

Supervision at a distance is recognised as an acceptable form of supeffsEomeans that thmedical
practitioner does not have to be physically present at the time the service is prélidezizer, the medical
practitioner should be able to be contacted if required.

The medical practitioner is not required to see the patient or to be presientwlantenatal service is being
provided by the midwife, nurse or Aboriginal and Torres Strait Islander health practitioreup to the medical
practitioner to decide whether they need to see the palignere a consultation with the medical gtidioner has
taken place prior to or following the antenatal service, the medical practitioner is entitled to claim for their own
professional service, but item 16400 cannot be claimed in these circumstances.

Item 16400 cannot be claimed in conjunctiothvanother antenatal attendance item for the same patient, on the
same day by the same practitioner.

A bulk billing incentive item (10990, 10991 or 10992) cannot be claimed in conjunction with item 18400.
incentive payment is incorporated into thaedule fee.
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Item 16400 can only be claimed 10 times per pregnancy.

Item 16400 cannot be claimed for an admitted patient of a hospital.

TN.4.2 Items for Initial and Subsequent Obstetric Attendances (Items 16401 and 16404)

16401 and 16404 replace itet®4 and 105 for any specialist obstetric attendance relating to pregririsy.
includes any initial and subsequent attendance with a specialist obstetrician for discussion of pregnancy or
pregnancy related conditions or complications, or any postnatapeavided to the patient subsequent to the
expiration of normal aftercare periottem 16500 is still claimed for routine antenatal attendantesse items are
subject to Extended Medicare Safety Net caps.

TN.4.3 Antenatal Care - (Item 16500)
In addtion to routine antenatal attendances covered by Item 16500 the following services, where rendered during
the antenatal period, attract benefits:

(a) Items 16501, 16502, 16505, 16508, 16509 (but not normally before the 24th week of pregnancy), 16811, 1651
16514, 16533, 16534 and 16600 to 16627.

(b) The initial consultation at which pregnancy is diagnosed.

(c) The first referred consultation by a specialist obstetrician when called in to advise on the pregnancy.
(d) All other services, excluding those@ategory 1 and Group T4 of Category 3 not mentioned above.
(e) Treatment of an intercurrent condition not directly related to the pregnancy.

Item 16514 relates to antenatal cardiotocography in the management of high risk pre@eafits for this
service are not attracted when performed during the course of the labour and birth.

TN.4.4 External Cephalic Version for Breech Presentation - (Item 16501)
Contraindications for this item are as follows:

- antepartum haemorrhage (APH)

- multiple pregnancy,

- fetal anomaly,

- fetal growth restriction,

- caesarean section scar,

- uterine anomalies,

- obvious cephalopelvic disproportion,
- isoimmunization,

- premature rupture of the membranes.
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TN.4.5 Labour and Birth - (Items 16515, 16518, 16519, 16530 and 16531)
Benefits for management of labour and birth covered by Items 16515, 16518, 16519 ah@5B6531includes the
following (where indicated):

- surgical and/or intravenous infusion induction of labour;

- forceps or vacuum extraction;

- evacuation of products of conception by manual removal (not lagimgdependent procedure);
- episiotomy or repair of tears.

Item 16519 covers birth by any means including Caesarean section. If, however, a patient is referred, or her care is
transferred to another medical practitioner for the specifipgse of birth by Caesarean section, whether because of
an emergency situation or otherwise, then Item 16520 would be the appropriate item.

In some instances the obstetrician may not be able to be present at all stages of confinement. In these eiscumstanc
Medicare benefits are payable under Item 16519 provided that the doctor attends the patient as soon as possible
during the confinement and assumes full responsibility for the mother and baby.

Two items in Group T9 provide benefits for assistance bgdical practitioner at a Caesarean section. Item 51306
relates to those instances where the Caesarean section is the only procedure performed, while Item 51309 applies
when other operative procedures are performed at the same time.

Where, during labour, medical practitioner hands the patient over to another medical practitioner, benefits are
payable under Item 16518 for the referring practitioner's services. The second practitioner's services would attract
benefits under Item 16515 (i.e., management ginal birth) or Item 16520 (Caesarean sectidhanother medical
practitioner is called in for the management of the labour and birth, benefits for the referring practitioner's services
should be assessed under Item 16500 for the routine antenatdhaties and on a consultation basis for the

postnatal attendances, if performed.

At a high risk birthbenefits will be payable for the attendance of any medical practitioner (called in by the doctor in
charge of the birth) for the purposes of resuscitaimh subsequent supervision of the neongteamples of high

risk births include cases of difficult vaginal birth, Caesarean section or the birth of babies with Rh problems and
babies of toxaemic mothers.

TN.4.6 Caesarean Section - (Item 16520)

Benefits under this item are attracted only where the patient has been specifically referred to another medical
practitioner for the management of the birth by Caesarean section and the practitioner carrying out the procedure has
not rendered any antenatal cabaesarean sections performed in any other circumstances attract benefits under Item
16519.

TN.4.7 Complicated Confinement - (Item 16522)
A record of the clinical indication/ s that constitute |
medcal record.

TN.4.8 Labour and Birth Where Care is Transferred by a Participating Midwife - (Items 16527 to

16528)

Where the intrapartum care of a patient is transferred to a medical practitioner by a participating midwife for the
management of birth, ite 16527 or 16528 would apply depending on the service provided.
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Where care is transferred by a participating midwife prior to the commencement of labour, items 16519 or 16522
would apply.

TN.4.9 Items for Planning and Management of a Pregnancy (Item 1659 0 and 16591)
Item 16590 is intended to provide for the planning and management of pregnancy that has progressed beyond 28
weeks, where the medical practitioner is intending to undertake the birth for a privately admitted patient.

Item 16591 is for the piaing and management of a pregnancy that has progressed beyond 28 weeks and the
medical practitioner is providing shared antenatal care and is not intending to undertake the birth.

Items 16590 and 16591 are to include the provision of a mental healsisrass of the patienBoth items are
subject to Extended Medicare Safety Net caps and should only be claimed by a patient once per pregnancy.

TN.4.10 Post-Partum Care - (Items 16515 to 16520 and 16564 to 16573)
The Schedule fees and benefits payabilétéons 16519 and 16520 cover all postnatal attendances on the mother
and the baby, except in the following circumstances:

® where the medical services rendered are outside those covered by a consultation, e.g., blood transfusion;

(i) where the condition of the mother and/or baby is such as to require the services of another practitioner
(e.g., paediatrician, gynaecologist, etc);

(i) where the patient is transferred, at arms length, to another medical pracfiioritine posfpartum,

care (eg mother and/or baby returning from a larger centre to a country town or transferring between hospitals
following confinement).In such cases routine postnatal attendances attract benefits on an attendance basis. The
trarsfer of a patient within a group practice would not qualify for benefits under this arrangement except in the case
of ltems 16515 and 16518. These items cover those occasions when a patient is handededadabourfrom

the practitioner who under noal circumstances would have delivered the baby, but because of compelling
circumstances decides to transfer the patient to another practitioner for the birth;

(iv) where during the postnatal period a condition occurs which requires treatmsdedhe scope of
normal postnatal care;

(v) in the management of premature babies (i.e. babies born prior to the end of the 37th week of pregnancy
or where the birth weight of the baby is less than 2500 grams) during the period thatijgosesi®n is necessary.

Normal postnatal care by a medical practitioner would include:
0] uncomplicated care and check of

- lochia

- fundus

- perineum and vulva/episiotomy site

- temperature

- bladder/urination

- bowels

(i) advice and support for establishment of breast feeding
(iii) psychological assessment and support

(iv) Rhesus status

50



(v) Rubella status and immunisation
(vi) contraception advice/magement
Examinations of apparently normal newborn infants by consultant or specialist paediatricians do not attract benefits

Items 16564 to 16573 relate to postnatal complications and should not be itemised in respect of a normal birth. To
qualify for berefits under these items, the patient is required to be transferred to theatre, or be administered general
anaesthesia or epidural injection for the performance of the procedure. Utilisation of the items will be closely
monitored to ensure appropriate usage

TN.4.11 Interventional Techniques - (Items 16600 to 16627, 35518 and 35674)

For Items 16600 to 16627, 35518 and 35674 there is no component in the Schedule fee for the associated
ultrasound.Benefits are attracted for the ultrasound under the appteptems in Group |1 of the Diagnostic
Imaging Services Tabldf diagnostic ultrasound is performed on a separate occasion to the procedure, benefits
would be payable under the appropriate ultrasound item.

Item 51312 provides a benefit for assistanga imedical practitioner at interventional techniques covered by Iltems
16606, 16609, 16612, 16615, and 16627.

TN.4.12 Telehealth Specialist Services

These notes provide information on the telehealth MBS video consultation items by specialists, consultant
physicians and psychiatrists. A video consultation involves a single specialist, consultant physician or psychiatrist
attending a patient, with the possible support of another medical practitioner, a participating optometrist, a
participating nurse pratitner, a participating midwife, practice nurse, Aboriginal and Torres Strait Islander health
practitioner or Aboriginal health worker at the patient end of the video confer&heedecision as to whether the
patient requires clinical support at the patiend of the specialist service is based on whether the support is
necessary for the provision of the specialist servitaehealth specialist services can be provided to patients when
there is no patierénd support service provided.

MBS items numbexr 99, 112, 149, 288, 389, 2820, 3015, 6016, 13210, 16399 and 17609 allow a range of existing
MBS attendance items to be provided via video conferendihgse items have a derived fee which is equal to 50%
of the schedule fee for the consultation iteninséad (e.g. 50% of the schedule fee for item 104) when billed with
one of the associated consultation items (such as ¥0gatient rebate of 85% for the derived fee is payable.

Six MBS item numbers (113, 114, 384, 2799, 3003 and 6004) provide fotiahattendance via

videoconferencing by a specialist, consultant physician, consultant occupational physician, pain medicine
specialist/consultant physician, palliative medicine specialist/consultant physician or neurosurgeon where the service
is 10 minues or less. The items are stand alone items and do not have a derived fee.

Where an attendance is more than 10 minutes, practitioners should use the existing item numbers consistent with the
current arrangements. Normal restrictions which apply for Iritasultations will also apply for these items. For

example, if a patient has an initial consultation via telehealth, they cannot also claim an iniiedféaee

consultation as part of the same course of treatment.

Clinical indications

The specialistconsultant physician or psychiatrist must be satisfied that it is clinically appropriate to provide a
video consultation to a patient. The decision to provide clinically relevant support to the patient is the responsibility
of the specialist, consultaphysician or psychiatrist.

Telehealth specialist services can be provided to patients when there is neguatisnpport service provided.

Restrictions
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The MBS telehealth attendance items are not payable for services to an admitted hospital psiresitidits

hospital in the home patients). Benefits are not payable for telephone or email consultations. In order to fulfill the
item descriptor there must be a visual and audio link between the patient and the remote practitioner. If the remote
practitioner is unable to establish both a video and audio link with the patient, a MBS rebate for a telehealth
attendance is not payable.

Billing Requirements

All video consultations provided by specialists, consultant physicians or psychiatrists reapttesely billed.

That is, only the relevant telehealth MBS consultation item and the associated derived item are to be itemised on the
account/bill/voucher Any other service/item billed should be itemised on a separate account/bill/'voucher. This will
ensurelie claim is accurately assessed as being a video consultation and paid accordingly.

Practitioners should not use the notation 'telehealth’, 'verbal consent' or 'Patient unable to sign' to overcome
administrative difficulties to obtaining a patient sigmattor bulk billed claims (for further information see
mbsonline.gov.au/telehealth).

Eligible Geographical Areas

Geographic eligibility for telehealth services funded under Medicare are determined according to the Australian
Standard Geographical Classidtion Remoteness Area (ASGER) classifications. Telehealth Eligible Areas are
areas that are outside a Major City (RA1) according to ARBGRA2-5). Patients and providers are able to check
their eligibility by following the links on the MBS Online wetes(www.mbsonline.gov.au/telehea)th

There is a requirement for the patient and specialist to be located a minimum of 15km apart at the time of the
consultation. Minimum distance between specialist patient video consultations are measured by the most direct
(ie least distance) route by road. The patient or the specialist is not permitted to travel to an area outside the
minimum 15 km distance in order to claim a video conference.

This rule will not apply to specialist video consultation with patients who are a care recipient in a residential care
service; or at an Aboriginal Medical Service or an Aboriginal Community Controlled Health Service for which a
direction made under subsection 19(2}lefHealth Insurance Act 197as these patients are able to receive
telehealth services anywhere in Australia.

Telehealth Eligible Service Areas are definedratv.mbsonline.govau/ telehealth eligible areas

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting
that the service was performed by video conference, the date, time and the people whatedrtici

Only clinical details recorded at the time of the attendance count towards the time of the consultation. It does not
include information added at a later time, such as reports of investigations.

Extended Medicare Safety Net (EMSN)

All telehealth onsultations (with the exceptions of the participating optometrist telehealth items) are subject to
EMSN caps. The EMSN caps for ART and Obstetric telehealth items 13210 and 16399 were set in reference to the
EMSN caps applying to the base ART and Obsteinsultation items.

The EMSN caps for all other telehealth consultation items are equal to 300% of the schedule fee (to a maximum of
$500). The maximum EMSN benefit for a telehealth consultation is equal to the sum of the EMSN cap for the base
item andthe EMSN cap for the telehealth items.

Aftercare Rule

Video consultations are subject to the same aftercare rules as practitioners providingdaeeconsultations.
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Multiple attendances on the same day

In some situations a patient may receive a &éth consultation and a face to face consultation by the same or
different practitioner on the same day.

Medicare benefits may be paid for more than one video consultation on a patient on the same day by the same
practitioner, provided the second (ang &mllowing) video consultations are not a continuation of the initial or

earlier video consultations. Practitioners will need to provide the times of each consultation on the patient's account
or bulk billing voucher.

Referrals
The referral procedure farvideo consultation is the same as for conventionaittaace consultations.
Technical requirements

In order to fulfill the item descriptor there must be a visual and audio link between the patient and the remote
practitioner. If the remote practitier is unable to establish both a video and audio link with the patient, a MBS
rebate for a telehealth attendance is not payable.

Individual clinicians must be confident that the technology used is able to satisfy the item descriptor and that
software andhardware used to deliver a videoconference meets the applicable laws for security and privacy.

TN.4.13 Mental Health Assessments for Obstetric Patients (Items 16590, 16591, 16407)

Items for the planning and management of pregnancy (16590 and 1659&) ambstnatal attendance between 4

and 8 weeks after birth (16407), include a mental health assessment of the patient, including screening for drug and
alcohol use and domestic violence, to be performed by the clinician or another suitably qualiffegrbésssional

on behalf of the clinicianA mental health assessment must be offered to each patient, however, if the patient
chooses not to undertake the assessment, this does not preclude a rebate being payable for these items.

It is recommended thanental health assessments associated with items 16590, 16591, and 16407 be conducted in
accordance with the National Health and Medical Research Council (NHMRC) endorsed guidietited:Health

Care in the Perinatal Period: Australian Clinical Practi€uidelinei October 2017, Centre for Perinatal

Excellence.

Results of the ment al heal th assessméntr emwstd bd rae par d
decision not to undergo a mental health assessment must be recorded in thie patientt i ni c al not es.

TN.4.14 Extended Medicare Safety Net (EMSN) for Obstetric Services (Items 16531, 16533 and

16534)

The Extended Medicare Safety Net (EMSN) benefit is capped at 65% of the schedule fee for obstetric items 16531,
16533, and 16534. Howevers these items are for-hrospital services only, the EMSN does not apply

TN.6.1 Pre-anaesthesia Consultations by an Anaesthetist - (Items 17610 to 17625)
Preanaesthesia consultations are covered by items in the range-17832b.

Preanaesthesia cenltations comprise 4 tirdgased items utilising 15 minute increments up to and exceeding 45
minutes, in conjunction with contebfised descriptorsA pre-anaesthesia consultation will attract benefits under
the appropriate items based B®TH the duratio of the consultatioAND the complexity of the consultation in
accordance with the requirements outlined in the coftaséd item descriptions.

53



Whether or not the proposed procedure proceeds, thenpessthetic attendance will attract benefits under th
appropriate consultation item in the range 17610625, as determined by the duration and content of the
consultation.

The following provides further guidance on utilisation of the appropriate items in common clinical situations:

(i) Item 17610 (15 rims or less) a preanaesthesia consultation of a straightforward nature occurring prior to
investigative procedures and other routine surgery. This item covers routiargarsthesia consultation services
including the taking of a brief history, a liraid examination of the patient including the candispiratory system
and brief discussion of an anaesthesia plan with the patient.

(i) Item 17615 (1630 mins)- a preanaesthesia consultation of between 16 to 30 minutes duration AND of
significantlygreater complexity than that required under item 17610. To qualify for benefits patients will be
undergoing advanced surgery or will have complex medical problems. The consultation will involve a more

extensive examination of the patient, for examplectrediorespiratory system, the upper airway, anatomy relevant

to regional anaesthesia and invasive monitoring. An anaesthesia plan of management should be formulated, of which
there should be a written record included in the patient notes.

(i) Item 17620 (31-45 mins)- a preanaesthesia consultation of high complexity involving all of the requirements
of item 17615 and of between 31 to 45 minutes duration. Thar@esthesia consultation will also involve
evaluation of relevant patient investigationsl éime formulation of an anaesthesia plan of management of which
there should be a written record in the patient notes.

(iv) Item 17625 (more than 45 minsa preanaesthesia consultation of high complexity involving all of the
requirements of item 1761nd item 17620 and of more than 45 minutes duration. Thanaesthesia consultation

will also involve evaluation of relevant patient investigations as well as discussion of the patient's medical condition
and/or anaesthesia plan of management with othevant healthcare professionaln anaesthesia plan of

management should be formulated, of which there should be a written record included in the patient notes.

Some examples of advanced surgery that may require a longer consultation under iteris626%ould
include:

- Bowel resection

- Caesarean section

- Neonatal surgery

- Major laparotomies

- Radical cancer resection

- Major reconstructive surgery eg free flap transfers, breast reconstruction
- major joint arthroplasty

- joint reconstruction

- Thoracotomy

- Craniotomy

- Spinal surgery eg spinal fusion, discectomy

- Major vascular surgery eg aortic aneurysm repair, arterial bypass surgery, carotid artery endarterectomy

Some examples of complex medical problems in relation to items 1783% waild include:
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- Major cardiac problemse.g cardiomyopathy, unstable ischaemic heart disease, heart failure
- Major respiratory diseasee.g COPD, respiratory failure, acute lung conditions eg. infection and asthma,

- Major neurologicatonditions- CVA, intra/extra cerebral haemorrhage, cerebral palsy and/or major intellectual
disability, degenerative conditions of the CNS

- Major metabolic conditionse.g unstable diabetes, uncontrolled hyperthyroidism, renal failure, liver failure,
immune deficiency

- Anaesthetic problemseg past history of awareness, known or anticipated difficulty with securing the airway,
malignant hyperpyrexia, drug allergy,

- Other conditions
- patients with history of stroke/TIA's presenting for vascularemyrg
- patients on an{platelet agents presenting for major surgery requiring management of anticoagulant status

- patients with poor respiratory/cardiac function presenting for major surgery requiring management of perioperative
medications, analgaesiacamonitoring

NOTE I
It is important to note that:

- patients undergoing the types of advanced surgery listed above but who are otherwise of reasonable health and
who, therefore, do not require a longer-preaesthesia consultation as provided for uitders 1761517625,
would qualify for benefits under item 17610; and

- not all patientswith complex medical problems will qualify for a longer consultation under items 1¥76a25.

For example, patients who have reasonably stable diabetes may only aeshomne consultation, coveraghder

item 17610. Similarly, patients with reasonably well controlled emphysema (COPD) undergoing minor surgery may
only require a short pranaesthesia consultation (item 17610), whereas the same patient scheduled fer an up
abdominal laparotomy and with recent onset angina with the possible need for ICU postoperatively may require a
longer consultation.

NOTE Il

- Consultation services covered by pain specialists items in the rang8@80Tannot be claimed in conjuiact
with items 1761017625

- The consultation time under items 176117625 only applies to the period of active attendance on the patient and
does not include time spent in discussion with other health care practitioners.

- The requirement of a writterapient management plan in items 1781525 or the discussion of the management
plan with other health care professions, where this occurs, does not relate to and cannot be claimed in conjunction
GP Management Plans, Team Care Arrangements, MultidisaipliCare Plans or Case Conference items in Group
A15 of the MBS.

TN.6.2 Referred Anaesthesia Consultations - (Items 17640 to 17655)

Referred anaesthesia consultations (other thaamaesthesia attendances) where the patient is referred will be
covera by new items in the range 176407655. These new items replace the use of specialist referred items 104
and 105. Items 104 and 105 will no longer apply to referred anaesthesia consultations provided by specialist
anaesthetists.

55



Referred anaesthesiarmultations comprise 4ime-based items utilising 15 minute increments up to and exceeding
45 minutes, in conjunction with contelphsed descriptors. Services covered by these specialist referred items
include consultations in association with the follogi

(i) Acute pain management

- Postoperative, utilising specialised techniques eg Patient Controlled Analgesia System (PCAS)

- as an independent service eg pain control following fractured ribs requiring nerve blocks

- obstetric pain management

(ii) Perioperative management of patients

- postoperative management of cardiac, respiratory and fluid balance problems following major surgery
- vascular access procedures (other than-opexative peripheral vascular access procedures)

ltems 17645 17655 willinvolve the examination of multiple systems and the formulation of a written management
plan. Items 17650 and 17655 would also entail the ordering and/or evaluation of relevant patient investigations.

NOTE :

- It should be noted that the consultation tinmeler items 1764017655 only applies to the period of active
attendance on the patient and does not include time spent in discussion with other health care practitioners.

- Consultation services covered by pain medicine specialist items in the rarilgg@Q@80cannot be claimed in
conjunction with items 1764017655.

- The requirement of a written patient management plan in items 47885 or the discussion of the management

plan with other health care professions, where this occurs, does notagelattd¢annot be claimed in conjunction

GP Management Plans, Team Care Arrangements, Multidisciplinary Care Plans or Case Conference items in Group
A15 of the MBS.

It would be expected that in the vast majority of cases, the insertion of a periphera ganoula (other than in
association with anaesthesia) where the patient is referred, would attract benefit under item 17640. However, in
exceptional clinical circumstances, where the procedure is considerably more difficult and exceeds 15 minutes, such
asfor patients with chronic disease undergoing long term intravenous therapy, paediatric patients or patients having
chemotherapy, item 17645 would apply.

TN.6.3 Anaesthetist Consultations - Other - (Items 17680, 17690)
A consultation occurring immedidyebefore the institution of major regional blockade for a patient in labour is
covered by item 17680.

Item 17690 can only be claimed where all of the conditions set out in (a) to (d) of item 17690 have been met.
Iltem 17690 can only be claimed in conjtion with a service covered by items 17615, 17620, or 17625.

Item 17690 cannot be claimed where the gmaesthesia consultation covered by items 17615, 17620 or 17625 is
provided on the same day as admission to hospital for the subsequent episodaubbamng anaesthesia
services.

NOTE: Consultation services covered by pain medicine specialist items in the rang@@&0dannot be claimed
in conjunction with anaesthesia consultation items 17&1590.
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TN.6.4 Telehealth Specialist Services

Thes notes provide information on the telehealth MBS video consultation items by specialists, consultant
physicians and psychiatrists. A video consultation involves a single specialist, consultant physician or psychiatrist
attending a patient, with the podsilsupport of another medical practitioner, a participating optometrist, a
participating nurse practitioner, a participating midwife, practice nurse or Aboriginal health worker at the patient end
of the video conferencelhe decision as to whether theipat requires clinical support at the patient end of the
specialist service is based on whether the support is necessary for the provision of the specialisT strivaaith
specialist services can be provided to patients when there is no jeitesipport service provided.

MBS items numbers 99, 112, 149, 288, 389, 2820, 3015, 6016, 13210, 16399 and 17609 allow a range of existing
MBS attendance items to be provided via video conferendihgse items have a derived fee which is equal to 50%
of theschedule fee for the consultation item claimed (e.g. 50% of the schedule fee for item 104) when billed with
one of the associated consultation items (such as ¥0gatient rebate of 85% for the derived fee is payable.

Six MBS item numbers (113, 114,88799, 3003 and 6004) provide for an initial attendance via
videoconferencing by a specialist, consultant physician, consultant occupational physician, pain medicine
specialist/consultant physician, palliative medicine specialist/consultant physicianrosurgeon where the service
is 10 minutes or less. The items are statlwhe items and do not have a derived fee.

Where an attendance is more than 10 minutes, practitioners should use the existing item numbers consistent with the
current arrangementilormal restrictions which apply for initial consultations will also apply for these items. For
example, if a patient has an initial consultation via telehealth, they cannot also claim an iniiedféaee

consultation as part of the same course ofitneat.

Clinical indications

The specialist, consultant physician or psychiatrist must be satisfied that it is clinically appropriate to provide a
video consultation to a patient. The decision to provide clinically relevant support to the patient igdhsibbdiy
of the specialist, consultant physician or psychiatrist.

Telehealth specialist services can be provided to patients when there is nequatisnpport service provided.
Restrictions

The MBS telehealth attendance items are not payablerfaceg to an admitted hospital patient (this includes
hospital in the home patients). Benefits are not payable for telephone or email consultations. In order to fulfill the
item descriptor there must be a visual and audio link between the patient aaohtte practitioner. If the remote
practitioner is unable to establish both a video and audio link with the patient, a MBS rebate for a telehealth
attendance is not payable.

Billing Requirements

All video consultations provided by specialists, consultéysjrians or psychiatrists must beparately billed

That is, only the relevant telehealth MBS consultation item and the associated derived item are to be itemised on the
account/bill/'voucher Any other service/item billed should be itemised on a sepa@ount/bill/voucher. This will

ensure the claim is accurately assessed as being a video consultation and paid accordingly.

Practitioners should not use the notation 'telehealth’, 'verbal consent' or 'Patient unable to sign' to overcome
administrative dficulties to obtaining a patient signature for bulk billed claims (for further information see
mbsonline.gov.au/telehealth).

Eligible Geographical Areas

Geographic eligibility for telehealth services funded under Medicareare determined accordingustithiéan
Standard Geographical Classification Remoteness Area (AS&Classifications. Telehealth Eligible Areas are
areas that are outside a Major City (RA1) according to ARBIRAZ2-5). Patients and providers are able to check
their eligibility by following the links on the MBS Online websiteww.mbsonline.gov.au/telehea)th
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There is a requirement for the patient and specialist to be located a minimum of 15km apart at the time of the
consultéion. Minimum distance between specialist and patient video consultations are measured by the most direct
(ie least distance) route by road. The patient or the specialist is not permitted to travel to an area outside the
minimum 15 km distance in order ¢taim a video conference.

This rule will not apply to specialist video consultation with patients who are a care recipient in a residential care
service; or at an Aboriginal Medical Service or an Aboriginal Community Controlled Health Service for which a
direction made under subsection 19(2) ofifealth Insurance Act 197&s these patients are able to receive
telehealth services anywhere in Australia.

Telehealth Eligible Service Areas are definedmatv.mbsonline.gov.au/ telehealth eligible areas

Record Keeping

Participating telehealth practitioners must keep contemporaneous notes of the consultation including documenting
that the service was performed by video confereingedéate, time and the people who participated.

Only clinical details recorded at the time of the attendance count towards the time of the consultation. It does not
include information added at a later time, such as reports of investigations.

Extended Meidare Safety Net (EMSN)

All telehealth consultations (with the exceptions of the participating optometrist telehealth items) are subject to
EMSN caps. The EMSN caps for ART and Obstetric telehealth items 13210 and 16399 were set in reference to the
EMSN cas applying to the base ART and Obstetric consultation items.

The EMSN caps for all other telehealth consultation items are equal to 300% of the schedule fee (to a maximum of
$500). The maximum EMSN benefit for a telehealth consultation is equal torthefshe EMSN cap for the base
item and the EMSN cap for the telehealth items.

Aftercare Rule
Video consultations are subject to the same aftercare rules as practitioners providingdaeeconsultations.
Multiple attendances on the same day

In somesituations a patient may receive a telehealth consultation and a face to face consultation by the same or
different practitioner on the same day.

Medicare benefits may be paid for more than one video consultation on a patient on the same day by the same
practitioner, provided the second (and any following) video consultations are not a continuation of the initial or
earlier video consultations. Practitioners will need to provide the times of each consultation on the patient's account
or bulk billing vouche.

Referrals

The referral procedure for a video consultation is the same as for conventioralface consultations.

Technical requirements

In order to fulfill the item descriptor there must be a visual and audio link between the patient and the remo
practitioner. If the remote practitioner is unable to establish both a video and audio link with the patient, a MBS
rebate for a telehealth attendance is not payable.

Individual clinicians must be confident that the technology used is able to shéisfgm descriptor and that
software and hardware used to deliver a videoconference meets the applicable laws for security and privacy.
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TN.7.1 Regional or Field Nerve Blocks - General

A nerve block is interpreted as the anaesthetising of a substagiaknt of the body innervated by a large nerve or

an area supplied by a smaller nerve where the technique demands expert anatomical knowledge and a high degree of
precision.

Where anaesthesia combines a regional nerve block with general anaesthesapéatve procedure, benefit will
be paid only under the relevant anaesthesia item as set out in Group T10.

Where a regional or field nerve block is administered by a medical practitioner other than the practitioner carrying
out the operation, the blogltracts benefits under the Group T10 anaesthesia item and not the block item in Group
T7.

Where a regional or field nerve block which is covered by an item in Group T7 is administered by a medical
practitioner in the course of a surgical procedure unllen by that practitioner, then such a block will attract
benefit under the appropriate Group T7 item.

When a block is carried out in cases not associated with an operation, such as for intractable pain or during labour,
the service falls under Group T7.

Digital ring analgesia, local infiltration into tissue surrounding a lesion or paracervical (uterine) analgesia are not
eligible for the payment of Medicare benefits under items within GroupWfiere procedures are carried out with
local infiltration a digital block as the means of anaesthesia, that anaesthesia is considered to be part of the
procedure.

TN.7.2 Maintenance of Regional or Field Nerve Block - (Items 18222 and 18225)
Medicare benefit is attracted under these items only when the sisrpiedormed other than by the operating
surgeon.This does not preclude benefits for an obstetrician performing an epidural block during labour.

When the service is performed by the operating surgeon during thepgeostive period of an operationist
considered to be part of the normal aftercdrethese circumstances a Medicare benefit is not attracted.

TN.7.3 Intrathecal or Epidural Injection - (Item 18232)
This items covers caudal infusion/injection.

TN.7.4 Intrathecal or Epidural Infusion - (ltems 18226 and 18227)

Items 18226 and 18227 apply where intrathecal or epidural analgesia is required for obstetric patients in the after
hours period. For these items, the after hours period is defined as the period from 8pm to 8am on any weekday, or
any time on a Saturday, Sunday or a public holiday.

Medicare benefits are only payable under item 18227 where more than 50% of the service is provided in the after
hours period, otherwise benefits would be payable under item 18219.

TN.7.5 Regional or F ield Nerve Blocks - (Items 18234 to 18298)
Items in the range 1823418298 are intended to cover the injection of anaesthetic into the nerve or nerve sheath and
not for the treatment of carpal tunnel or similar compression syndromes.
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Paravertebral nerda@lock items 18274 and 18276 cover the provision of regional anaesthesia for surgical and related
procedures for the management acute pain or of chronic pain related to radiculopathy. Infiltration of the soft tissue
of the paravertebral area for the treatnt of other pain symptoms does not attract benefit under these items.
Additionally, items 18274 and 1827@0 not cover facet joint blocks/injections. This procedure is covered under

item 39013.

Item 18292 may not be claimed for the injection of botutirtoxin, but may be claimed where a neurolytic agent
(such as phenol) is used to treat the obturator nerve in patients receiving botulinum toxin injections under item
18354 for a dynamic foot deformity.

TN.8.1 Surgical Operations
Many items in Group T8f the Schedule are qualified by one of the following phrases:

- "as an independent procedure";

- "not being a service associated with a service to which another item in this Group applies"; or
- "not being a service to which another item in this Groupgiegp

An explanation of each of these phrases is as follows.

As an Independent Procedure

The inclusion of this phrase in the description of an item precludes payment of benefits when:

0] a procedure so qualified is associated with arrgthecedure that is performed through the same
incision, e.g. nephrostomy (Iltem 36552) in the course of an open operation on the kidney for another purpose;

(i) such procedure is combined with another in the same body area, e.g. direcaéiganinarynx (Item
41846) with another operation on the larynx or trachea;

(iii) the procedure is an integral part of the performance of another procedure, e.g. removal of foreign body
(Item 30067/30068) in conjunction with debridement cdgler extensive contaminated wound of soft tissue,
including suturing of that wound when performed under general anaesthetic (Item 30023).

Not Being a Service Associated with a Service to which another Item in this Group Applies

"Not being a service assiated with a service to which another item in this Group applies" means that benefit is not
payable for any other item in that Group when it is performed on the same occasion as this item. eg item 30106.

"Not being a service associated with a servicehah Item ..... applies" means that when this item is performed on
the same occasion as the reference item no benefit is pagapitem 39330.

Not Being a Service to which another Item in this Group Applies

"Not being a service to which another itémthis Group applies" means that this item may be itemised if there is no
specific item relating to the service performed, e.g. Item 30387 (Laparotomy involving operation on abdominal
viscera (including pelvic viscera), not being a service to which anitéme in this Group applies)Benefits may be
attracted for an item with this qualification as well as benefits for another service during the course of the same
operation.

TN.8.2 Multiple Operation Rule
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The fees for two or more operations, listedGiroup T8 (other than Subgroup 12 of that Group), performed on a
patient on the one occasion (except as provided in paragraph T8.2.3) are calculated by the following rule:

- 100% for the item with the greatest Schedule fee
plus 50% for thetem with the next greatest Schedule fee
plus 25% for each other item.

Note:

€) Fees so calculated which result in a sum which is not a multiple of 5 cents are to be taken to the next
higher multiple of 5 cents.

(b) Where two or more agrations performed on the one occasion have Schedule fees which are equal, one of
these amounts shall be treated as being greater than the other or others of those amounts.

(c) The Schedule fee for benefits purposes is the aggregate of thalfadated in accordance with the above
formula.

(d) For these purposes the term "operation" only refers to all items in Group T8 (other than Subgroup 12 of
that Group).

This rule does not apply to an operation which is one of two or more aperaterformed under the one anaesthetic
on the same patient if the medical practitioner who performed the operation did not also perform or assist at the
other operation or any of the other operations, or administer the anaedthstich cases the fesgecified in the
Schedule apply.

Where two medical practitioners operate independently and either performs more than one operation, the method of
assessment outlined above would apply in respect of the services performed by each medical practitioner.

If the operation comprises a combination of procedures which are commonly performed together and for which a
specific combined item is provided in the Schedule, it is regarded as the one item and service in applying the
multiple operation rule.

There are aumber of items in the Schedule where the description indicates that the item applies only when
rendered in association with another procedure. The Schedule fees for such items have therefore been determined on
the basis that they would always be subjedhe "multiple operation rule".

Where the need arises for the patient to be returned to the operating theatre on the same day as the original
procedure for further surgery due to poperative complications, which would not be considered as normal

aftercare- see paragraph T8.2, such procedures would generally not be subject to the "multiple operation rule".
Accounts should be endorsed to the effect that they are separate procedures so that a separate benefit may be paid.

Extended Medicare Safety Neag

The Extended Medicare Safety Net (EMSN) benefit cap for items subject to the multiple operations rule, where all
items in that claim are subject to a cap are calculated from the abated (reduced) schedule fee.

For example, if an item has a Schedulede$100 and an EMSN benefit cap equal to 80 per cent of the schedule
fee, the calculated EMSN benefit cap would be $#80wever, if the schedule fee for the item is reduced by 50 per
cent in accordance with the multiple operations rule provisions, aitdmaé in that claim carry a cap, the calculated
EMSN benefit cap for the item is $40 (50% of $100*80%).

TN.8.3 Procedure Performed with Local Infiltration or Digital Block
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It is to be noted that where a procedure is carried out with local infiltratidigital block as the means of
anaesthesia, that anaesthesia is considered to be part of the procedure and an additional benefit is therefore not
payable.

TN.8.4 Aftercare (Post -operative Treatment)
Definition

Section 3(5) of the Health Insurance A&73 states that services included in the Schedule (other than attendances)
include all professional attendances necessary for the purposes-oppraive treatment of the patierfor the
purposes of this book, pesperative treatment is generallyffeged to as "aftercare”.

Aftercare is deemed to include all pagierative treatment rendered by medical specialists and consultant

physicians, and includes all attendances until recovery from the operation, the final check or examination, regardless
of whether the attendances are at the hospital, private rooms, or the patient's\ftencare need not necessarily

be limited to treatment given by the surgeon or to treatment given by any one medical practitioner.

If the initial procedure is performed byganeral practitioner, normal aftercare rules apply to anyquestative
service providedby the same practitioner.

The medical practitioner determines each individual aftercare period depending on the needs of the patient as the
amount and duration oftafcare following an operation may vary between patients for the same operation, as well
as between different operations.

Private Patients

Medicare will not normally pay for any consultations during an aftercare period as the Schedule fee for most
operatims, procedures, fractures and dislocations listed in the MBS item includes a component of aftercare.

There are some instances where the aftercare component has been excluded from the MBS item and this is clearly
indicated in the item description.

There arealso some minor operations that are merely stages in the treatment of a particular cofgisooh,
attendances subsequent to these services should not be regarded as aftercare but rather as a continuation of the
treatment of the original condition éattract benefitsLikewise, there are a number of services which may be
performed during the aftercare period for pain relief which would also attract befdfissincludes all items in

Groups T6 and T7, and items 39013, 39100, 39115, 39118, 39@PA7,339130, 39133, 39136, 39324 and 39327.

Where there may be doubt as to whether an item actually does include the aftercare, the item description includes
the words "including aftercare".

If a service is provided during the aftercare phase for a conditit related to the operation, then this can be
claimed, provided the account identifies the service as 'Not normal aftercare’, with a brief explanation of the reason
for the additional services.

If a patient was admitted as a private patient in a phioipital, then unless the MBS item does not include
aftercare, no Medicare benefits are payable for aftercare.

Medicare benefits are not payable for surgical procedures performed primarily for cosmetic refaseeser,
benefits are payable for certairopedures when performed for specific medical reasons, such as breast
reconstruction following mastectomysurgical procedures not listed on the MBS do not attract a Medicare benefit.

Where an initial or subsequent consultation relates to the assessheligaussion of options for treatment and, a
cosmetic or other nerebatable service are discussed, this would be considered a rebatable service under Medicare.
Where a consultation relates entirely to a cosmetic or otheMealicare rebatable serviceither before or after

that service has taken place), then that consultation is not rebatable under Metigaaftercare associated with a
cosmetic or nofMedicare rebatable service is also not rebatable under Medicare.
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Public Patients

All care directy related to a public ipatient's care should be provided free of challybere a patient has received
in-patient treatment in a hospital as a public patient (as defined in Section 3(1) of the Health Insurance Act 1973),
routine and nooutine aftercarélirectly related to that episode of admitted care will be provided free of charge as
part of the public hospital service, regardless of where it is provided, on behalf of the state or territory as required by
the National Healthcare Agreemeihh this cae no Medicare benefit is payable.

Notwithstanding this, where a public patient independently chooses to consult a private medical practitioner for
aftercare, then the clinically relevant service provided during this professional attendance will attiiaatd/ie
benefits.

Where a public patient independently chooses to consult a private medical practitioner for aftercare following
treatment from a public hospital emergency department, then the clinically relevant service provided during this
professional aéndance will attract Medicare benefits.

Fractures

Where the aftercare for fractures is delegated to a doctor at a place other than where the initial reduction was carried
out, then Medicare benefits may be apportioned on a 50:50 basis rather than®m@%H®agis for surgical

operations.

Where the reduction of a fracture is carried out by hospital staff in thgabieint or emergency department of a

public hospital, and the patient is then referred to a private practitioner for aftercare, Medicate denphyable

for the aftercare on an attendance basis.

The following table shows the period which has been adopted as reasonable for-tterafbéifractures:

Treatment of fracture of Afte_r—care
Period
Terminal phalanx of finger or thumb 6 weeks
Proximal phalanx of finger or thumb 6 weeks
Middle phalanx of finger 6 weeks
One or more metacarpals not involving base of first carpometacarpal joint 6 weeks
First metacarpal involving carpometacarpal joint (Bennett's fracture) 8 weeks
Carpus (excludig navicular) 6 weeks
Navicular or carpal scaphoid 3 months
Colles'/Smith/Barton's fracture of wrist 3 months
Distal end of radius or ulna, involving wrist 8 weeks
Radius 8 weeks
Ulna 8 weeks
Both shafts of forearm or humerus 3 months
Clavicle or stenum 4 weeks
Scapula 6 weeks
Pelvis (excluding symphysis pubis) or sacrum 4 months
Symphysis pubis 4 months
Femur 6 months
Fibula or tarsus (excepting os calcis or os talus) 8 weeks
Tibia or patella 4 months
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Both shafts of leg, ankle (Potts fractuwédth or without dislocation, os calcis (calcaneus) or 0 4 months
talus

Metatarsals one or more 6 weeks
Phalanx of toe (other than great toe) 6 weeks
More than one phalanx of toe (other than great toe) 6 weeks
Distal phalanx of great toe 8 weeks
Proximal phalanx of great toe 8 weeks
Nasal bones, requiring reduction 4 weeks
Nasal bones, requiring reduction and involving osteotomies 4 weeks
Maxilla or mandible, unilateral or bilateral, not requiring splinting 6 weeks
Maxilla or mandible, requirig splinting or wiring of teeth 3 months
Maxilla or mandible, circumosseous fixation of 3 months
Maxilla or mandible, external skeletal fixation of 3 months
Zygoma 6 weeks
Spine (excluding sacrum), transverse process or bone other than vertebral body

requiring immobilisation in plaster or traction by skull calipers 3 months
Spine (excluding sacrum), vertebral body, without involvement of cord, requiring

immobilisation in plaster or traction by skull calipers 6 months
Spine (excluding sacrum), verteblkaldy, with involvement of cord 6 months

Note: This list is a guide only and each case should be judged on individual merits.

TN.8.5 Abandoned surgery - (Item 30001)
Item 30001 applies when a procedure has commenced, but is then discontinued forreesbosl or for other
reasons which are beyond the surgeon's control (eg equipment failure).

An operative procedure commences when:

a) The patient is in the procedure room or on the bed or operation table where the procedure is to be
performed and

b) The patient is anaesthetised or operative site is sufficiently anaesthetised for the procedure to commence;
and

C) The patient is positioned or the operative site which is prepared with antiseptic or draping.

Where an adndoned procedure eligible for a benefit under item 30001 attracts an assistant under the provisions of
the items listed in Group T9 (Assistance at Operations), the fee for the surgical assistant is calculated as 50% of the
assistance fee that would haagplied under the relevant item from Group T9.

Practitioners claiming an assistant fee for abandoned surgery should itemise their accounts with the relevant item
from group T9. Such claims should include an account endorsement "assistance at abandenyédssnmilar.

Under the Health Insurance Act 1973 the Chief Executive Medicare does not require claims for this item to be
accompanied by details of the proposed surgery and the reasons why the operation was discbiotiveest,
practitioners must niatain a clinical record of this information, which may be subject to audit.
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TN.8.6 Repair of Wound - (Items 30023 to 30049)
The repair of wound referred to in these items must be undertaken by suture, tissue adhesive resin (such as methyl
methacrylatepr clips. These items do not cover repair of wound at time of surgery.

Item 30023 covers debridement of traumatic, "deep or extensively contaminated" wound. Benefits are not payable
under this item for debridement which would be expected to be encaliagepart of an operative approach to the
treatment of fractures.

For the purpose of items 30026 to 30049 the term 'superficial' means affecting skin and subcutaneous tissue
including fat and the term 'deeper tissue' means all tissues deep to bututhhgslibcutaneous tissue such as
fascia and muscle.

TN.8.7 Biopsy for Diagnostic Purposes - (Items 30071 to 30096)
Needle aspiration biopsy attracts benefits on an attendance basis and not under item 30078.

Item 30071 (diagnostic biopsy of the skar)30072 (diagnostic biopsy of mucous membrane) should be used when
a biopsy (including shave) of a lesion is required to confirm a diagnosis and would facilitate the appropriate
management of that lesion. If the shave biopsy results in a definitiveaxoisihe lesion, only 30071 or 30072 can
be claimed.

Items 3007430096 require that the specimen be sent for pathological examination.

The aftercare period for item 30071 or 30072 is 2 days rather than the standard aftercare period for skin excision of
10 days.

TN.8.8 Lipectomy - (Items 30165 to 30179)
Lipectomy is not intended as a primary bariatric procedure to correct obesity. MBS benefits are not available for
surgery performed for cosmetic purposes.

For the purpose of informing patient eligibjlfor lipectomy items (301680172, 30177, 30179) that are for the
management of significant weight loss (SWL), SWL is defined as a weight loss equivalent of at least five BMI units.
Weight must be stable for at least six months following significanghtdoss prior to lipectomy. For significant

weight loss that has occurred following pregnancy, the products of conception must not be included in the
calculation of baseline weight to measure weight loss against.

Multiple lipectomies of redundant neabcominal skin and fat as a direct consequence of mass weight loss (for
example on both buttocks and both thighs), attracts a Medicare benefit only once against the relevant item (30171 or
30172). The schedule fee for multiple lipectomies for excision ofneait norabdominal skin and fat following

massive weight loss is the same regardless of the number of excisions.

The lipectomy items cannot be claimed in association with items 45564, 45565 or 45530. Where the abdomen
requires surgical closure with rearuction of the umbilicus following free tissue transfer (45564, 45565) or breast
reconstruction (45530), item 45569 is to be claimed.

TN.8.9 Treatment of Keratoses, Warts etc (Items 30187, 30189, 30192 and 36815)
Treatment of seborrheic keratosesdny means, attracts benefits on an attendance basis only.
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Treatment of fewer than 10 solar keratoses by ablative techniques such as cryotherapy attracts benefits on an
attendance basis only. Where 10 or more solar keratoses are treated by ablativeaecbeitefits are payable
under item 30192.

Warts and molluscum contagiosum where treated by any means attract benefits on an attendance basis except where:

(a) admission for treatment in an operating theatre of an accredited day surdégydabiospital is
required. In this circumstance, benefits are paid under item 30189 where a definitive removal of the wart or
molluscum contagiosum is to be undertaken.

(b) benefits have been paid under item 30189, and recurrence occurs.

() palmar and plantar warts are treated by laser and require treatment in an operating theatre of an
accredited day surgery facility or hospital. In this circumstance, benefits are paid under item 30187.

TN.8.10 Cryotherapy and Serial Curet tage Excision - (Items 30196 and 30202)

In item 30196, serial curettage excision, as opposed to simple curettage, refers to the technique where the margin
having been defined, the lesion is carefully excised by a skin curette using a series of dissetthangerisations

so that all extensions and infiltrations of the lesion are removed.

For the purposes of items 30196 and 30202, the requirement for histopathological proof of malignancy is satisfied
where multiple lesions are to be removed from theasraomical region if a single lesion from that region is
histologically tested and proven for malignancy.

For the purposes of items 30196 and 30202, an anatomical region is defined as: hand, forearm, upper arm, shoulder,
upper trunk or chest (anterior apdsterior), lower trunk (anterior or posterior) or abdomen (anterior lower trunk),
buttock, genital area/perineum, upper leg, lower leg and foot, neck, face (six sections: left/right lower, left/right mid
and left/right upper third) and scalp.

For Medicae benefits to be payable for item 30196, the provider performing the service must also retain
documented evidence that malignancy has been proven by histopathology.

For Medicare benefits to be payable for item 30202, the provider performing the sersicasouetain
documented evidence that malignancy has either been proven by histopathology or confirmed by opinion of a
specialist in the specialty of dermatology.

The Department of Human Services (DHS) has developézhlih Practitioner Guideline to substantiate proof of
malignancy where required for MBS itembich is located on the DHS website.

TN.8.12 Sentinel Node Biopsy for Breast Cancer - (Items 30299 to 30303)

The Medical Services Advisory Committee (MSAC) evaluated the available evidence and found that sentinel lymph
node biopsy is safe and effective in identifying sentinel lymph nodes, but that the long term outcomes of sentinel
lymph nodebiopsy compared to lymph node clearance are uncerfara result, interim Medicare funding is

available for these items pending the outcome of clinical trials and further consideration by the MSAC.

For items 30299 and 30300, both lymphoscintigraphylamghotropic dye injection must be used, unless the
patient has an allergy to the lymphotropic dye.

For the purposes of these items, the axillary lymph node levels referred to are as follows:

- Level | - axillary lymph nodes up to theferior border of pectoralis minor.
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- Level Il -axillary lymph nodes up to the superior border of pectoralis minor.

- Level Il - axillary lymph nodes extending above the superior border of pectoralis minor.

TN.8.13 Dissection of Axillary Lymph Nodes - (Items 30335 and 30336)
For the purposes of Items 30335 and 30336, the definitions of lymph node levels referred to are set out below.

Anatomically, the dissection extends from below upwards as follows:
- Level | - dissection of axillary lymph nodes up to the inferior border of pectoralis minor.
- Level Il - dissection of axillary lymph nodes up to the superior border of pectoralis minor.

- Level lll - dissection of axiliry lymph nodes extending above the superior border of pectoralis minor.

TN.8.14 Laparotomy and Other Procedures on the Abdominal Viscera - (Items 30375 and 30622)

Procedures on the abdominal viscera may be performed by laparotomy or laparoscoptailgnss 30375 and

30622 cover several operations on abdominal viscéfiaere more than one of the procedures referrec to in these
items are performed during the one operation, each procedure may be itemised according to the multiple operation
formula.

TN.8.15 Diagnostic Laparoscopy - (Items 30390 and 30627)

If a diagnostic laparoscopy procedure is performed at a different time on the same day to another laparoscopic
service, the procedures are considered to besanciated service§.he claim for benfits should be annotated to

indicate that the two services were performed on separate occasions, otherwise the claims will be considered to be a
single service.

TN.8.16 Major Abdominal Incision - (Item 30396)
A major abdominal incision is one that givascess through an open wound to all compartments of the abdominal
cavity. Item 30396 is intended for open surgical incisions only and not those performed laparoscopically.

TN.8.17 Gastrointestinal Endoscopic Procedures - (Items 30473 to 30481, 30484, 304 85, 30490 to

30494, 30680 to 32023, 32084 to 32095, 32103, 32104, 32106 and 32222 to 32229)

The following are guidelines for appropriate minimum standards for the performance of Gl endoscopy in relation to
(a) cleaning, disinfection and sterilisation progees, and (b) anaesthetic and resuscitation equipment.

These guidelines are based on the advice of the Gastroenterological Society of Australia, the Sections of HPB and
Upper Gl and of Colon and Rectal Surgery of the Royal Australasian College of Syjrgedrthe Colorectal
Surgical Society of Australia.

Cleaning, disinfection and sterilisation procedures
Endoscopic procedures should be performed in facilities where endoscope and accessory reprocessing protocols
follow procedures outlined in:

i. InfectionControl in EndoscopyGastroenterological Society of Australia and Gastroenterological Nurses
College of Australig 2011;
ii.  Australian Guidelines for the Prevention and Control of Infection in Healthcare (NHMRC, 2010);
iii. Australian Standard AS 418014 (andAmendments), Standards Association of Australia.
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Anaesthetic and resuscitation equipment

Where the patient is anaesthetised, anaesthetic equipment, administration and monitoring;apetaing and
resuscitation facilities should conform to the staddautlined in 'Guidelines on Sedation and/or Analgesia for
Diagnostic and Interventional Medical, Dental or Surgical Procedures' (PS09), Australian & New Zealand College
of Anaesthetists, Gastroenterological Society of Australia and Royal AustralasiegeCtf Surgeons.

Conjoint Committee

For the purposes of Item 32023, the procedure is to be performed by a colorectal surgeon or gastroenterologist with
endoscopic training who is recognised by the Conjoint Committee for the Recognition of Training in
Gadrointestinal Endoscopy.

TN.8.18 Gastrectomy, Sub -total Radical - (Item 30523)
The item differs from total radical Gastrectomy (Item 30524) in that a small part of the stomach is left behind. It
involves resection of the greater omentum and posteraoraimal wall lymph nodes with or without splenectomy.

TN.8.19 Anti reflux Operations - (Items 30527 to 30533, 31464 and 31466)

These items cover various operations for reflux oesophagitis. Where the only procedure performed is the simple
closure of a diapragmatic hiatus benefit would be attracted under Iltem 30387 (Laparotomy involving operation on
abdominal viscera, including pelvic viscera, not being a service to which another item in this Group applies).

TN.8.20 Radiofrequency ablation of mucosal metap lasia for the treatment of Barrett's Oesophagus

(Item 30687)

The diagnosis of high grade dysplasia is recommended to be confirmed by two expert pathologists with experience
in upper gastrointestinal pathology.

A multidisciplinary team should review treagmt options for patients with high grade dysplasia and would typically
include upper gastrointestinal surgeons and/or interventional gastroenterologists.

TN.8.21 Endoscopic or Endobronchial Ultrasound +/ - Fine Needle Aspiration - (Items 30688 -
30710)
For the purposes of these items the following definitions apply:

Biopsy means the removal of solid tissue by core sampling or forceps
FNA means aspiration of cellular material from solid tissue via a small gauge needle.

The provider should make a recarfithe findings of the ultrasound imaging in the patient's notes for any service
claimed against items 30688 to 30710.

Endoscopic ultrasounds an appropriate investigation for patients in whom there is a strong clinical suspicion of
pancreatic neoplasiwith negative imaging (such as CT scanning). Scenarios include, but are not restricted to:

- A middle aged or elderly patient with a first attack of otherwise unexplained (eg negative abdominal CT)
first episode of acute pancreatitis; or

- A patient with biochemical evidence of a neuroendocrine tumour.
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The procedure is not claimable for periodic surveillance of patients at increased risk of pancreatic cancer, such as
chronic pancreatitis. However, EUS would be appropriate for a patitnchronic pancreatitis in whom there was
a clinical suspicion of pancreatic cancer (eg: a pancreatic mass occurring on a background of chronic pancreatitis).

TN.8.22 Removal of Skin Lesions - (Items 31356 to 31376)

The excision of warts and seborihk&eratoses attracts benefits on an attendance basis with the exceptions outlined
in TN.8.9 of the explanatory notes to this category. Excision efr@gnant lesions including solar keratoses

where clinically indicated are covered by items 31357, 3136862, 31364, 31366, 31368 and 31370.

The excision of suspicious pigmented lesions for diagnostic purposes attract benefits under items 31357, 31360,
31362, 31364, 31366, 31368 and 31370.

Malignant tumours are covered by items 31356, 31358, 313591338863, 31365, 31367, 31369 and 31371 to
31376.

ltems 31357, 31360, 31362, 31364, 31366, 31368, 3d&yfirethat the specimen be sent for histological
examination. Items 31356, 31358, 31359, 31361, 31363, 31365, 31367, 3136933338lalsaequirethat a
specimen has been sent for histological confirmation of malignancy, and any subsequent specimens are sent for
histological examination. Confirmation of malignamoystbe received before itemisation of accounts for Medicare
benefits purposes.

Wherehistological results are available at the time of issuing accounts, the histological diagnosis will decide the
appropriate itemisation. If the histological report shows the lesion to be benign, items 31357, 31360, 31362, 31364,
31366, 31368 or 31370 shdube used.

It will be necessary for practitioners to retain copies of histological reports.

TN.8.23 Removal of Skin Lesion From Face - (Items 31245, 31361 to 31364, 31372 and 31373)
For the purposes of these items, the face is defined as that pdrienhead anterior to the hairline and above the
jawline.

TN.8.24 Dissection of Lymph Nodes of Neck - (Items 30618, 31423 to 31438)
For the purposes of these items, the lymph node levels referred to are as follows:

Level | Submandibular and submental lgimnodes

Lymph nodes of the upper aspect of the neck including the jugulodigastric node, upper jugula]

Level Il .
nodes and upper spinal accessory nodes

Lymph nodes deep to the middle third of the sternomastoid muscle consisting of nhéd @ngun
Level Il nodes, the lower most of which is the jugolmohyoid node, lying at the level where the omohyo
muscle crosses the internal jugular vein

Level IV Lower jugular chain nodes, including those nodes overlying the scalenus anterior muscle

Posterior triangle nodes, which are usually distributed along the spinal accessory nerve in the

Level V posterior triangle

Comprehensivalissection involves all 5 neck levels whilelectivedissection involves the removal of only certain
lymph node groups, foxample:

Item 31426 (removal of 3 lymph node level®.g. supraomohyoid neck dissection (leveld)lor lateral neck
dissection (levels HV).
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Item 31429 (removal of 4 lymph node level®.g. posterolateral neck dissection (level¥)lor anterolagral neck
dissection (levels-1V)

Other combinations of node levels may be removed according to clinical circumstances.

TN.8.25 Excision of Breast Lesions, Abnormalities or Tumours - Malignant or Benign - (Items

31500 to 31515)

Therapeutic biopsy or eigion of breast lesions, abnormalities or tumours under Items: 31500, 31503, 31506,
31509, 31512, 31515 either singularly or in combination should not be claimed when using the Advanced Breast
Biopsy Instrumentation (ABBI) procedure, or any other large toeast biopsy device.

TN.8.26 Fine Needle Aspiration of Breast Lesion - (Item 31533)
An impalpable lesion includes those lesions that clinically require definition by ultrasound or mammography for
accurate or safe sampling, eg. lesions in associatihnbreéast prostheses or in areas of breast thickening.

TN.8.27 Diagnostic Biopsy of Breast using Advanced Breast Biopsy Instrumentation - (Items

31539 and 31545)

For the purposes of Items 31539 and 31545, surgeons performing this procedure shouldlbae efi

appropriate training via a course approved by the Breast Section of the Royal Australasian College of Surgeons,
have experience in the procedure, and the Department of Human Services notified of their eligibility to perform this
procedure.

The ABBI procedure is contraindicated and should not be performed on the following subset of patients:

- Patients with mass, asymmetry or clustered microcalcifications that cannot be targeted using digital
imaging equipment;

- Patients unable to lie prone and still for 30 to 60 minutes;

- Breasts less than 20mm in thickness when compressed;

- Women on anticoagulants;

- Lesions that are too close to the chest wall to allow caraudess;
- Patients weighing more than 135kg;

- Women with prosthetic breast implants.

TN.8.28 Preoperative Localisation of Breast Lesion Prior to the Use of Advanced Breast Biopsy
Instrumentation - (Item 31542)

For thepurposes of item 31542, radiologists eligible to perform the procedure must have been identified by the
Royal Australian and New Zealand College of Radiologists as having sufficient training and experience in this
procedure, and the Department of Humarviges notified of their eligibility to perform this procedure.

TN.8.29 Bariatric Procedures - (Items 31569 to 31581, anaesthesia item 20791)

Items 31569 to 31581 and item 20791 provide for surgical treatment of clinically severe obesity and the
accompaning anaesthesia service (or similaihe term clinically severe obesity generally refers to a patient with a
Body Mass Index (BMI) of 40kg/?ror more, or a patient with a BMI of 35kg?mr more with other major medical
co-morbidities (such as diabetegrdiovascular disease, cancefhe BMI values in different population groups

may vary due, in part, to different body proportions which affect the percentage of body fat and body fat
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distribution. Consequently, different ethnic groups may experiencemmegalth risks at a BMI that is below the-35

40 kg/n? provided for in the definition.The decision to undertake obesity surgery remains a matter for the clinical
judgment of the surgeon.

If crural repair taking 45 minutes or less is performed in asogiwith the bariatric procedure, additional hernia
repair items cannot be claimed for the same service.

TN.8.30 Reversal of a Bariatric Procedure (item 31584)

If a revisional procedure requires the reversal of the existing bariatric procedure, itefrcah38: claimed with

items 31569 to 31581 for the new procedure for the same patient on the same occasion. For example, item 31584
could be claimed for the reversal of a gastric band, and 31572 for conversion to gastric bypass or 31575 for
conversion tolseve gastrectomy.

TN.8.31 Per Anal Excision of Rectal Tumour using Rectoscopy - (Items 32103, 32104 and 32106)
Surgeons performing these procedures should be colorectal surgeons and have undergone appropriate training which
is recognised by the Colotat Surgical Society of Australasia.

Items 32103, 32104 and 32106 cannot be claimed in conjunction with each other or with anterior resection items
32024 or 32025 for the same patient, on the same day, by any practitioner.

TN.8.32 Varicose veins (Items 32500 to 32517) and Peripheral Arterial or Venous Embolisation

(Item 35321)

Under theHealth Insurance (General Medical Services Table) Regulatiteras 32500 to 32517 and 35321 do not
apply to services mentioned in those items if the services arezliby:

a. endovenous laser treatment (ELT); or
b. radiofrequency diathermy; or
c. radiofrequency ablation for varicose veins.

It is recommended that a practitioner who intends to bill ELT, radiofrequency diathermy or radiofrequency ablation

for varicose veins othe same occasion as providing items 32500 to 32517 or 35321 contact the Department of

Human Services6 provider information |Iine on 132 150 t
on a single invoice.

The Department of Health monitorgling practices associated with MBS items. Services for ELT, radiofrequency
diathermy or radiofrequency ablation for varicose veins provided on the same occasion as items 32500 to 32517 or
35321 must be itemised separately on the invoice, showing tHedalfor each service separately to the fees billed
against these MBS items.

TN.8.33 Cyanoacrylate Embolisation (Items 32528 and 32529), Endovenous Laser Therapy (Items

32520 and 32522) and Radiofrequency Ablation (Items 32523 and 32526)

It is recommende that the medical practitioner performing cyanoacrylate embolisation (CAE), endovenous laser
therapy (ELT) or radiofrequency ablation (RFA) has successfully completed a substantial course of study and
training in the management of venous disease, whistbéan endorsed by their relevant professional organisation.

Medicarefunded CAE, ELT and RFA can only be performed in cases where it is documented by duplex ultrasound
that the great or small saphenous vein (and major tributaries of saphenous veiessaryedemonstrates reflux of
0.5 seconds or longer.
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TN.8.34 Uterine Artery Embolisation - (Item 35410)

This item was introduced on an interim basis in November 2006 following a recommendation of the Medical
Services Advisory Committee (MSAC), penditihg outcome of clinical trials and further consideration by the
MSAC. The requirement for specialist referral by a gynaecologist for uterine artery embolisation was a MSAC
recommendation. Providers should retain the instrument of specialist referrattiquagent from the date of the
procedure, as this may be subject to audit by the Department of Human Services.

TN.8.35 Endovascular Coiling of Intracranial Aneurysms - (Item 35412)

This service includes balloon angioplasty and insertion of stents éaksgbting) associated with intracranial
aneurysm coiling. The use of liquid embolics alone is not covered by this item. Digital Subtraction Angiography
(DSA) done to diagnose the aneurysm (items 60009 and either 60072, 60075 or 60078) is claimablethisweve
must be clearly noted on the claim and in the clinical notes as separate from thpén&tive DSA done with the
coiling procedure.

TN.8.36 Arterial and Venous Patches - (Items 33545 to 33551and 34815)
Vascular surgery items have been constaiote the basis that arteriotomy and venotomy wounds are closed by
simple suture without the use of a patch.

Where a patch angioplasty is used to enlarge a narrowed vein, artery or arteriovenous fistula, the correct item would
be 34815 or 34518. If the veis harvested for the patch through a separate incision, Item 33551 would also apply,
in accordance with the multiple operation rule.

If a patch graft is involved in conjunction with an operative procedure included in Items 335842, 33803,

33806, 3815, 33833 or 34142, the patch graft would attract benefits under Item 33545 or 33548 in addition to the
item for the primary operation (under the multiple operation rule). Where vein is harvested for the patch through a
separate incision Item 33551 woultso apply.

TN.8.37 Carotid Disease - (Item 32700, 32703, 32760, 33500, 33545, 33548, 33551, 33554, 35303,

35307)

Interventional procedures for the management of carotid disease should be performed in accordance with the
NHMRC endorsedlinical Guidelines for Stroke Management 2010

Carotid Percutaneous Transluminal Angioplasty with Stenting (CPTAS), under item 35307 is only funded under the
MBS for patients who meet the criteria for carotid endarterectomy but are unfit for open surgery.

TN.8.38 Peripheral Arterial or Venous Catheterisation - (Item 35317)
Iltem 35317 is restricted to the regional delivery of thrombolytic, vasoactive or chemotherapeutic oncologic agents in
association with a radiological servic&his item in not intended for infusisrwith systemic affect.

TN.8.40 Selective Internal Radiation Therapy (SIRT) using SIR  -Spheres - (Items 35404, 35406 and

35408)

These items were introduced into the Schedule on an interim basis in May 2006 following a recommendation of the
Medical Serviceg\dvisory Committee (MSAC) pending the outcome of clinical trials and further consideration by
the MSAC. SIRT should not be performed in an outpatient or day patient setting to ensure patient and radiation
safety requirements are met.

TN.8.41 Percutaneous Transluminal Coronary Angioplasty - (Items 38309, 38312, 38315 and 38318)
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A coronary artery lesion is considered to be complex when the lesion is a chronic total occlusion, located at an ostial
site, angulated, tortuous or greater than 1cm in lengthueeous transluminal coronary rotational atherectomy is
suitable for revascularisation of complex and heavily calcified coronary artery stenoses in patients for whom
coronary artery bypass graft surgery is contraindicated.

Each of the items 38309, 383138315 and 38318 describes an episode of service. As such, only one item in this
range can be claimed in a single episode.

TN.8.42 Colposcopic Examination - (Item 35614)
It should be noted that colposcopic examination (screening) of a person durogitbe of a consultation does not
attract Medicare benefits under Item 35614 except in the following circumstances:

(a) where the patient has had an abnormal cervical screen result;
(b) where there is a history of ingestion of oestrogen by the patieotf'®r during their pregnancyr

(c) where the patient has been referred by another medical practitioner because of suspicious signs of genital cancer.

TN.8.43 Hysteroscopy - (Item 35626)
Hysteroscopy undertaken in the office/consulting rooms can baedlaunder this item where the conditions set out
in the description of the item are met.

TN.8.44 Curettage of Uterus under GA or Major Nerve Block - (Items 35639 and 35640)

Uterine scraping or biopsy using small curettes (e.g. Sharman's or Zeppetin'sjjaiming minimal dilatation of the

cervix, not necessitating a general anaesthesia, does not attract benefits under these items but would be paid under
Item 35620 where malignancy is suspected, or otherwise on an attendance basis.

TN.8.45 Neoplastic Ch anges of the Cervix - (Items 35644 -35648)

The term "previously confirmed intraepithelial neoplastic changes of the cervix" in these items refers to diagnosis
made by either cytologic, colposcopic or histologic methods. This may also include persistamtdapiioma

virus (HPV) changes of the cervix.

TN.8.46 Sterilisation of Minors - Legal Requirements - (Items 35657, 35687, 35688, 35691, 37622

and 37623)

® It is unlawful throughout Australia to conduct a sterilisation procedure on a mihioh is not a by

product of surgery appropriately carried out to treat malfunction or disease (eg malignancies of the reproductive
tract) unless legal authorisation has been obtained.

(i) Practitioners are liable to be subject to crimigadl civil action if such a sterilisation procedure is
performed on a minor (a person under 18 years of age) which is not authorised by the Family Court of Australia or
another court or tribunal with jurisdiction to give such authorisation.

(iii) Parents/guardians have no legal authority to consent on behalf of minors to such sterilisation

procedures.Medicare Benefits are only payable for sterilisation procedures that are clinically relevant professional
services as defined in Section 3 (1}tod Health Insurance Act 1973.

TN.8.47 Debulking of Uterus - (Item 35658)
Benefits are payable under Item 35658, using the multiple operation rule, in addition to vaginal hysterectomy.
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TN.8.48 Nephrectomy - (Items 36526 and 36527)

Items 36526 and 3652Teaonly claimable where the practitioner has a high index of suspicion of malignancy which
cannot be confirmed by biopsy prior to surgery being performed, due to the biopsy being either clinically
inappropriate, or the specimen provided showing an inceiveluiagnosis.

TN.8.50 Sacral Nerve Stimulation (items 36663 -36668)

A two-stage process of testing and treatment is required to ensure suitability for Sacral Nerve Stimulation for
detrusor overactivity or non obstructive urinary retention where ureshstfuction has been urodynamically
excluded. The testing phase involves acute anetBudmic testing.The first stage includes peripheral nerve
evaluation and patients who achieve greater than 50% improvement in urinary incontinence or retention episode
during testing will be eligible to receive permanent SNS treatment.

TN.8.51 Ureteroscopy - (Item 36803)

Item 36803 refers to ureteroscopy of one ureter when performed for the purpose of inspection alone. It may not be
used when one of the other ureteasy numbers (Items 36806 or 36809) or pyeloscopy humbers (Items 36652,
36654 or 36656) is used for a ureteroscopic procedure performed in the same ureter or collectindtsysigire

used when inspection alone is carried out in one ureter indepanfientla ureteroscopic or pyeloscopic procedure

in another ureter or collecting systetifiltem number 36803 is used with one of the other above 5 numbers, it must
be specified that item number 36803 refers to ureteroscopy performed in another uré&s4eRByht side) and

36803 (Left side).36803 may also be used in this way if there is a partial or complete duplex collecting system eg
36809 (Lower pole moiety ureter, Left side) and 36803 (Upper pole moiety ureter, Left side).

Item numbers 36806 ar&6809 may only be used together when 2 independent ureteroscopic procedures are
performed in separate ureterBhese separate ureters may be components of a complete or partial duplex Bystem.
both these numbers are used together, the Regulationeerggalification of these item numbers by the site, as is
necessary with 36803 eg 36806 (Right side) and 36809 (Left side).

TN.8.52 Selective Coronary Angiography - (Items 38215 to 38246)
Each item in the range 382B8240 describes an episode of seviAs such, only one item in this range can be
claimed in a single episode.

Iltem 38243 may be billed once only immediately prior to any coronary interventional procedure, including
situations where a second operator performs any coronary interventioocedipre after diagnostic angiography by
the first operator.

Item 38246 may be billed when the same operator performs diagnostic coronary angiography and then proceeds
directly with any coronary interventional procedure during the same occasion of s€afizequently, it may not

be billed in conjunction with items 38215, 38218, 38220, 38222, 38225, 38228, 38231, 38234, 38237, 38240 or
38243. In the event that the same operator performed any coronary interventional procedure immediately after the
diagnosic procedure described by item 38231, 38237 or 38240, that item may be billed as an alternative to item
38246.

Items in the range 382138246 cannot be claimed for any intravascular ultrasound (IVUS) procedure therefore
Medicare Benefits are not payeldbr IVUS.

TN.8.53 Transurethral Needle Ablation (TUNA) of the Prostate - (Items 37201 and 37202)
Moderate to severe lower urinary tract symptoms are defined using the American Urological Association (AUA)
Symptom Score or the International Prostatsm@pm Score (IPSS).
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Patients not medically fit for transurethral resection of the prostate (TURP) can be defined as:

0] Those patients who have a high risk of developing a serious complication from the siRgeograde
ejaculation isnot consdered to be a serious complication of TURP.

(ii) Those patients with a emorbidity which may substantially increase the risk of TURP or the risk of the
anaesthetic necessary for TURP.

TN.8.54 Gold Fiducial Markers into the Prostate - (item 37217)
Item 37217 is for the insertion of gold fiducial markers into the prostate or prostate surgical bed as markers for
radiotherapy.The service can not be claimed under item 37218 or any other surgical item.

This item is introduced into the Schedule orirgarim basis pending the outcome of an evaluation being undertaken
by the Medical Services Advisory Committee (MSAC).

Further information on the review of this service is available from the MSAC Secretariat.

TN.8.55 Brachytherapy of the Prostate - (Item 37220)

One of the requirements of item 37220 is that patients have a Gleason score of less than or equal to 7. However,
where the patient has a score of 7, comprising a primary score of 4 and a secondary score of 3 (ie. 4+3=7), itis
recommended thatWodose rate brachytherapy form part of a combined modality treatment.

Low dose rate brachytherapy of the prostate should be performed in patients, with favourable anatomy allowing
adequate access to the prostate without pubic arch interference, andvevtaolifaexpectancy of greater than 10
years.

An 'approved site' for the purposes of this item is one at which radiation oncology services may be performed
lawfully under the law of the State or Territory in which the site is located.

TN.8.56 High Dos e Rate Brachytherapy - (Item 37227)

Iltem 37227 covers the service undertaken by an urologist or radiation oncologist as part of the High Dose Rate
Brachytherapy procedure, in association with a radiation oncologist. If the service is undertaken bygést, &olo
radiation oncologist must be present in person at the time of the service. The removal of the catheters following
completion of the Brachytherapy is also covered under this item.

TN.8.57 Radical or Debulking Operation for Ovarian Tumour - (Item 35720)

This item refers to the operation for carcinoma of the ovary where the bulk of the tumour and the omentum are
removed. Where this procedure is undertaken in association with hysterectomy benefits are payable under both item
numbers with the applicatn of the multiple operation formula.

TN.8.58 Transcutaneous Sperm Retrieval - (Item 37605)
Item 37605 covers transcutaneous sperm retrieval for the purposes of intracytoplasmic sperm injection (item 13251)
for male factor infertility, in association witissisted reproductive technologies.

Item 37605 provides for the procedure to be performed unilaterally. Where it is clinically necessary to perform the

service bilaterally, the multiple operation rule would apply, in accordance with point T8.5 of #pandfory
Notes.
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Where the procedure is carried out under local infiltration as the means of anaesthesia, additional benefit is not
payable for the anaesthesia component as this is considered to be part of the procedure.

TN.8.59 Surgical Sperm Retriev al, by Open Approach - (Item 37606)

Item 37606 covers open sperm retrieval for the purposes of intracytoplasmic sperm injection (item 13251) for male
factor infertility, in association with assisted reproductive technologies. Item 37606 provides farcingupe to be
performed unilaterally. Where it is clinically necessary to perform the service bilaterally, the multiple operation rule
would apply.

Benefits for item 37606 may be claimed in conjunction with a service or services provided under itennBé6o5,
an open approach is clinically necessary following an unsuccessful percutaneous approach. Likewise, such services
would be subject to the multiple operation rule.

Benefit is not payable for item 37606 in conjunction with item 37604.

TN.8.60 Cardiac Pacemaker Insertion - (Items 38209, 38212, 38350, 38353 and 38356)
The fees for the insertion of a pacemaker (Ite38850, 38353 and 38356) cover the testing of cardiac conduction
or conduction threshold, etc related to the pacemaker and pacemaitenfun

Accordingly, additional benefits are not payable for such routine testing under Iltem 38209 or 38212 (Cardiac
electrophysiological studies).

TN.8.61 Implantable ECG Loop Recorder - (Item 38285)
The fee for implantation of the loop recorder (it88285) covers the initial programming and testing of the device
for satisfactory rhythm capture. Benefits are payable only once per day.

The term "recurrent" refers to more than one episode of syncope, where events occur at intervals of 1 week or
longer.The term "other available cardiac investigations" includes the following:

- a complete history and physical examination that excludes a primary neurological cause of syncope and
does not exclude a cardiac cause;

- electroardiography (ECG) (items 11701702);

- echocardiography (items 551-65115);

- continuous ECG recording or ambulatory ECG monitoring (items 14108.1);
- up-right tilt table test (item 11724); and

- cardiac electrophysiological study, unless there is reasonable medical reason to waive this requirement
(item 38209).

TN.8.62 Transluminal Insertion of Stent or Stents - (Item 38306)

Item 38306 should only be billed once per occlusiorial $i is not appropriate to bill item 38306 multiple times for

the insertion of more than one stent at the same occlusional site in the same artery. However, it would be appropriate
to claim this item multiple times for insertion of stents into the sartey at different occlusional sites or into
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another artery or occlusional sitl.is expected that the practitioner will note the details of the artery or site into
which the stents were placed, in order for the Department of Human Services to firecdaisns.

TN.8.63 Permanent Cardiac Synchronisation Device (Items 38365, 38368 and 38654)

Items 38365, 38368 and 38654 apply only to patients who meet the criteria listed in the item descriptor, and to
patients who do not meet the criteria listed indbscriptor but have previously had a CRT device and transvenous
left ventricular electrode inserted and who prior to its insertion met the criteria and now need the device replaced.

TN.8.64 Intravascular Extraction of Permanent Pacing Leads - (Item 38358)

For the purposes of Item 38358 specialists or consultant physicians claiming this item must have training recognised
by the Lead Extraction Advisory Committee of the Cardiac Society of Australia and New Zealand, and the
Department of Human Services natf of that recognition. The procedure should only be undertaken in a hospital
capable of providing cardiac surgery.

TN.8.65 Cardiac Resynchronisation Therapy - (Item 38371)

Item 38371 applies only to patients who meet the criteria listed in the itemipde@sand to patients who do not
meet the criteria listed in the descriptor but have previously had andeRite capable of defibrillation inserted
and who prior to its insertion met the criteria and now need the device replaced.

TN.8.66 Implantable C ardioverter Defibrillator - (Items 38384 and 38387)

Items 38384 and 38387 apply only to patients who meet the criteria listed in the item descriptor, and to patients who
do not meet the criteria listed in the descriptor but have previously had an ICe ghesdcted and who prior to its

insertion met the criteria and now need the device replaced.

TN.8.67 Cardiac and Thoracic Surgical Iltems - (Items 38470 to 38766)
Items 38470 to 38766 must be performed using open exposure or minimally invasive surgergxehides
percutaneous and transcatheter technigues unless otherwise stated in the item.

TN.8.68 Coronary Artery Bypass - (Items 38497 to 38504)

The fees for Items 38497 and 38498 include the harvesting of vein graft mattaragsting of internal mamary

artery and/or vein graft material is covered in the fees for Items 38500, 38501, 38503 andvBBB6= harvesting

of an artery other than the internal mammary artery is undertaken, benefits are payable under Item 38496 on the
multiple operation basi The procedure of coronary artery bypass grafting using arterial graft is covered by Item
38500, 38501, 38503 or 38504 irrespective of the origin of the arterial graft.

Items 38498, 38501 and 38504 require that either a clinical or medical perfusrenisesent in the operating
theatre throughout the procedure in case it is necessary to convert tpampmprocedure and cardiopulmonary
bypass is required.

If it is necessary to provide cardiopulmonary bypass items 38498, 38501 and 38504 calaiotdae The
procedure should be claimed under items 38497, 38500 or 38503 as appropriate in conjunction with the relevant
cardiopulmonary bypass procedures.

TN.8.69 Re-operation via Median Sternotomy - (Item 38640)

Medicare benefits are payable forrt88640 plus the item/s covering the major surgical procedure/s performed at
the time of the reperation, using the multiple operation formula. Benefits are not payable for Item 38640 in
association with Item 38656, 38643 or 38647.
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TN.8.70 Skull Base Sur gery - (Items 39640 to 39662)

The surgical management of lesions involving the skull base (base of anterior, middle and posterior fossae) often
requires the skills of several surgeons or a number of surgeons from different surgical specialties wothirg toge

or in tandem during the operative sessidihese operations are usually not staged because of the need for definitive
closure of the dura, subcutaneous tissues, and skin to avoid serious infections such as osteomyelitis and/or
meningitis.

Items 3964 to 39662 cover the removal of the tumour, which would normally be performed by a neurosurgeon.
Other items are available to cover procedures performed as a part of skull base surgery by practitioners in other
specialities, such as ENT and plastic amebnstructive surgery.

TN.8.71 Intradiscal Injection of Chymopapain - (Item 40336)
The fee for this item includes routine pagterative care. Associated radiological services attract benefits under the
appropriate item in Group 13.

TN.8.72 Removal of Ventilating Tube from Ear - (Item 41500)
Benefits are not payable under Item 41500 for removal of ventilating tube. This service attracts benefits on an
attendance basis.

TN.8.73 Meatoplasty - (Item 41515)
When this procedure is associated with Iltem 41483648, 41557, 41560 or 41563 the multiple operation rule
applies.

TN.8.74 Reconstruction of Auditory Canal - (Item 41524)
When associated with Item 41557, 41560 or 41563 the multiple operation rule applies.

TN.8.75 Removal of Nasal Polyp or Polypi - (Items 41662 and 41668)

Where such polyps are removed in association with another intranasal procedure, Medicare benefit is paid under
Iltem 41662. However where the associated procedure is of lesser value than Item 41668, benefit for removal of
polypi would be paid under Item 41668.

Services performed under item 41668 require admission to hospital.

TN.8.76 Larynx, Direct Examination - (Item 41501)
Benefit is not attracted under this item when an anaesthetist examines the larynx during the course tsaddminis
of a general anaesthetic.

TN.8.77 Microlaryngoscopy - (Item 41858)
This item covers the removal of "juvenile papillomata” by mechanical means, e.g. cup faterp41861 refers to
the removal by laser surgery.

TN.8.78 Imbedded Foreign Body - (Item 42644)

For the purpose of item 42644, an imbedded foreign body is one thatépishiblial or intraepithelial and is
completely removed using a hypodermic needle, foreign body gouge or similar surgical instrument with
magnification provided by slit lamp biomicroscope, loupe or similar device.
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Item 42644 also provides for the removal of rust rings from the cornea, which requires the use of a dental burr,
foreign body gouge or similar instrument with magnification by a slit lamp biomicroscope.

Where the imbedded foreign body is not completely removed, benefits are payable under the relevant attendance
item.

TN.8.79 Corneal Incisions - (Item 42672)

The description of this item refers to two sets of calculations, one performed some time {ooperation, the

other during the course of the operation. Both of these measurements are included in the Schedule fee and benefit
for ltem 42672.

TN.8.80 Cataract surgery (Items 42698 and 42701)

Items 42698 and 42701 provide for intraocular lensagexitsn and replacement as a separate procedure to be used in
instances when lens removal and replacements are contraindicated at the same operation, such as in patients
presenting with proliferative diabetic retinopathy or recurrent uveitis.

TN.8.81 Posterior Juxtascleral Depot injection - (Item 42741)

For the purpose of item 42741, the therapeutic substance must be registered with the Therapeutic Goods
Administration (or listed on the Pharmaceutical Benefits Schedule, if so listed) as being suitaipetioni for the
treatment of predominantly (greater than or equal to 50%) classic, subfoveal choroidal neovascularisation due to
agerelated macular degeneration, as diagnosed by fluorescein angiography, in a patient with a baseline visual acuity
equal toor better than 6/60.

TN.8.82 Cyclodestructive Procedures - (Items 42770)
Iltem 42770 is restricted to a maximum of 2 treatments in a 2 year period.

TN.8.83 Insertion of drainage device for glaucoma (Item 42752)

Iltem 42752 provides for the insertion ofleinage device for the treatment of glaucoma patients who are at high
risk of failure of trabeculectomy (such as patients who have aggressive neovascular glaucoma or extensive
conjunctival scarring); have iridocorneal endothelial syndrome; inflammateoeyti@) glaucoma; or aphakic
glaucoma.

TN.8.84 Laser Trabeculoplasty - (Item 42782)
Item 42782 is restricted to a maximum of 4 treatments in a 2 year period.

TN.8.85 Laser Iridotomy - (Item 42785)
Item 42785 is restricted to a maximum3ofreatmets in a 2 year period.

TN.8.86 Laser Capsulotomy - (Iltems 42788)
Item 42788 is restricted to a maximum of 2 treatments in a 2 year period.
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TN.8.87 Laser Vitreolysis or Corticolysis of Lens Material or Fibrinolysis - (Item 42791)
Item 42791 is restrted to a maximum d3 treatments in a 2 year period.

TN.8.88 Division of Suture by Laser - (ltem 42794)
Benefits under this item are restricted to a maximum of 2 treatments in a 2 year period. There is no provision for
additional treatments in that ped.

TN.8.89 Ophthalmic Sutures - (Item 42845)

This item refers to the occasion when readjustment has to be made to the sutures to vary the angle of deviation of the
eye. It does not cover the mere tightening of the loosely tied sutures without repasitionadjustment performed

prior to the patient leaving the operating theatre.

TN.8.91 Abrasive Therapy/Resurfacing - (Items 45021 to 45026)
For the purposes of the above items, one aesthetic area is any of the following of the whole face (conb&lered to
divided into six segments)forehead; right cheek; left cheek; nose; upper lip; and chin.

Items 45021 and 45024 cover abrasive therapy only. For the purposes of these items, abrasive therapy requires the
removal of the epidermis and into the deepgillary dermis. Services performed using a laser are not eligible for
benefits under these items.

Items 45025 and 45026 do not cover the use of fractional (I@r)almler therapy.

TN.8.92 Escharotomy - (Item 45054)
Benefits are payable once only unttem 45054 for each limb (or chest) regardless of the number of incisions to
each of these areas.

TN.8.93 Local Skin Flap - Definition

Medicare benefits for flaps are only payable when clinically appropriate. Clinically appropriate in this instance
meanghat the flap or graft is required to close the defect because the defect cannot be closed directly, or because
the flap is required to adapt scar position optimally with regard to skin creases or landmarks,maintain contour on the
face or neck, or prevedistortion of adjacent structures or apertures.

A local skin flap is an area of skin and subcutaneous tissue designed to be elevated from the skin adjoining a defect
requiring closure. The flap remains partially attached by its pedicle and is movékintefect by rotation,

advancement or transposition, or a combination of these manoeuvres. A benefit is only payable when the flap is
required for adequate wound closure. A secondary defect will be created which may be closed by direct suture, skin
grafting or sometimes a further local skin flap. This later procedure will also attract benefit if closed by graft or flap
repair but not when closed by direct suture.

By definition, direct wound closure (e.g. by suture) does not constitute skin flap repalarigj angled, curved or
trapdoor incisions which are used for exposure and which are sutured back in the same position relative to the
adjacent tissues are not skin flap repairs. Undermining of the edges of a wound prior to suturing is considered a
normel part of wound closure and is not considered a skin flap repair.
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A "Z" plasty is a particular type of transposition flap repair. Although 2 flaps are created, benefit will be paid on the
basis of Item 45201, claimable once per deféatditional flapsare to be claimed under Item 45202, if clinically
indicated.

Note: refer to T8.128 for MBS item 45202 for circumstances where other services might involve flap repair.

TN.8.94 Free Grafting to Burns - (Items 45406 to 45418)
Items 45406 to 45418 covepld skin grafting using autografts, homografts or xenografts.

TN.8.95 Revision of Scar - (Items 45506 to 45518)

For the purposes of items 45506 to 45518, revision of scar refers to modification of existing scars (traumatic,
surgical or pathological) thét designed to decrease scar width, adapt scar position with regard to skin creases and
landmarks, release scars from adhering to underlying structures, improve scar contour in keeping with undamaged
skin or restore the shape of facial aperture.

Items 4%06 to 45518 are only claimable when performed by a specialist in the practice of his or her specialty or
where undertaken in the operating theatre of a hospital.

Only items 45506 and 45512, for the face and neck, can be claimed in association wigtaotedisg for graft or
flap services.

For excision of scar services which do not meet the requirements of the revision of scar items as defined, the
appropriate item in the range 31206 to 31225 should be claimed.

TN.8.96 Augmentation Mammaplasty - (Items 45524, 45527 and 45528)

A Medicare benefit is generally not attracted under item 45524 unless the asymmetry in breast size is greater than
10%. Augmentation of a second breast sometime after an initial augmentation of one side would not attract benefits
Benefits are not payable for augmentation mammaplasty services performed using fat transfer to the breast.

Iltem 45528 applies where bilateral mammaplasty is indicated because of malformation of breast tissue, disease or
trauma of the breast, (but notasesult of previous cosmetic surgery) other than covered under item 45524 or
45527.

Volumetric measurement of the breasts should be performed using a technique which has been reported in a
published study.

TN.8.97 Breast Reconstruction, Myocutaneous FI  ap - (Item 45530)

When a prosthesis is inserted in conjunction with this operation, benefit would be attracted under Item 45527, the
multiple operation rule applying. Benefits would also be payable for nipple reconstruction (Item 45545) when
performed.

When claiming item 45530 for a rectus abdominis flap; item 45569 should be clémelbsure of the abdomen

and reconstruction of the umbilicus, and item 45570 may be claimed if repair of the musculoaponeurotic layer is
required. When claiming item 45536 a latissimus dorsi flap, no item for the closure of the musculoaponeurotic
layer should be claimed as it is expected that repair will be by direct suture. In the small number of cases, when a
latissimus dorsi flap is used, amdpair by means otherah direct suture is required, use of item 45203 would be
appropriate.

Items 3016530179 (lipectomy items) should not be claimed in association with item 45530 as stated in the Health
Insurance (General Medical Services Table) Regulations.
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TN.8.98 Breast Prosthesis, Removal and Replacement of - (Items 45553 and 45554)

It is generally expected that the replacement prosthesis will be the same size as the prosthesis that is removed.
Medicare benefits are not payable for services under items 485531 wherehe procedure is performed solely to
increase breast size.

Where the original implant was not inserted in the context of breast cancer or developmental abnormality, intra
operative photographs need to demonstrate significant evidence of substantetigkiio ljustify replacement of
the prosthesis.

In the context of eligibility for item 45553 and 45554, an unacceptable deformity would not include asymmetry
caused as a result of implant removal.

Where a rupture has been established through imaging podae, items 45553 and 45554 will still apply even if
intra-operatively the implant is found to be structurally intact.

Full clinical details must be documented in patient notes, includinggeeative photographic and / or diagnostic
imaging evidencee@monstrating the clinical need for the service as this may be subject to audit.

TN.8.99 Breast Ptosis - (Items 45556 and 45558)

For the purposes of item 45556, Medicare benefit is only payable for the correction of breast ptosis when performed
unilaterdly, in the context of breast cancer or developmental breast abnormality to match the position of the
contralateral breast. This item is payable only once per patient. Additional benefit is not payable if this procedure is
also performed on the contralakbreast.

Item 45558 applies where correction of breast ptosis is indicated bextdeast twethirds of the breast tissue,
including the nipple, lies inferior to the infraammary fold where the nipple is located at the most dependent,
inferior part ofthe breast contour.

Full clinical details must be documented in patient notes, includinggeeative photographic evidence (including
anterior, left lateral and right lateral views) as specified in the item descriptor which demonstrates the clahical nee
for the service, as this may be subject to audit.

TN.8.100 Nipple and/or Areola Reconstruction - (Items 45545 and 45546)
Item 45545 involves the taking of tissue from, for example, the other breast, the ear lobe and the inside of the upper
thigh with or without local flap.

Item 45546 covers the nagurgical creation of nipple or areola by intradermal colouration.

TN.8.101 Liposuction - (Items 45584 and 45585)

Medicare benefits for liposuction are generally attracted under item 45584, thathis freatment of postaumatic
pseudolipoma.Such trauma must be significant and result in large haematoma and localised sv@lingn very
rare occasions would benefits be payable for bilateral liposuction.
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Where liposuction is indicated for theatment of Barraguedimons Syndrome, lymphoedema or macrodystrophia
lipomatosa, or the reduction of buffalo hump, item 45585 apple®e regional area is defined as one limb or
trunk. If liposuction is required on more than one limb, item 45585beaclaimed once per limb.

Full clinical details must be documented in patient notes, includinggeeative photographic and / or diagnostic
imaging evidence demonstrating the clinical need for the service as this may be subject to audit.

TN.8.102 Meloplasty for Correction of Facial Asymmetry - (Items 45587 and 45588)

Benefits are payable under items 45587 and 45588 for face lift operations performed in hospital to correct soft tissue
abnormalities of the face due to causes other than the ageingspiacksling trauma, a congenital condition or

disease.

Where bilateral meloplasty is indicated because of congenital malformation for conditions such as drooling from the
angles of the mouth and deep pitting of the skin resulting from severe acne schseage or trauma (but not as a
result of previous cosmetic surgery), item 45588 applies.

Full clinical details must be documented in patient notes, includinggeeative photographic and/or diagnostic
imaging evidence demonstrating the clinical nfedhe service as this may be subject to audit.

TN.8.103 Reduction of Eyelids - (Items 45617 and 45620)
Where a reduction is performed for a medical condition of one eyelid, it may be necessary to undertake a similar
compensating procedure on theerteyelid to restore symmetry. The latter operation would also attract benefits.

Medicare benefits are not payable for ftbarapeutic cosmetic servicéalll clinical details must be documented in
patient notes, including clear photographic evidendb@foss of visual field, evidenced by eyelid skin prolapsing

over the lashes in a relaxed straightad gaze. The clinical need for the service must be demonstrated as this may
be subject to audit.

TN.8.104 Rhinoplasty - (Items 45632 to 45644, and 45650 )
Benefits are payable for septoplasty (item 41671) where performed in conjunction with rhinoplasty.

A Medicare benefit for items 4563245644 and 45650 is payable where the indication for surgery is for:
(i) airway obstruction and the patient has l&-sgported NOSE Scale score of greater than 45; or

(ii) significant acquired, congenital or developmental deformity.

The NOSE Scale refers to the Nasal Obstruction Symptom Evaluation Scale, developed by Stewart et al, as
published in the Otolaryngologifead and Neck Surgery, 130: 2.

The NOSE Scale can be accessed here: https://www.entnet.org//contenléstiasrhinologyoutcometool-nose
scale
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Full clinical details must be documented in patient notes, includinrggeeative photographic and ¥ NOSE Scale
evidence demonstrating the clinical need for the service as this may be subject to audit.

TN.8.105 Contour Restoration - (Item 45647)
For the purpose of item 45647, a region in relation to the face is defined as either being uppegieftroidrieft
or right or lower left or right. Accounts should be annotated with region/s to which the service applies.

TN.8.106 Vermilionectomy - (Iltem 45669)
Item 45669 covers treatment of the entire lip.

TN.8.107 Osteotomy of Jaw - (Items 45720 to 45 752)

The fee and benefit for these items include the various forms of internal or dental fixation, jaw immaobilisation, the
transposition of nerves and vessels and bone grafts taken from the same site. Bone grafts taken from a separate site,
eg iliac crestyould attract additional benefit under Iltem 47726 or 47729 for the harvesting, plus Item 48239 or

48242 for the grafting.

For the purposes of these items, a reference to maxilla includes the zygoma.

Item 75621 for the provision of fitting of surgicahtplates may be claimed in association with the appropriate
orthognathic surgical items in the range of 45720 to 45754 for prescribed dental patients registered under the Cleft
Lip and Cleft Palate Scheme.

TN.8.108 Genioplasty - (Item 45761)
Genioplastyattracts benefit once only although a section is made on both sides of the symphysis of the mandible.

TN.8.109 Tumour, Cyst, Ulcer or Scar - (Items 45801 to 45813)
It is recognised that odontogenic keratocysts, although not neoplastic, often requaraehsusgical management
as benign tumours.

TN.8.110 Fracture of Mandible or Maxilla - (Items 45975 to 45996)
There are two maxillae in the skull and for the purpose of these items the mandible is regarded as comprising two
bones.

TN.8.111 Reduction of Di slocation or Fracture
Closed reduction means treatment of a dislocation or fracture bgperative reduction, and includes the use of
percutaneous fixation or external splintage by cast or splints.

Open reduction means treatment of a dislocation oturady either operative exposure including the use of any
internal or external fixation; or neoperative (closed reduction) where intreedullary or external fixation is used.

Where the treatment of a fracture requires reduction on more than one nd¢oasibieve an adequate alignment,

benefits are payable for each separate occasion at which reduction is performed under the appropriate item covering
the fracture being treated.
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The treatment of fractures/dislocations not specifically covered by anrit8abgroup 15 (Orthopaedic) attracts
benefits on an attendance basis.

TN.8.112 Removal of Multiple Exostoses (Iltems 47933 and 47936)
Items 47933 and 47936 provide for removal of multiple exostoses when undertaken via the same incision.

TN.8.116 Wrist Surgery - (Items 49200 to 49227)
For the purposes of these items, the wrist includes both the radiocarpal joint and the midcarpal joint.

TN.8.117 Diagnostic Arthroscopy and Arthroscopic Surgery of the Knee (Items 49557 and 49563)

The Medical Services Adsory Committee (MSAC) evaluated the available evidence and did not support public
funding for matrixinduced autologous chondrocyte implantation (MACI) or autologous chondrocyte implantation
(ACI) for the treatment of chondral defects in the knee and ¢ih#s, due to the increased cost compared to
existing procedures and the lack of evidence showing short term etdongmprovements in clinical outcomes.
Medicare benefits are not payable in association with this technology.

TN.8.118 Paediatric Pati ents - (Items 50450 to 50658)

For the purpose of Medicare benefits a paediatric patient is considered to be a patient under the age of eighteen
years, except in those instances where an item provides further specifications (i.e. fracture items fac paediatr
patients which state "with open growth plates").

TN.8.119 Treatment of Fractures in Paediatric Patients - (Items 50500 to 50588)
Items 50552 and 50560 apply to fractures that may arise during delivery and at an age when anaesthesia poses a
significantrisk and thus reduction is usually performed in the neonatal unit or nursery.

Item 50576 provides for closed reduction in the skeletally immature patient and will require application of a hip
spica cast and related aftercare.

Medicare benefits are payalfor services that specify reduction with or without internal fixation by open or
percutaneous means, where reduction is carried out on the growth plate or joint surface or both.

TN.8.120 Unresectable primary malignant tumour of the liver destruction o f by open or

laparoscopic radiofrequency ablation or microwave tissue ablation - (Item 50952)

A multi-disciplinary team for the purposes of item 50952 would include a hepatobilliary surgeon, interventional
radiologist and a gastroenterologist or oncologist.

TN.8.121 Paracentesis of anterior chamber or vitreous cavity and/or intravitreal injection - (Items

42738 to 42740)

Items 42738 and 42739 provide for paracentesis for the injection of therapeutic substances and/or the removal of
aqueous or vitreous, wh undertaken as an independent procedlinat is, not in conjunction with other

intraocular surgery.

Item 42739 should be claimed for patients requiring anaesthetic services for the proéel¥ice.from the Royal
Australian and New Zealand College@phthalmologists is that independent injections require only topical
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anaesthesia, with or without subconjunctival anaesthesia, except in specific circumstances as outlined below where
additional anaesthetic services may be indicated:

- nystagmus or eymovement disorder;

- cognitive impairment precluding safe intravitreal injection without sedation;

- a patient under the age of 18 years;

- a patient unable to tolerate intravitreal injection under local anaesthetic without sedation; or

- endophthalmis or other inflammation requiring more extensive anaesthesia (eg peribulbar).
Practitioners billing item 42739 must keep clinical notes outlining the basis for the use of anaesthetic.

Item 42740 provides for intravitreal injection of therapeutic sulsstaand/or the removal of vitreous for diagnostic
purposes when performed in conjunction with other intraocular surgery including with a service to which Item
42809 (retinal photocoagulation) applies.

TN.8.122 Bone Graft (Items 48200 -48242 and 48642-48651)
Bone graft substitute materials can be used for the purpose of bone graft for itemgl@320@nd 486428651.

TN.8.123 Vulvoplasty and Labioplasty - (Items 35533 and 35534)

Item 35533 is intended to cover the surgical repair of female genitabtrarilor a major congenital anomaly of the
uro-gynaecological tract which is not covered by existing MBS items. For example, this item would apply where a
patient who has previously received treatment for cloacal extrophy, bladder exstrophy or cordyemitdl a
hyperplasia requires additional or follayp treatment.

Item 35534 is intended to cover services for a structural abnormality causing significant functional impairment and
is restricted to patients aged 18 years and over.

A detailed clinical historputlining the structural abnormality and the medical need for surgery of the vulva and/or
labia must be included in patient notes, as this may be subject to audit.

Medicare benefits are not payable for ftbarapeutic cosmetic services.

TN.8.124 Treatme nt of Wrist and Finger Fractures - (Items 47301 to 47319, and 47361 to 47373)
1 For the purposes of these items, fixation includes internal and external.
1 Regarding item 47362, major regional anaesthesia includes bier block.

TN.8.125 Removal of Skin Lesions - Necessary Excision Diameter - (Items 31356 to 31376)

The necessary excision diameter (or defect size) refers to the lesion size plus a clinically appropriate margin of
healthy tissue required with the intent of complete surgical excision. Measurernaiits kst taken prior to

excision. Margin size should be determined in line with NHMRC guidelines:

Clinical practice guide Basal cell carcinoma, squamous cell carcinoma(and related les@igsjde to clinical
management in Australia. November 2008. @ar@@ouncil Australia angClinical Practice Guidelines for the
Management of Melanoma in Australia and New Zealand (2008).

For the purpose of Items 31356 to 31376 the defect size is calculated by the average of the width and the length of
the skin lesiorand an appropriate margin. The necessary excision diameter is calculated as shown in the Factsheet at
this link: Determining lesion size for MB$eim selection
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http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-SkinExcision

Practitioners must retain copies of histological reports and any other supporting evidence (patient notes, photographs
etc). Photographs should include scale.

An episode of care includes both the excision and closure for the same defiactih@n excision and closure occur
at separate attendances.

Definitive surgical excision for items 31371 to 31376 means surgical removal with adequate margins as part of the
curative management of the malignancies specified in these items.

An incomplete sigical excision of a malignant skin lesion with curative intent should be billed as a malignant skin
lesion excision item even when further surgery is needed. Wide excision of the primary tumour bed following local
excision of a primary melanoma, appenddgmrcinoma, malignant connective tissue or merkel cell carcinoma of

the skin may be claimed using item 31371, 31372, 31373, 31374, 31375 or 31376, depending on the location of the
malignancy and the size of the excision diameter.

For Items 31356 to 3137@ malignant skin lesion is defined as a basal cell carcinoma; a squamaasatetima
(including keratoacanthoma); a cutaneous deposit of lymphoma; or a cutaneous metastasis from an internal
malignancy.

TN.8.126 Flap Repair - (Item 45202)

Practitiorers must only perform a muscle or skin flap repair where clinical need can be clearly evidenced (i.e. where
a patient hassevere pegisting scarring, severe skin atrophy, sclerodermoid changes or where the defect is
contiguous witha free margin).

Clinical evidence may be supported by patient notes, photographs of the affected area and pathology reports.

TN.8.127 Interpretation of femoroacetabular impingement (FAI) restriction (items 48424,

49303,49366)

Patients presenting with hip dysplasia, Perthesd3isend Slipped Upper Femoral Epiphysis (SUFE) are eligible
for treatment under items 49366, 49303 and 48424.

TN.8.132 Transcatheter occlusion of left atrial appendage for stroke prevention (item 38276)
Explanatory Note
A contraindication to lifelong antbagulation is defined as:

i) a previous major bleeding complication experienced whilst undergoing treatment with oral anticoagulation
therapy,

i) a blood dyscrasia, or
iii) a vascular abnormality predisposing to potentially life threatening haemorrhage

The procedure is performed as a hospital service.

TN.8.133 Endoscopic upper gastrointestinal strictures (item 30475)

Endoscopic upper Gl stricture services 41819 and 41820 have been consolidated under itemt88475.
consolidated item will allow anyngloscopic technique to be performed for oesophageal through to gastroduodenal
procedures and will include imaging intensification if done. The fee is the same as item 41819 which higher than
item 30475 but lower than 41820.
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TN.8.134 Application of item s 32084, 32087, 32090 and 32093

If a service to which item 32084, 32087, 32090 or 32093 applies is provided by a practitioner to a patient on more
than one occasion on a day, the second service is taken to be a separate service for the purposesfdhthe item
second service is provided under a second episode of anaesthesia or other sedation.

TN.8.135 Transcatheter Aortic Valve Implantation (Item 38495)

Item 38495 applies only to a service for Transcatheter Aortic Valve Implantation (TAVI) for dtménet of
symptomatic severe aortic stenosis, that is to be provided in a TAVI Hospital by a TAVI PractitionEA¥h a
patient.

TAVI Hospital

For item 38495 a TAVI Hospital means a hospital, as defined by subsectigi(2)2df the Private Health Insuree
Act 2007, that is clinically accepted as being a suitable hospital in which the service described in Item 38495 may be
performed.

The Transcatheter Aortic Valve ImplantatioRules for the Accreditation of TAVI Practitionetsveloped by

Cardiac Accreifiation Services Limited provides guidance on what are considered by the sector as minimum
requirements that must be met in order to be a clinically acceptable facility that is suitable for TAVI procedures to
be performed at.

Transcatheter Aortic Valve Iplantation- Rules for the Accreditation of TAVI Practitionean be accessed via
www.tavi.org.au.

TAVI Practitioner

For item 38495 a TAVI Practitioner is either a cardiothoracic surgeon or interventional cardiologist who is
accredited by Cardiac Accrediion Services Limited.

Accreditation by Cardiac Accreditation Services Limited must be valid prior to the service being undertaken in order
for benefits to be payable under item 38495.

The process for accreditation andagcreditation is outlined ithe Transcatheter Aortic Valve ImplantatieriRules

for the Accreditation of TAVI Practitionerssued by Cardiac Accreditation Services Limited, and is available on
the Cardiac Accreditation Services Limited websitejw.tavi.org.au.

Cardiac Accreditatin Services Limited is a national body comprising representatives from the Australian & New
Zealand Society of Cardiac & Thoracic Surgeons (ANZSCTS) and the Cardiac Society of Australia and New
Zealand (CSANZ).

TAVI Patient

A TAVI Patient means a patientho, as a result of a TAVI Case Conference, has been assessed as having an
unacceptably high risk for surgical aortic valve replacement and is recommended as being suitable to receive the
service described in item 38495.

A TAVI Case Conference is a procdsswhich:

(8) there is a team of 3 or more participants, where:

(i) the first participant is a cardiothoracic surgeon; and
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(i) the second participant is an interventional cardiologist; and

(i) the third participants a specialist or consultant physician who does not perform a service described in
Item 38495 for the patient being assessed; and

(iv) either the first or the second participant is also a TAVI Practitioner; and

(b) t he team as srslkandctachneal quitability ¢orreicedve the service described in Item 38495, taking
into account matters such as:

i) the patientés risk and technical suitability for
(i) t he p adghitigerfundien and frailty; and

(c) the result of the assessment is that the team makes a recommendation about whether or not the patient is
suitable to receive the service described in Item 38495; and

(d) the particulars of the assessment amtbmemendation are recorded in writing.

While benefits are payable for an eligible TAVI Case Conference under Items 6080 and 6081, a claim for these
services does not have to be made in order for a benefit to be paid under ItemI8343B495 is only papble
once per patient in a five year period.

TN.8.136 Corneal Collagen Cross Linking (Item 42652)

Evidence of progression in patients over the age of twenty five is determined by the patient history including an
objective change in tomography or refrantimver time. Evidence of progression in patients aged twenty five years
or younger is determined by patient history including an objective change in tomography or refraction over time
and/or posterior elevation data and objective documented progresaistatlinical level.

TN.8.137 Thyroidectomy and hemithyroidectomy procedures (items 30296, 30306, and 30310)

Total thyroidectomy or total hemithyroidectomy are the most appropriate procedures in the majority of
circumstances when a thyroidectomy is reedirThe preferred procedure for thyrotoxicosis is total thyroidectomy
(item 30296). Item 30310 is to be used only in uncommon circumstances where a subtotal or partial thyroidectomy
is indicated and includes a subtotal lobectomy, nodulectomy, or isthromgeot equivalent partial thyroidectomy.

TN.8.138 Re-exploratory thyroid surgery (item 30297)

Item 30297s for reexploratory thyroid surgery where prior thyroid surgery and associated scar tissue increases the
complexity of surgery. For completion hehytoidectomy on the contralateral side to a previous

hemithyroidectomy for thyroid cancer, item 30306 is the appropriate item.

TN.8.139 Personal performance of a Synacthen Stimulation Test (item 30097)
A 0900h serum cortisol (083W030) less than 100 nniblindicates adrenal deficiency and a Synacthen Test is not
required.

A 0900h serum cortisol (083W030) greater than 400 nmol/L indicates adrenal sufficiency and a Synacthen Test is
not required. An exception to this is when testing women on oral copti@cevhere cortisol levels may be higher
due to increases in cortisbinding globulin and this threshold may not exclude women with adrenal insufficiency.

TN.8.140 Excision of graft material - Iltems 35581 and 35582
For items 35581 and 35582 the sizetwf excised graft material must be histologically tested and confirmed.

TN.8.141 Application of items 51011 to 51171 (Sub  -group 17)
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Spinal surgery items 51011 to 51171 cannot be performed in conjunction with any other item (outside of subgroup
17) in Groy T8 of the MBS (surgical operation items 30001 to 50952), when that surgical item is related to spinal
surgery. Items 50600 to 50644pine surgery for scoliosis and kyphosis in paediatric patiemts excepted from

this rule when claimed in conjunctiavith items 51113 and 51114.

Meaning of Motion Segment

Motion segment is defined as including all anatomical structures (including traversing and exiting nerve roots)
between and including the top of the pedicle above to the bottom of the pedicle below.

Combined Anterior and Posterior Surgery

Combined anterior/ posterior surgery items 51061, 51062, 51063, 51064, 51065 and 51066 cannot be claimed with
any item between 51020 and 51045 (i.e. items for spinal instrumentation, posterior bone graft gritior an
column fusion).

Interpretation of Spinal Fusion

Lumbar spinal fusion may not be claimed for chronic low back pain for which a diagnosis has not been made.

TN.8.142 Spinal Decompression - Items 51011 to 51015

Items 51011 to 51015 are for serviedsich include discectomy, decompression of central spinal canal by
laminectomy or partial corpectomy (vertebral spurs and osteophytes; less than 50% of the vertebral body), and
decompression of the subfacetal recess, the exit foramen and far laterab(isterse) space.

For decompression procedures, only one item is selected from 51011 to 51015.

For posterolateral spinal fusion without instrumentation, if a decompression procedure is combined with the fusion,
two items numbers can be selected: one f6a@il1 to 51015 and one from 51031 to 51036.

For posterolateral spinal fusion with instrumentation, two item numbers can be selected: one from 51020 to 51026
and one from 51031 to 51036. If decompression is also performed, three items can be selected: 5@ 1 to
51015, one from 51020 to 51026 and one from 51031 to 51036.

For instrumented spinal fusion with interbody and posterolateral bone graft (with or without cages) and
decompression, four item numbers can be selected: one from one from 510013pdte from 51020 to 51026,
one from 51031 to 51036 and one from 51041 to 51045.

If more than 50% of a vertebral body is resected (piecemeal vertebrectomy) an item from 51051 to 51059 can be
selected in addition to an item from 51011 to 51015.

Items 5101 to 51015 can be used when the purpose of the laminectomy is exposure or posterior spinal release.
TN.8.143 Spinal Instrumentation (cervical, thoracic and lumbar) - Items 51020 to 51026

Items 51020 to 51026 are intended for spinal instrumentation d&wsly The appropriate item is determined by the
number of motion segments instrumented, barring item 51020 which applies to one vertebra.

For posterolateral spinal fusion with instrumentation, two item numbers are selected: one from 51020 to 51026 and

onefrom 51031 to 51036If decompression is also performed, three items are selected: one from 51011 to 51015,
one from 51020 to 51026 and one from 51031 to 51036.
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For instrumented spinal fusion with interbody and posterolateral bone graft (with or vittyas) and
decompression, four item numbers are selected: one from one from 51011 to 51015, one from 51020 to 51026, one
from 51031 to 51036 and one from 51041 to 51045.

TN.8.144 Posterior and/or Posterolateral (intertransverse or facet joint) bone graft (cervical,

thoracic and lumbar) - Items 51031 to 51036

Items 51031 to 51036 are for services which include local morcellized, artificial or harvested bone graft with or
without bone morphogenic protein (BMP).

For posterolateral spinal fusion without ingtrentation, if a decompression is combined with the fusion, two items
numbers are selected: one from 51011 to 51015 and one from 51031 to 51036.

For posterolateral spinal fusion with instrumentation, two item numbers are selected: one from 51020 todb1026 an
one from 51031 to 51036. If decompression is also performed, three items are selected: one from 51011 to 51015,
one from 51020 to 51026 and one from 51031 to 51036.

For instrumental spinal fusion with interbody and posterolateral bone graft (with @uvitages) and
decompression, four item numbers are selected: one from one from 51011 to 51015, one from 51020 to 51026, one
from 51031 to 51036 and one from 51041 to 51045.

TN.8.145 Anterior column fusion, with or without implant, or limited vertebrectom y (less than 50%)

and anterior fusion (cervical, thoracic and lumbar) - ltems 51041 to 51045

Items 51041 to 51045 are for services which include placement of local morcellized, artificial, harvested bone graft,

bone morphogenic protein (BMP) and prosthdgeices into the invertebral space. Artificial bone grafting materials

must be used in accordance with the manufacturerds i ns:

Iltems 51041 to 51045 are to be selected irrespective of surgical approach (anterior, direct lateral or posterior via
open or minimally invasive techniques).

For instrumented spinal fusion with interbody and posterolateral bone graft (with or without cages) and
decompression, four item numbers are selected: one from one from 51011 to 51015, one from 51020 to 51026, one
from 51031 to 51036 and one from 51041 to 51045.

For and instrumented anterior cervical decompression and fusion, (with or without cage) three items are selected:
one from 51011 to 51015, one from 51020 to 51026, and one from 51041 to 51045.

Items 51041 to 5M4b cannot be claimed with any item between 51051 and 51059 if performed at the same motion
segment.

If an assisting surgeon is used at any time during the procedure, then 51160 or 51165 should be used in isolation by
the assisting surgeon. If the assistiuggeon needs to perform complex fsminal surgery, they may use a more
appropriate item from outside the spinal surgery schedule.

TN.8.146 Spinal Osteotomy and/or vertebrectomy - Items 51051 to 51059
Items 51051 to 51059 are intended for spinal ostegtand/or vertebrectomy at any level.

For the purpose of items 51054, 51055 and 51056, the definition of piecemeal or subtotal excision is the removal of
at least 50% of the vertebral body.

Items 51051 to 51059 cannot be claimed with any item between 2h@431045 if performed at the same motion
segment.

TN.8.147 Anterior and Posterior (combined) Spinal fusion under one anaesthetic via separate
incisions - Items 51061 to 51066
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Only one of these items should be billed for any appropriate combined aatatiposterior surgeries which are
completed under one anaesthetic. The appropriate item is determined by the number of motion segments to which
grafting and fusion occur.

These items cannot be claimed with any item between 51020 to 51026, 51031 torkl 6364 to 51045.

If a laminectomy is included, an item from 51011 to 51015 can also be used appropriate to the level of
decompression.

If spinal osteotomy or vertebrectomy (>50%) is performed as part of the combined anterior/posterior approach, it is
appopriate to claim one item between 51051 to 51056 in addition to an item between 51061 to 51066.

TN.8.148 Odontoid Screw fixation 1 Item 51103
This item is not for use when another item is claimed for the management of the odontoid fracture.

TN.8.149 App lication of items 51160 and 51166

If the spine surgeon performs their own exposure to the thoracic or lumbar spine then 51160 or 51165 can be added
to the claim for the overall surgeryf an assisting surgeon is used at any time during the procedure&qh60 or

51165 should be used in isolation by the assisting surgeon. If the assisting surgeon needs to perform cemplex non
spinal surgery, they may use a more appropriate item but not in combination with 51160 orlbah&xposure

surgeon claims aumber from any section of the MBS schedule, the spinal surgeon cannot claim 51160 or 51165.

TN.8.150 Correction of Developmental Breast Abnormality - (Items 45060 to 45062)

Full clinical details must be documented in patient notes, includinggeeativephotographic and / or diagnostic

imaging evidence as specified in the item descriptor which demonstrates the clinical need for the service, as this may
be subject to audit.

Volumetric measurement of the breasts should be performed using a techniqubaghiglen reported in a
published study.

TN.8.151 Mohs surgery service caseload
Services under items 31000, 31001 and 31002 should mak:¢
3100031005 annually.

TN.8.152 Colonoscopy Items (items 3222 2-32229)

Colonoscopy items (items 322232229)

It is expected that clinicians using the MBS items for colonoscopy also refer to national guidelines such as the
National Health and Medical Research Council (NHMRC) Clinical Practice Guidelines for Sueeillan
Colonoscopy (NHMRC guidelines). For more information on clinical practice guidelines for surveillance
colonoscopy see the colorectal cancer pages o@aheer Council Australia website

Surveillance colonoscopy should be planned based ordghuiglity endoscopy in a wefirepared colon using most
recent and previous procedure information when histology is known. Clinicians should use theiribabt clin
judgement to determine the interval between testing and the item that best suits the condition of the patient.

The NHMRC guidelines do not support the use of colonoscopy for patients at average or slightly above average risk
of colorectal cancer whoodhot have symptoms or a positive faecal occult blood test (FOBT).
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ltems 3222232228 specify that there is endoscopic examinatio
for colonoscopy examinations do not apply to patients who have no caecuwirfgllight hemi colectomy. For

these patients the examination should be to the anastomosis. Item 32084 should be billed if preparation is inadequate

to allow visualisation to the caecum.

General practitioners should ensure colonoscopy referral practigeséth applicable national guidelines,

including the Royal Australian Coll ege of General Prac:
practice the red book In addition, general practitioners are urged to recommend biennial FOBT screening to age
appropriate patients.

Colonoscopy where a polyp/polyps are removed

Items 3222232226 and 32228 provide fdiagnostic colonoscopy when claimed alone. Where a polyp or polyps are
removed during the colonoscopy, item 32229 should also be claimed in association with the appropriate
colonoscopy item.

Definition of previous history (items 3222232225)

For items 3222-32225 the most appropriate item to be billed is determined by the previous history of the patient.

The previous history for the purpose of these items is defined by number, size and type of adenomas removed during
any previous colonoscopy.

Although witha patient with a previous history of2llow risk adenomas (<10mm with no highk histological
features) is eligible for a colonoscopy every five years under item 32223, clinical guidlines indicate that
colonoscopy every 10 years is sufficient.

Definition of moderate risk of colorectal cancer due to family history (item 32223)
For item 32223 a patient is considered at moderate risk of colorectal cancer if there is moderate risk family history
of colorectal cancér defined as:
- 1 first degree relativeess than 55 years of age at diagnosis; OR
- 2 first degree relatives with a history of colorectal cancer; OR
- 1 first degree relative and 2 second degree relatives with a history of colorectal cancer.
The national clinical practice guidelines popt the use of FOBT as a first line test for patients with a low risk
family history of colorectal cancer.

Exception item (item 32228)

Timing of colonoscopy following polypectomy should conform to the recommended surveillance intervals set out in
clinical guidelines, taking into account individualised risk assessment. In the absence of reliable clinical history,
clinicians should use their best clinical judgement to determine the interval between testing and the item that best
suits the condition of thegpient. Where the clinician is unable to access sufficient patient information to enable a
colonoscopy to be performed under items 3232226, but in their opinion there is a clinical need for a

colonoscopy, then item 32228 should be used. This itermaitable once per patient per lifetime.

Time intervals

ltems 32223, 32224, 32225 and 32226 have time intervals for repeat colonoscopgneltohsistentith
guidelines. These services are payable under Medicare only when provided in accordance pyittotieel a
intervals.

Patients may fit several categories and the most appropriate fit is a matter for clinician judgement with the highest
risk indicating what subsequent colonoscopy intervals are appropriate. The examples provided below show that the
resultof the histopathology will not lengthen the surveillance intervals (in the case of patient with familial
adenomatous polyposis (FAP) or Lynch syndrome) and may actually shorten the surveillance intervals.

Example 1

A patient at high risk of colorectal cegr with FAP or Lynch syndrome has a number of polyps removed at a

surveillance colonoscopy. Item 32226 and 32229 are the appropriate items to bill. If the histology result-Beturns 1
adenomas for patients at low to moderate risk then the next surveitialonoscopy is recommended in 5 years.
However, the patientés familial condition means that a
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Example 2

A patient at moderate risk of colorectal cancer because of family history has a numbgpsfeusioved at a
surveillance colonoscopy. ltem 32223 and 32229 are the
history. If the histology testing returns showisag adenoma with highisk histological features then the next

surveillance calnoscopy is recommended in 3 years instead of 5 years.

How to use the items with new patients who have undergone previous colonoscopy

Patients whose care continues within one practice should have the relevant history readily available to guide

decisionmak n g . For new patients, practitioners should make
colonoscopy history. This includes seeking information from My Health Record, the records department of the
hospital where the previous procedure occyrredt he GP or t he patient. The patien

colonoscopy services will also assist with this.

For audit purposes it is important to record the most appropriate item. In accordance with good practice, clinicians
are required to maintain rexds that include pathology results which must be made available to the patient or other
practitioners as required.

The Australian Commi ssi on o nCol&astopyClinical Gate Sandasthtestaly i n He al
facilities and clinicians delivering colonoscopy services must provide a timely copy of the colonoscopy report and

histology result to the patient and their GPsmpbance with the Colonoscopy Clinical Care Standard is mandatory

under the Australian Health Service Safety and Quality Accreditation Scheme.

Patient eligibility for colonoscopy services

The Department of Human Services (DHS) will be able to confirm wehetltolonoscopy service has been claimed

by an individual patient and the date of service. It will also be able to confirm any restriction on the frequency of the
item claimed which would prevent a rebate from being paid if the service was providedilgaithe restricted

period. Patients can seek clarification from EiéS by calling 132 011.

Patients can also access their own claiming history with a My Health Record or by establishing a Medicare online
account througimyGovor the Express Plus Medicare mobile app.

Further information about these services can be found ddgpartmenbf Human Services website

Practitioners providing colonoscopy services can call Medicafe82ri5 o check the patientds ¢
The patientédés Medicare card number will be required to
example, the new item numbers for colonoscopy services are in the range322222 The operator will

interrogate the patientds claiming history and provide

range of items specified and the elaf the service.

Providers can also check a patient's eligibilitydialth Professional Online Serviogg$”0OS). HPOS will be able
to return advice on whether a service is payable or not payable.

All patients who require a colonoscopy will be eligible for a service. However, MBS rebates will not be payable for
services which do not meet the clinical indioas and the item requirements for a colonoscopy or a repeat
colonoscopy where the interval is specified in the item. Practitioners should ensure that their practice conforms to
the approved clinical guidelines.

The DHS enquiry lines for providers and fatients is available 24 hours a day, seven days a week. Further
information about these services can be found on the Department of Human Services website.

TN.9.1 Assistance at Operations - (Items 51300 to 51318)
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Items covering operations which aregdie for benefits for surgical assistance have been identified by the inclusion
of the word "Assist." in the item descriptioMedicare benefits are not payable for surgical assistance associated
with procedures which have not been so identified.

The asistance must be rendered by a medical practitioner other than the surgeon, the anaesthetist or the assistant
anaesthetist.

Where more than one practitioner provides assistance to a surgeon no additional benefits areTeyable.
assistance benefit payalidethe same irrespective of the number of practitioners providing surgical assistance.

NOTE: The Benefit in respect of assistance at an operation is not payable unless the assistance is rendered by a
medical practitioner other than the anaesthetist éstass anaesthetisiThe amount specified is the amount payable
whether the assistance is rendered by one or more medical practitioners.

Assistance at Multiple Operations

Where surgical assistance is provided at two or more operations performed onteopattie one occasion the

multiple operation formula is applied to all the operations to determine the surgeon's fee for Medicare benefits
purposes.The multipleoperation formula is then applied to those items at which assistance was rendered and for
which Medicare benefits for surgical assistance is payable to determine the abated fee level for asBisance.

abated fee is used to determine the appropriate Schedule item covering the surgical assistance (ie either Item 51300
or 51303).

Multiple Operation Rule - Surgeon Multiple Operation Rule - Assistant
Item A- $300@100% Item A (Assist.> $300@100%

Item B- $250@50% Item B (No Assist.)

Item C- $200@25% Item C (Assist.} $200@50%

Item D- $150@25% Item D (Assist.} $150@25%

The derived fee gpicable to Item 51303 is calculated on the basis offdtieof the abated Schedule fee for the
surgery which attracts an assistance rebate.

Surgeons Operating Independently

Where two surgeons operate independently (ie neither assists the other ostedsriingé anaesthetic) the procedures

they perform are considered as two separate operations, and therefore, where a surgical assistant is engaged by each,
or one of the surgeons, benefits for surgical assistance are payable in the same marihersagéons were

operating separately.

TN.9.2 Benefits Payable under Item 51300

Medicare benefits are payable under item 51300 for assistance rendered at any operation identified by the word
"Assist." for which the fee does not exceed the fee threshold iggkicifthe item descriptor, or at a series or
combination of operations identified by the word "Assist." for which the aggregate Schedule fee threshold specified
in the item descriptor has not been exceeded.

TN.9.3 Benefits Payable Under Item 51303

Medicare benefits are payable under item 51303 for assistance rendered at any operation identified by the word
"Assist." for which the fee exceeds the fee threshold specified in the item descriptor or at a series or combination of
operations identified by the wab "Assist." for which the aggregate Schedule fee exceeds the threshold specified in
the item descriptor.

TN.9.4 Benefits Payable Under Item 51309
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Medicare benefits are payable under item 51309 for assistance rendered at any operation identifiedrtdy the wo
"Assist." or a series or combination of operations identifigdthe word "Assist." and assistance at a birth
involving Caesarean section.

Where assistance is provided at a Caesarean section birth and at a procedure or procedures which have not been
identified by the word "Assist.", benefits are payable under item 51306.

TN.9.5 Assistance at Cataract and Intraocular Lens Surgery - (Item 51318)

The reference to "previous significant surgical complication” covers vitreous loss, rupture of poateside,doss
of nuclear material into the vitreous, intraocular haemorrhage, intraocular infection (endophthalmitis), cystoid
macular oedema, corneal decompensation or retinal detachment.

TN.10.1 Relative Value Guide For Anaesthetics - (Group T10)
Overview of the RVG

The RVG groups anaesthesia services within anatomical regions. These items are listed in the MBS under Group
T10, Subgroups-16 Anaesthesia for radiological and other therapeutic and diagnostic services are grouped
separately under Subgro@. Also included in the RVG format are certain additional monitoring and therapeutic
services, such as blood pressure monitoring (item 22012) and central vein catheterisation (item 22020) when
performed in association with the administration of anaesth&biese services are listed at subgroupTi® RVG

also provides for assistance at anaesthesia under certain circumsEmessitems are listed at subgroup 26.

Details of the billing requirements for the RVG are available from the Department ofrHb®naces website.

The RVG is based on an anaesthesia unit system reflecting the complexity of the service and the total time taken for
the service. Each unit has been assigned a dollar value.

Under the RVG, the MBS fee for anaesthesia in connectionangtiocedure is comprised of up to three
components:

1. The basic units allocated to each anaesthetic procedure, reflecting the complexity of the procedure (an item in
the range 2010Q1997);

2. The time unit allocation reflecting the total time of #reesthesia (an item in the range 23R4036); and

3. Where appropriate, modifying units recognising certain added complexities in anaesthesia (an item/s in the range
2500025020).

Assistance at anaesthesia

To establish the fee for the assistant seriiems 25200 and 25205, both services have been allocated a number of
base units. The total time that the assistant anaesthetist was in active attendance on the patient is then added, along
with modifiers as appropriate to determine the MBS fee.

Whole body perfusion

Where whole body perfusion is performed, the MBS fee is determined by adding together the following:
1. The base units allocated to the service (item 22060);

2. The time unit allocation reflecting the total time of the perfusion (an itethreinange 2301024136); and

3. Where appropriate, modifying units recognising certain added complexities in perfusion (an item/s in the range
250007 25020).
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TN.10.2 Eligible Services

Generally, a Medicare benefit is only payable for anaesthesia vghpeinformed in connection with an "eligible”
service. An "eligible" service is defined as a clinically relevant professional service which is listed in the Schedule
and which has been identified as attracting an anaesthetic fee

TN.10.3 RVG Unit Values
Basic Units

The RVG basic unit allocation represents the complexity of the anaesthetic procedure relative to the anatomical site
and physiological impact of the surgery.

Time Units

The number of time units is calculated from the total time of the amsméstbervice, the assistant at anaesthesia
service or the whole body perfusion service:

1 for anaesthesiatime is considered to begin when the anaesthetist commences exclusive and continuous
care of the patient for anaesthesia. Time ends when the anat$shmi longer in professional attendance,
that is, when the patient is safely placed under the supervision of other personnel;

9 for assistance at anaesthesiame is taken to be the period that the assistant anaesthetist is in active
attendance on the fient during anaesthesia; and

1 for perfusion perfusion time begins with the commencement of anaesthesia and finishes with the closure of
the chest.

For up to and including the first2 hours of time, each 15 minutes (or part thereof) constitutes 1 tilné-antime
beyond 2 hours, each time unit equates to 10 minutes (or part thereof).

Modifying Units (25000- 25050)

Modifying units have been included in the RVG to recognise added complexities in anaesthesia or perfusion,
associated with the patient's agphysical status or the requirement for emergency surgery. These cover the
following clinical situations:

ASA physical status indicator 3- A patient with severe systemic disease that significantly limits activity (item
25000) This would include: sevelelimiting heart disease; severe diabetes with vascular complications or
moderate to severe degrees of pulmonary insufficiency.

Some examples of clinical situations to which ASA 3 would apply are:

1 a patient with ischaemic heart disease such that theyetgaangina frequently on exertion thus
significantly limiting activities;

1 a patient with chronic airflow limitation who gets short of breath such that the patient cannot complete one
flight of stairs without pausing;

1 a patient who has suffered a strokel @s left with a residual neurological deficit to the extent that is
significantly limits normal activity, such as hemiparesis; or

1 a patient who has renal failure requiring regular dialysis.

ASA physical status indicator 4- A patient with severe systemidisease which is a constant threat to life (item
25005) This covers patients with severe systemic disorders that are alreattiyddigening, not always correctable
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by an operation. This would include: patients with heart disease showing marked sigrdiasf failure; persistent
angina or advanced degrees of pulmonary, hepatic, renal or endocrine insufficiency.

ASA physical status indicator 4 would be characterised by the following clinical examples:

1 a person with coronary disease such that they gghamlaily on minimum exertion thus severely
curtailing their normal activities;

1 a person with end stage emphysema who is breathless on minimum exertion such as brushing their hair or
walking less than 20 metres; or

1 a person with severe diabetes which etfenultiple organ systems where they may have one or more of
the following examples:

1 severe visual impairment or significant peripheral vascular disease such that they may get intermittent
claudication on walking less than 20 metres; or

1 severe coronary tary disease such that they suffer from cardiac failure and/or angina whereby they are
limited to minimal activity.

ASA physical status indicator 5- a moribund patient who is not expected to survive for 24 hours with or
without the operation (item 25010) This would include: a burst abdominal aneurysm with profound shock; major
cerebral trauma with rapidly increasing intracranial pressure or massive pulmonary embolus.
The following are some examples that would equate to ASA physical status indicator 5
1 a bust abdominal aneurysm with profound shock;
9 major cerebral trauma with increasing intracranial pressure; or

9 massive pulmonary embolus.

NOTE: It should be noted that the Medicare Benefits Schedule does NOT include modifying units for patients
assessed as APhysical status indicator 2. Some examples of ASA 2 would include:

1 A patient with controlled hypertension which has no affect on the patient's normal lifestyle;

1 A patient with coronary artery disease that results in angina occurring on substantiahédxartiot
limiting normal activity; or

1 A patient with insulin dependant diabetes which is well controlled and has minimal effect on normal
lifestyle.

1 Where the patient is aged not more than 3 years or at least 75 years (item 25015).

1 For anaesthesia, adsisce at anaesthesia or a perfusion service in association with an *emergency
procedure (item 25020).

1 For anaesthesia or assistance at anaesthesia in association with an *after hours emergency procedure (items
25025 and 25030).

1 For a perfusion service gssociation with *after hours emergency surgery (item 25050).

* NOTE: It should be noted that the emergency modifier and the after hours emergency modifiers cannot both be
claimed in the one anaesthesia assistance at anaesthesia or perfusion episode.

It should also be noted that modifiers are not stand alone services and can only be claimed in association with
anaesthesia, assistance at anaesthesia or with a perfusion service covered by item 22060.
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Definition of Emergency

For the purposes of both the egency modifier and the after hours emergency modifiers, emergency is defined as
existing where the patient requires immediate treatment without which there would be significant threat to life or
body part.

Definition of After Hours

For the purposes of thater hours emergency modifier items, the after hours period is defined as being the period

from 8pm to 8am on any weekday or at any time on a Saturday, a Sunday or a public Belediy for the After

Hours Emergency Modifiers is only payable wheraarthan 50% of the time for the emergency anaesthesia, the
assistance at emergency anaesthesia or the perfusion service is provided in the after hours period. In situations where
less than the 50% of the time for the service falls in the after hours préoemergency modifier rather than the

after hours emergency modifier applies. For information about deriving the fee for the service where the after hours
emergency modifier applies.

TN.10.4 Deriving the Schedule Fee under the RVG

The Schedule fee foeach component of anaesthesia (base items, time items and modifier items) in the RVG
Schedule is derived by applying the unit value to the total number of anaesthesia units for each component. For
example:

ITEM |[DESCRIPTION UNITS|SCHEDULE FEE (Units x $20.1)
20840|Anaesthesia for resection of perforated bow( 6 |$120.60
23200|Time - 4 hours 40 minutes 24 |$482.40
25000|Modifier - Physical sttaus 1 [$20.10
22012|Central Venous Pressure Monitoring 3 [$60.30
TOTAL 34 |$683.40

After Hours Emergency Services

When deriving the fee for the after hours emergency modifier for anaesthesia or assistance at anaesthesia, the 50%
loading applies to the anaesthesia or assistance service from Group T10 and to any additional clinically relevant
therapeutt or diagnostic service from Group T10, Subgroup 18, provided during the anaesthesia episode. For
example:

ITEM DESCRIPTION UNITS|SCHEDULE FEE (Units x $20.10)
20840|Anaesthesia for resection of perforated bowe 6  ($120.60
23200|Time - 4 hours 40 mintes 24 |$482.40
25000|Modifier - Physical status 1 |$20.10
22012|Central Venous Pressure Monitoring 3  |$60.30

TOTAL 34  [Schedule fee = $683.40
25025|Anaesthesia After Hours Emergency Modifie Schedule Fee $683.40 x 50% = $341.7(

Definition of Radical Surgery for the RVG

Where the term radical appears in an item description, it refers to an extensive surgical procedure, performed for the
treatment of malignancyit usually denotes extensive block dissection not only of the malidissue, but also of

the surrounding tissue, particularly fat and lymphatic drainage systems. See notes T10.18 and T10.22 which clarify
the definitions of the words "extensive" and "radical" used in items 20192 and 20474.

Multiple Anaesthesia Services
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Where anaesthesia is provided for services covered by multiple items in the RVG, Medicare benefit is only payable
for the RVG item with the highest basic unit value. However, the time component should include the total
anaesthesia time taken for all servidésr example:

ITEM |DESCRIPTION UNITS|SCHEDULE FEE
20790(Anaesthesia for open Cholecystecton] 8 |$160.80
20752|Incisional Hernia 6 |(lower value than 20790 = 20752 schedule fee not payable) $120.¢
23111(Time- 2hrs 30mins 11 [$221.10
25015|Physical StatusOver 75 1 |$20.10
TOTAL 20 |$402.00

Prolonged Anaesthesia

Under the RVG, the previous rules that related to prolonged anaesthesia no longer apply. Where anaesthesia is
prolonged beyond that which an anaesthetist would normatiguater for a particular service, the RVG provides
for the anaesthetist to claim the total anaesthesia time for the procedure/s.

TN.10.5 Minimum Requirements for Claiming Benefits under Items in the RVG (including sedation)

Medicare benefits for RVG sdpes (including sedation) are only payable where both the staffing and the facility in
which the service was rendered meets the following minimum guideliffesse guidelines are based on protocols
established by the Australian and New Zealand Collegeaésthetists.

Staffing

9 Techniques intended to produce loss of consciousness must not be used unless an anaesthetist is present to
care exclusively for the patient;

1 Where the patient is a young child, is elderly or has any serious medical conditioagsighificant
cardiorespiratory disease or danger of airway compromise), an anaesthetist should be present to administer
sedation and monitor the patient;

1 In all other cases, an appropriately trained medical practitioner, other than the proceduradjsirés to
be in exclusive attendanaen the patient during the procedure, to administer sedation and to monitor the
patient; and

9 There must be sufficient equipment (including oxygen, suction and appropriate medication), to enable
resuscitation should become necessary.

Facilities

The procedure must be performed in a location which is adequate in size and staffed and equipped to deal with a
cardiopulmonary emergency.his must include:

1 An operating table, trolley or chair which can be readily tilted;

1 Adequate uncluttered floor space to perform resuscitation, should this become necessary;

1 Adequate suction and room lighting;

9 A supply of oxygen and suitable devices for the administration of oxygen to a spontaneously breathing
patient;

1 A self inflating bay suitable for artificial ventilation together with a range of equipment for advance airway
management;

9 Appropriate drugs for cardiopulmonary resuscitation;

1 A pulse oximeter; and

1 Ready access to a defibrillator.

These requirements apply equally to deataesthesia or sedation services provided under items in Group T10,
Subgroup 20 of the RVG.
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TN.10.6 Account Requirements

Before a benefit will be paid for the administration of anaesthesia, or for the services of an assistant anaesthetist, a
number of @tails additional to those set out in the General Explanatory Notes of the Medicare Benefits Schedule are
required on the anaesthetist's account:

1 the anaesthetist's accounmust show the name/s of the medical practitioner/s who performed the
associated agration/s. In addition, where the after hours emergency modifier applies to the anaesthesia
service, the account must include the start time, the end time and total time of the anaesthetic.

1 the assistant anaesthetist's accoumbust show the names/s of thieedical practitioners who performed
the associated operation/s, as well as the name of the principal anaedthatiskition, where the after
hours emergency modifier applies, the assistant anaesthetist's account must record the start time, the end
time and the total time for which he or she was providing professional attention to the patient during the
anaesthetic.

1 the perfusionist's accountmust record the start time, end time and total time of the perfusion service
where the after hours emergency niigdiis claimed.

TN.10.7 General Information

The Health Insurance Act provides that where anaesthesia is administered to a patient, the premedication of the
patient in preparation for anaesthesia is deemed to form part of the administragionesthsia. The

administration of anaesthesia also includes theapeesthesia consultation with the patient in preparation for that
administration, except where such consultation entails a separate attendance carried out at a place other than an
operating thefe or an anaesthesia induction room. Thegr@esthesia consultation for a patient should be
performed in association with a clinically relevant service.

Except in special circumstances, benefit is not payable for the administration of anaesthesmaSisbgroups-1
18, unless the anaesthesia is administered by a medical practitioner other than the medical practitioner who renders
the medical service in connection with which anaesthesia is administered.

Fees and benefits for anaesthesia services tineld&rRVG cover all essential components in the administration of the
anaesthesia service. Separate benefit may be attracted, however, for complementary services such as central venous
pressure and direct arterial pressure monitoring (see note T10.8).

It should be noted that additional benefit is not payable for intravenous infusion or electrocardiographic monitoring,
provision for which has been made in the value determined for the anaesthetic units.

The Medicare benefit derived under the RVG for the adstration of anaesthesia is the benefit payable for that
service irrespective of whether one or more than one medical practitioner administers it. However, benefit is
provided under Subgroup 26 for the services of one assistant anaesthetist (who bigither the surgeon or
assistant surgeon (see Note 10.9)

Where a regional nerve block or field nerve block is administered by a medical practitioner other than the
practitioner carrying out the operation, the block is assessed as an anaesthesiaigingaoche advice in

paragraph TN.7.1When a block is carried out in cases not associated with an operation, such as for intractable pain
or during labour, the service falls under Group T7.

When a regional nerve block or field nerve block coveredrbifem in Group T7 of the Schedule is administered by

a medical practitioner in the course of a surgical procedure undertaken by the same medical practitioner, then such a
block will attract benefit under the appropriate item in Group T7.
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It should be nted that where a procedure is carried out with local infiltration or digital block as the means of
anaesthesia, that anaesthesia is considered to be part of the procedure and an additional benefit is therefore not
payable.

It may happen that the profess# service for which the anaesthesia is administered does not itself attract a benefit
because it is part of the afteare of an operationThis does not, however, affect the benefit payable for the
anaesthesia service. Benefit is payable for anaeathdsiinistered in connection with such a professional service

(or combination of services) even though no benefit is payable for the associated professional service.

The administration of epidural anaesthesia during labour is covered by items 18216 (1826 and 18227 for
afer hours) in Group T7 of the Schedule whether administered by the medical practitioner undertaking the
confinement or by another medical practition8ubsequent "topps" are covered by Item 18222 or 18225.

For the purposes ofeims 18216 and 18226, one attendance means that the medical practitioner cannot claim either
of these items if the additional attendance is to optimise the initial treatment. Optimise means extension or
improvement in analgesic quality of an existing bloekhout the insertion of a new block as a separate procedure.

TN.10.8 Additional Services Performed in Connection with Anaesthesia - Subgroup 19

Included in the RVG format are a number of additional or complimentary services which may be provided in
comection with anaesthesia such as blood pressure monitoring (item 22012) aadt@nted cannulation (item
22025).

These items (with the exception of pegerative nerve blocks (2202P042)) and perfusion services (22055
22075) have also been retairiadhe MBS in the noiRVG format, for use by practitioners who provide these
servicetherthan in association with anaesthesia.

Where an anaesthetist provides an additional (clinically relevant) service during anaesthesia that is not one listed in
Subgoup 19 (excluding intravenous infusion or electrocardiographic monitoring) the relevaRM@item should
be claimed.

ltems 22012 and 22014

Benefits are payable under items 22012 and 22014 only once for each type of pressure, up to a maximum of 4
presures per patient per calendar day, and irrespective of the number of practitioners involved in monitoring the
pressures.

Iltems 22012, 22014 and 22025

A patient who is categorised as having a high kgkomplications is one where clinical indicationtoad for the

following items to be claimed (in conjunction with items 22012, 22014 and 22025) with item 25000, item 25005 or
item 25010 modifiers, and/or item 25015, and/or items 25020, 25025 and/or when the basic surgical item value is 10
or more units, aor is conjunction with items in group T10 Subgroup 13 (Shoulder and Axilla), or with items

231701 24136 (for procedures of greater than four hours duration) noting this is not an exhaustive list.

Item 22042

This item can be colaimed with item 20142anaesthesia for lens surgery), when anaesthesia or sedation was also
provided by the same anaesthetist.

Item 22042 cannot be edaimed with item 20142, 20144, 20145 and 20147 when a general anaesthetic is the
primary anaesthetic approach.

TN.10.9 Assistan ce in the Administration of Anaesthesia

The RVG provides for a separate benefit to be paid for the services of an assistant anaesthetist in connection with an
operation or series of operations in specified circumstances, as outlined below. This beagdibis only in

respect of one assistant anaesthetist who must not be the surgeon or assistant surgeon.
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Therapeutic and Diagnostic services covered by Subgroup 19 items (such as blood transfusion, pressure monitoring,
insertion of CVC, etc) are payablelpmonce per patient per anaesthetic episofere these services are provided

by the assistant anaesthetist these services are eligible for Medicare benefits only where the same service is not also
claimed by the primary anaesthetist.

Assistance at anagthesia in connection with emergency treatment (Item 25200)

Item 25200 provides for assistance at anaesthesia where the patient is in imminent danger of death. Situations where
imminent danger of death requiring an assistant anaesthetist might arise:icclonglex airway problems,

anaphylaxis or allergic reactions, malignant hyperpyrexia, neonatal and complicated paediatric anaesthesia, massive
blood loss and subsequent resuscitation, Hoprerative cardiac arrest, critically ill patients from intengiaee units

or inability to wean critically ill patients from pulmonary bypass.

Assistance in the administration of elective anaesthesia (Item 25205)

A separate benefit is payable under Item 25205 for the services of an assistant anaesthetist imoeithectio
elective anaesthesia in the circumstances outlined in the item descriptor. This benefit is only payable in respect of
one assistant anaesthetist who must not be the surgeon or assistant surgeon.

For the purposes of Item 25205, a 'complex paedieaise’ involves one or more of the following:

1 the need for invasive monitoring (intravascular or transoesophageal); or
9 organ transplantation; or

9 craniofacial surgery; or

9 major tumour resection; or

9 separation of conjoint twins.

TN.10.10 Perfusion Service s - (Items 22055 to 22075)
Perfusion services covered by items 22@2975 have been included in the RVG format.

As with anaesthesia, where whole body perfusion is performed, the Schedule fee is determined on the base units
allocated to the service (iten2@60), the total time for the perfusion, and modifying units, as appropriate, i.e.

(a) the basic units allocated to whole body perfusion under item 22060:

2206JWHOLE BODY PERFUSION, CARDIAC BYPASS, where the heaifting machine or equivalent is
continuousy operated by a medical perfusionist, other than a service associated with anaesthesia to
item in Subgroup 21 applies. (20 basic units)

(See para TN.10.10 of explanatory notes to this Category)

(b) plus, the time unit allocation reflecting tlogal time of the perfusion (an item in the range 230248136), for
example:

|231704:01 HOURS TO 4:10 HOURS (21 basic ur|

plus, where appropriate

(c) modifying units recognising certain added complexities in perfusion (an item/s in the range 25020), for
example:

Anaesthesia, perfusion or assistance in the management of anaesthesia, if the patient is not more t

[=
25013 or at least 75 years (1 basic unit)
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The time component for item 22060 is defined as beginning with the commenceraratsthesia and finishing
with the closure of the chest.

Item 22065 may only be used in association with item 22060.

Medicare benefits are not payable for perfusion unless the perfusion is performed by a medical practitioner other
than the medical pradtiner who renders the associated service in Group T8 or the medical practitioner who
administers the anaesthesia listed in the RVG in Group T10.

The medical practitioner providing the service must comply with the training requirements in the Australian and
New Zealand College of Anaestheti&aidelines for Major Extracorporeal PerfusiqRS27).

Benefits are not payable if another person primarily and/or continuously operates the Heart Lung Machine.

TN.10.12 Discontinued Procedure - (Item 21990)
Item 219D applies when a patient has been anaesthetised but the proposed procedure has been abandoned prior to
surgery commencing.

Claims should includeotation of the surgery or procedure which had been proposed.

Under the Health Insurance Act 1973 the Chiefdtt@e Medicare does not require claims for this item to be
accompanied by details of the proposed surgery and the reasons why the operation was discbiotivexest,
practitioners must maintain a clinical record of this information, which may be stijaatlit.

TN.10.13 Anaesthesia in Connection with a Procedure not Identified as Attracting a Medicare

Benefit for Anaesthesia - (Item 21997)

Payment of benefit for Item 21997 is not restricted to the service being performed in connection with | surgica
service in Group T8Iltem 21997 may be performed with any item in the Medicare Benefits Schedule that has not
been identified as attracting a Medicare benefit for anaesthesia (including attendances) in circumstances where
anaesthesia is considered al@lly necessary.

TN.10.14 Anaesthesia in Connection with a Dental Service - (Items 22900 and 22905)

Items 22900 and 22905 cover the administratiomodesthesia in connection with a dental service that is not a

service covered by an item in thedicare Benefits Schedule i.e removal of teeth and restorative dental work.
Therefore, the requirement that anaesthesia be performed in association with an 'eligible’ service (as defined in point
T10.2) does not apply to dental anaesthesia items 229022808

TN.10.15 Anaesthesia in Connection with Cleft Lip and Cleft Palate Repair - (Items 20102 and

20172)

Anaesthesia associated with cleft lip and cleft palate repair is covered in Subgroup 1 of the RVG Schedule, under
items 20102 and 20172.

TN.10.16 Anaesthesia in Connection with an Oral and Maxillofacial Service - (Category 4 of the
Medicare Benefits Schedule)
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Benefit for anaesthesia provided by a medical practitioner in association with an Oral and Maxillofacial service
(Category 4 of the Medicalgenefits Schedule) is derived using the RVG. Benefit for anaesthesia for oral and
maxillofacial services should be claimed under the appropriate RVG item from Subgroup 1 or 2.

TN.10.17 Nerve or Plexus Blocks for Post Operative Pain - (Items 22031 to 22 041)
Items 22031 to 22041

Benefits are only payable fartra-operative nerve or plexudocks performed for the management of pmstrative
pain that are specifically catered for under it&p831 to 22041.

Items 22031 and 22036

For items 22031 and 2203postoperative pain management means that the injected therapeutic substance is
expected to prolong the analgesic effect of the epidural or intrathecal technique.

Item 22031 (initial intrathecal or epidural injection)

Benefits are payable under item 22081 the initial intrathecal or epidural injection of a therapeutic substance/s, in
association with anaesthesia and surgery, for the control ebpesitive pain. Benefit is not payable for

subsequent intraperative intrathecal and epidural injectiaterfy 22036) in the same anaesthetic episode. Where
subsequent infusion is provided post operatively, to maintain analgesia, benefit would be payable under items 18222
or 18225.

Item 22036 (subsequent intrathecal or epidural injection)

Benefits are payablender item 2203dor subsequent intrathecal or epidural injection of a therapeutic substance/s,
in association with anaesthesia and surgery, performeddptatively, for postoperative pain management, where
the catheter is already-situ. Benefits a not payable under this item where the initial injection was performed
intra-operatively, under item 22031, in the same anaesthetic episode.

Item 22041 (plexus or nerve block)

Benefits are payable under item 22041 in addition to the general anaesthéstarébdated procedure.

TN.10.18 Anaesthesia in Connection with Extensive Surgery on Facial Bones - (Item 20192)

The term 'extensive' in relation to this item is defined as major facial bone surgery or reconstruction including major
resection or osteotdes or osteectomies of mandibles and/or maxillae, surgery for prognathism or surgery for Le
Fort Il or Il fractures.

TN.10.22 Anaesthesia for Radical Procedures on the Chest Wall - (Item 20474)
Radical procedures on the chest wall referred to in iter@2@buld include procedures such as pectus excavatum.

TN.10.23 Anaesthesia for Extensive Spine or Spinal Cord Procedures - (Item 20670)

This item covers major spinal surgery involving multiple levels of the spinal cord and spinal fusion where
performed. Pocedures covered under this item would include the Harrington Rod technique. Surgery on individual
spinal levels would be covered under items 20600, 20620 and 20630.

TN.10.24 Anaesthesia for Femoral Artery Embolectomy - (Item 21274)
Item 21274 covers apathesia forfemoral artery embolectomy. Grafts involving irtadominal vessels would be
covered under item 20880.

TN.10.25 Anaesthesia for Cardiac Catheterisation - (Item 21941)
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Item 21941 does not include either central vein catheterisation oridamseftight heart balloon catheter.
Anaesthesia for these procedures is covered under item 21943.

TN.10.26 Anaesthesia for 2 Dimensional Real Time Transoesophageal Echocardiography - (Item

21936)

Benefits are payable for anaesthesia in connection witm@nsional real time transoesophageal echocardiography,
(including intraoperative echocardiography) which includes doppler techniques, real time colour flow mapping and
recording onto video tape or digital medium.

TN.10.27 Anaesthesia for Services on the Upper and Lower Abdomen - (Subgroups 6 and 7)
Establishing whether an RVG anaesthetic item pertains to the upper or lower abdomen, depends on whether the
majority of the associated surgery was performed in the region above or below the umbilicus.

Sorre examples of upper abdomen would be:

9 laparoscopy on upper abdominal viscera;

1 laparoscopy with operative focus superior to the umbilical port;

1 surgery to the liver, gallbladder and ducts, stomach, pancreas, small bowel to DJ flexure;

1 the kidneys in their@rmal location (as opposed to pelvic kidney); or

1 spleen or bowel (where it involves a diaphragmatic hernia or adhesions to gallbladder bed).

Some examples of lower abdomen would be:

1 abdominal wall below the umbilicus;

1 laparoscopy on lower abdominal visag

1 laparoscopy with operative focus inferior to the umbilical port;
1 surgery on the jejunum, ileum, or colon;

1 surgery on the appendix; or

1 surgery associated with the female reproductive system.

TN.10.28 Anaesthesia for Microvascular Free Tissue Flap Sur  gery - (Items 20230, 20355, 20475,

20704, 20804, 20905, 21155, 21275, 21455, 21535, 21685, 21785 and 21865)

Benefits are only payable where complete free tissue flap surgery is undertaken involving microsurgical arterial and
venous anastomoseBenefits @ not apply for microsurgical rotation flaps or forineplementation of digits or

either the hand or the foot.

TN.10.29 Anaesthesia for Endoscopic Ureteric Surgery - Including Laser Procedure - (Item 20911)
Benefits are not payable under item 20911 fagdostic ureteroscopy.

TN.10.30 Credentialing for peri -operative cardiac ultrasound services (22051)

Item 22051 should be performed by a provider who is appropriately credentialed to provide the particular service, by
a recognised body for the crederitigl of perioperative cardiac ultrasound services. Credentialing must be based on
criteria consistent with those recommended by the Australian and New Zealand College of Anaesttiedists

current version of their Professional Document PS46 "Guidelindsaning and Practice of Perioperative Cardiac
Ultrasound in Adults.

TN.11.1 Botulinum Toxin - (Items 18350 to 18379)
The Therapeutic Goods Administration (TGA) assesses each indication for the therapeutic use of botulinum toxin on
an individual basisThere are currently three botulinum toxin agents with TGA registration (Botox®, Dysport® and
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Xeomin®). Each has undergone a separate evaluation of its safety and efficacy by the TGA as they are neither
bioequivalent, nor dose equivale/hen claiming ader an item for the injection of botulinum toxin, only the
botulinum toxin agent specified in the item can be uddehefits are not payable where an agent other than that
specified in the item is used.

The TGA assesses each indication for the therapesg of botulinum toxin by assessment of clinical evidence for

its use in paediatric or adult patient&here an indication has been assessed for adult use, data has generally been
assessed using patients over 12 years of Bgediatric indications lra been assessed using data from patients

under 18 years of agéBotulinum toxin should only be administered to patients under the age of 18 where an item is
for a paediatric indication, and patients over 12 years of age where the item is for an adhilomdinless

otherwise specified.

Items for the administration of botulinum toxin can only be claimed by a medical practitioner who is recognised as
an eligible medical practitioner for the relevant indication under the arrangements under Sectioihd B@tmonal

Health Act 1953the Act) relating to the use and supply of botulinum toXihe specialist qualifications required to
administer botulinum toxin vary across the indications for which the medicine is listed on the PBS, and are detailed
within the relevant PBS restrictions availablevatvw.pbs.gov.au/browse/section 1@t

Iltem 18354 for the treatment of equinus, equinovarus or equinovalgus is limited to a maximum of 4 injections per
patient on any day (2 per limbAccounts should be annotated with the limb which has been treléted 18292

may not be claimed for the injection of botulintmxin, but may be claimed where a neurolytic agent (such as
phenol) is used, in addition tmtulinum toxin injection(s), to treat the obturator nerve in patients with a dynamic
foot deformity.

Treatment under item 18375 or 18379 can only continue if the patient achieves at least a 50% reduction in urinary
incontinence episodes from baselinatrthe start of week 6 through to the end of week 12 after the first treatment.
The term ‘continue’ means the patient can be retreated under item 18375 or 18379 at some point after the 12 week
period (for example; 6 to 12 months after the first treatmertt)s requirement is in line with the PBS listing for the
supply of the medicine for this indication under Section 100 oftte

Item 18362 for the treatment of severe primary axillary hyperhidrosis allows for a maximum number of 3 treatments
per patiat in a 12 month period, with no less than 4 months to elapse between treatments.

Botulinum toxin which is not supplied and administered in accordance with the arrangements under Section 100 of
theActis not required to be provided free of charge toguasi. Where a charge is made for the botulinum toxin
administered, it must be separately listed on the account and not billed to Me@icere 1 September 2015, PBS
patient cepayments have applied to botulinum toxin supplied and administered in ascerdith the arrangements
under Section 100 of the Act.

The Department of Human Services (DHS) has developtzhtih Practitioner Guideline to substantiate that a
patient had a prexisting condition at the time of the servighich is located on the DElwebsite.

TR.8.1 Mechanical thrombectomy - (Item 35414)
For the purposes of this itemljgible stroke centreneans a facility that:

(a) has a designated stroke unit;

(b) is equipped and has staff available or on call so that it is capable of pratigliftglowing to a patient on a 24
hour basis:

(i) the services of a specialist or consultant physician who has the training required under paragraph (b) of item
35414;
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(ii) diagnostic imaging services using advanced imaging techniques, which must icahpeted
tomography, computed tomography angiography, digital subtraction angiography, magnetic resonance
imaging, and magnetic resonance angiography; and

(iii) care from a team of health practitioners which includes a stroke physician, a neurologissurgeon, a
radiologist, an anaesthetist, an intensive care unit specialist, a medical imaging technologist, and a nurse;

(c) has dedicated endovascular angiography facilities; and
(d) has written procedures for assessing and treating patients whahenag; have, experienced a stroke.

Note: A health practitioner may fulfil the role of more than one of the types of health practitioner specified in
paragraph (b)(iii). For example, a neurologist may also be a stroke physician.

Conjoint Committee for Reagnition of Training in Interventional Neuroradiology (CCINR)

CCINR comprises representatives from #estralian and New Zealand Society of Neuroradiology (ANZSNR), the
Neurosurgical Society of Australasia (NSA) and the Australian and New Zealand Aissoofdtieurologists

(ANZAN). For the purposes of this item, specialists or consultant physicians performing this procedure must have
trainingrecognised by CCINR, and the Departmeintiuman Services notified of that recognition.
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THERAPEUTIC PROCEDURES ITEMS

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES

1. HYPERBARIC OXYGEN THERAPY

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 1. Hyperbaric Oxygen Therapy

HYPERBARIC, OXYGEN THERAPY, for treatment of localised roaurological softissue radiation
injuries excluding radiatioimduced soft tissue lymphoedema of the arm after treatment for breast
cancer, performed in a comprehensive hyperbaric medicine facility, under the supervision of a n
practitioner qualified in hyperbaric miine, for a period in the hyperbaric chamber of between 1 h
30 minutes and 3 hours, including any associated attendance.

(See para TN.1.1 of explanatory notes to this Category)

13015 Fee: $258.85 Benefit: 75% = $194.15 85% = $220.05
HYPERBARIC OXYGEN THERAPY, for treatment of decompression illness, gas gangrene, air ¢
embolism; diabetic wounds including diabetic gangrene and diabetic foot ulcers; necrotising soft
infections including necrotising fasciitis or Fournier's gangrene; dhéoprevention and treatment of
osteoradionecrosis, performed in a comprehensive hyperbaric medicine facility, under the super
a medical practitioner qualified in hyperbaric medicine, for a period in the hyperbaric chamber of]
between 1 hour 30 mutes and 3 hours, including any associated attendance
(See para TN.1.1 of explanatory notes to this Category)

13020 Fee:$263.00 Benefit: 75% = $197.25 85% = $223.55
HYPERBARIC OXYGEN THERAPY for treatment of decompression iliness, air or gas embholis
performed in a comprehensive hyperbaric medicine facility, under the supervision of a medical
practitioner qualified in hyperbaric medicine, for a period in the hyperbaric chamber greater than
hours, including any associated attendanmer hour (ompart of an hour)
(See para TN.1.1 of explanatory notes to this Category)

13025 Fee:$117.55 Benefit: 75% = $88.20 85% = $99.95
HYPERBARIC OXYGEN THERAPY performed in a comprehensive hyperbaric medicine facility
where the medical practitioner is pressed in the hyperbaric chamber for the purpose of providing
continuous life saving emergency treatment, including any associated attenganbeur (or part of g
hour)
(See para TN.1.1 of explanatory notes to this Category)

13030 Fee:$166.05 Benefit: 75%=$124.55 85% = $141.15

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 2. DIALYSIS

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 2. Dialysis

SUPERVISION IN HOSPITAL by a medical specialist bAemodialysis, haemofiltration,
haemgerfusion or peritoneal dialysis, including all professional attendances, where the total atte
time on the patient by the supervising medical specialist exceeds 45 minutes in 1 day

(See para TN.1.2 of explanatory notes to this Category)

13100 Fee:$138.85 Benefit: 75% = $104.15 85% = $118.05
SUPERVISION IN HOSPITAL by a medical specialist bAemodialysis, haemofiltration,
13103 haemoperfusion or peritoneal dialysis, including all professional attendances, where the total att
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 2. DIALYSIS

time on the patierby the supervising medical specialist does not exceed 45 minutes in 1 day

(See para TN.1.2 of explanatory notes to this Category)
Fee:$72.35 Benefit: 75% = $54.30 85% = $61.50

13104

Planning and management of home dialysis (either haemodialystsitimeal dialysis), by a consultg
physician in the practice of his or her specialty of renal medicine, for a patient wittiagedrenal
disease, and supervision of that patient onafhinistered dialysis, to a maximum of 12 claims per
year

(See jara TN.1.3, TN.1.23 of explanatory notes to this Category)
Fee:$150.30 Benefit: 85% = $127.80

13105

Haemodialysis for a patient with ewsthge renal disease if:

(a) the service is provided by a registered nurse, an Aboriginal health worker or an Adbangin
Torres Strait Islander health practitioner on behalf of a medical practitioner; and

(b) the service is supervised by the medical practitioner (either in person or remotely); and
(c) the patientds care is managed by a neph

(d) the patienis treated or reviewed by the nephrologist every 3 to 6 months (either in person or
remotely); and

(e) the patient is not an admitted patient of a hospital; and
(f) the service is provided in a Modified Monash 7 area

Fee:$601.45 Benefit: 100% = $601.45

13106

DECLOTTING OF AN ARTERIOVENOUS SHUNT

Fee:$123.30 Benefit: 75% = $92.50 85% = $104.85

13109

INDWELLING PERITONEAL CATHETER (Tenckhoff or similar) FOR DIALYSISNSERTION
AND FIXATION OF (Anaes.)

Fee:$231.40 Benefit: 75% = $173.55 85% = $&F0

13110

INDWELLING PERITONEAL CATHETER (Tenckhoff or similar) FOR DIALYSIS , removal of
(including catheter cuffs) (Anaes.)

Fee:$232.15 Benefit: 75% = $174.15 85% = $197.35

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 3. ASSISTED REPRODUCTIVE SERVICES

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 3. Assisted Reproductive Services

EMSN
13200

ASSISTED REPRODUCTIVE TECHNOLOGIES SUPEROVULATED TREATMENT CYCLE
PROCEEDING TO OOCYTE RETRIEVAL, involving the use of drugs to induce supdatton, and
including quantitative estimation of hormones, semen preparation, ultrasound examinations, all
treatment counselling and embryology laboratory services but excluding artificial insemination o
transfer of frozen embryos or donated embryosvarar a service to which iterh3201, 13202, 13203
13206, 13218 appliesbeing services rendered during 1 treatment cytl8TIAL cycle in a single
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 3. ASSISTED REPRODUCTIVE SERVICES

calendar year

(See para TN.1.4 of explanatory notes to this Category)
Fee:$3,160.50 Benefit: 75% = $230.40 85% = $3075.80
Extended Medicare Safety Net Cap$1,702.30

ASSISTED REPRODUCTIVE TECHNOLOGIES SUPEROVULATED TREATMENT CYCLE
PROCEEDING TO OOCYTE RETRIEVAL, involving the use of drugs to induce superovulation,
including quantitativeestimation of hormones, semen preparation, ultrasound examinations, all
treatment counselling and embryology laboratory services but excluding artificial insemination o
transfer of frozen embryos or donated embryos or ova or a service to which 326, 13202, 13203,
13206, 13218 appliesbeing services rendered during 1 treatment cyekch cycle SUBSEQUENT t
the first in a single calendar year

(See para TN.1.4 of explanatory notes to this Category)

EMSN Fee:$2,956.30 Benefit: 75% = $2217.25 85%%$2871.60

13201 Extended Medicare Safety Net Cap$2,471.05
ASSISTED REPRODUCTIVE TECHNOLOGIES SUPEROVULATED TREATMENT CYCLE TH
IS CANCELLED BEFORE OOCYTE RETRIEVAL, involving the use of drugs to induce
superovulation and including quantitativeiesttion of hormones, semen preparation, ultrasound
examinations, but excluding artificial insemination or transfer of frozen embryos or donated emb
ova or a service to which Item 13200, 13201, 13203, 13206, 13218, applies being services rend
during 1 treatment cycle
(See para TN.1.4 of explanatory notes to this Category)

EMSN Fee:$473.00 Benefit: 75% = $354.75 85% = $402.05

13202 Extended Medicare Safety Net Cap$66.00
OVULATION MONITORING SERVICES, for artificial inseminationincludingquantitative
estimation of hormones and ultrasound examinations, being services rendered during 1 treatme
but excluding a service to which Item 13200, 13201, 13202, 13206, 13212, 13215, 13218, appli¢
(See para TN.1.4 of explanatory notes to @asegory)

EMSN Fee:$494.55 Benefit: 75% = $370.95 85% = $420.40

13203 Extended Medicare Safety Net Cap$109.90
ASSISTED REPRODUCTIVE TECHNOLOGIES TREATMENT CYCLE using either the natural
or oral medication only to induce oocyte growth and dgwelent, and including quantitative estimati
of hormones, semen preparation, ultrasound examinations, all treatment counselling and embry
laboratory services but excluding artificial insemination, frozen embryo transfer or donated embr
ova or teatment involving the use of injectable drugs to induce superovulation being services rel
during 1 treatment cycle but only if rendered in conjunction with a service to which item 13212 a
(See para TN.1.4 of explanatory notes to this Category)

EMSN Fee:$473.00 Benefit: 75% = $354.75 85% = $402.05

13206 Extended Medicare Safety Net Cap$66.00
PLANNING and MANAGEMENT of a referred patient by a specialist for the purpose of treatmen
assisted reproductive technologies or for artificigeimination payable once only during 1 treatmen
cycle
(See para TN.1.4 of explanatory notes to this Category)

EMSN Fee:$86.05 Benefit: 75% = $64.55 85% = $73.15

13209 Extended Medicare Safety Net Cap$11.05

EMSN Professional attendance on a patient Bpecialist practising in his or her specialty if:

13210
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 3. ASSISTED REPRODUCTIVE SERVICES

(@) the attendance is by video conference; and
(b) item 13209 applies to the attendance; and
(c) the patient is not an admitted patient; and
(d) the patient:
(i) is located both:
(A) within a telehealth eligible area; and
(B) at the time of the attendanetleast 15 kms by road from the specialist; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aborigiral Community Controlled Health Service for which a direction made ur
subsection 19 (2) of the Act applies

(See para TN.1.21 of explanatory notes to this Category)
Derived Fee:50% of the fee for item 13209. Benefit: 85% of the derived fee
Extended Medicare Safety Net Cap$5.40

EMSN
13212

Oocyte retrieval for the purpose of assisted reproductive technologied rendered in connection
with a service to which item 13200, 13201 or 13206 applies (Anaes.)

(See para TN.1.4 of explanatory notes to @asegory)
Fee:$360.10 Benefit: 75% = $270.10 85% = $306.10
Extended Medicare Safety Net Cap$71.50

EMSN
13215

Transfer of embryos or both ova and sperm to the uterus or fallopian tubes, excluding artificial
inseminatioronly if rendered in connectionith a service to which item 13200, 13201, 13206 or 13
applies, being services rendered in one treatment cycle (Anaes.)

(See para TN.1.4 of explanatory notes to this Category)
Fee:$112.90 Benefit: 75% = $84.70 85% = $96.00
Extended Medicare SafetyNet Cap: $49.50

EMSN
13218

PREPARATION of frozen or donated embryos or donated oocytes for transfer to the uterus or fg
tubes, by any means and including quantitative estimation of hormones and all treatment couns
excluding artificial irsemination services rendered in 1 treatment cycle and excluding a service tg
item 13200, 13201, 13202, 13203, 13206, 13212 applies (Anaes.)

(See para TN.1.4, TN.1.5 of explanatory notes to this Category)
Fee:$806.25 Benefit: 75% = $604.70 85% $721.55
Extended Medicare Safety Net Cap$713.90

EMSN
13221

Preparation of semen for the purpose of artificial inseminadidn if rendered in connection with a
service to which item 13203 applies

(See para TN.1.4 of explanatory notes to this Category)
Fee:$51.60 Benefit: 75% = $38.70 85% = $43.90
Extended Medicare Safety Net Cap$22.05
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 3. ASSISTED REPRODUCTIVE SERVICES

EMSN
13251

INTRACYTOPLASMIC SPERM INJECTION for the purposes of assisted reproductive technolog
for male factor infertility, excluding a service to which 1t&®3203 or 13218 applies

(See para TN.1.5 of explanatory notes to this Category)
Fee:$424.65 Benefit: 75% = $318.50 85% = $361.00
Extended Medicare Safety Net Cap$109.90

13260

Processing and cryopreservation of semen for fertility preservation &esbm@fore or after completiof
of gonadotoxic treatment for malignant or Amalignant conditions, in a pepubertal male in Tanner
stages HV, up to 60 years old, if the patient is referred by a specialist or consultant physician, ini
cryopreservatin of semen (not including storage)ne of a maximum of two semen collection cycle
per patient in a lifetime.

(See para TN.1.22 of explanatory notes to this Category)
Fee:$421.65 Benefit: 75% = $316.25 85% = $358.45
Extended Medicare Safety Net Cap$274.10

13290

SEMEN, collection of, from a patient with spinal injuries or medically induced impotence, for the
purposes of analysis, storage or assisted reproductioa,rbgdical practitioner using a vibrator or
electroejaculation device including tiseterisation and drainage of bladder where required

Fee:$207.50 Benefit: 75% = $155.65 85% = $176.40

13292

SEMEN, collection of, from a patient with spinal injuries or medically induced impotence, for the
purposes of analysis, storage or assistptbriction, bya medical practitioner using a vibrator or

electroejaculation device including catheterisation and drainage of bladder where required, unde
general anaesthetic, in a hospital (Anaes.)

Fee:$415.25 Benefit: 75% = $311.45 85% = $353.00

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 4. PAEDIATRIC & NEONATAL

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 4. Paediatric & Neonatal

UMBILICAL OR SCALP VEIN CATHETERISATION in a NEONATE with or without infusion; or
cannulaion of a vein in a neonate

13300 Fee:$57.85 Benefit: 75% = $43.40 85% = $49.20
UMBILICAL ARTERY CATHETERISATION with or without infusion

13303 Fee:$85.75 Benefit: 75% = $64.35 85% = $72.90
BLOOD TRANSFUSION with venesection and complete repiaaa of blood, including collection
from donor

13306 Fee:$339.45 Benefit: 75% = $254.60 85% = $288.55
BLOOD TRANSFUSION with venesection and complete replacement of blood, using blood alre
collected

13309 Fee:$289.40 Benefit: 75% = $217.05 85% = 48.00
BLOOD for pathology test, collection of, BY FEMORAL OR EXTERNAL JUGULAR VEIN
PUNCTURE IN INFANTS

13312
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 4. PAEDIATRIC & NEONATAL

Fee:$28.90 Benefit: 75% = $21.70 85% = $24.60

CENTRAL VEIN CATHETERISATION- by open exposure in a person under 12 years of age (A

(See para TN.1.6 of explanatory notes to this Category)

13318 Fee:$231.10 Benefit: 75% = $173.35 85% = $196.45
CENTRAL VEIN CATHETERISATION in a neonate via peripheral vein (Anaes.)
13319 Fee:$231.10 Benefit: 75% = $173.35 85% = $196.45

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 5. CARDIOVASCULAR

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 5. Cardiovascular

13400

RESTORATION OF CARDIAC RHYTHM by electrical stimulation (cardioversion), other than in {
course of cardiac surgefAnaes.)

Fee:$98.35 Benefit: 75% = $73.80 85% = $83.60

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 6. GASTROENTEROLOGY

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 6. Gastroenterology

13506

GASTROOESOPHAGEAL balloon intubatiorfipr control of bleeding from gastric oesophageal va

Fee:$187.45 Benefit: 75% = $140.60 85% = $159.35

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 8. HAEMATOLOGY

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 8. Haematology

1370

HARVESTING OF HOMOLOGOUS (including allogeneic) or AUTOLOGOUS bone marrow for t
purpose of transplantation (Anaes.)

Fee:$338.60 Benefit: 75% = $253.95 85% = $287.85

13703

TRANSFUSION OF BLOOD, including collection from donor

Fee:$121.40 Benefit: 75% = $91.05 85% = $103.20

13706

TRANSFUSION OF BLOOD or bone marrow already collected

(See para TN.1.7 of explanatory notes to this Category)
Fee:$84.70 Benefit: 75% = $63.55 85% = $72.00

13709

COLLECTION OF BLOOD for autologous transfusionwinen homologous blood is required for
immediate transfusion in emergency situation

(See para TN.1.8 of explanatory notes to this Category)
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 8. HAEMATOLOGY

Fee:$49.25 Benefit: 75% = $36.95 85% = $41.90

13750

THERAPEUTIC HAEMAPHERESIS for the removal of plasma oiludal (or both) elements of bloog
utilising continuous or intermittent flow techniques; including morphological tests for cell counts
viability studies, if performed; continuous monitoring of vital signs, fluid balance, blood volume a
other paramete with continuous registered nurse attendance under the supervision of a consultg
physician, not being a service associated with a service to which item 13755 gppladsle once per
day

Fee:$138.85 Benefit: 75% = $104.15 85% = $118.05

13755

DONOR HAEMAPHERESIS for the collection of blood products for transfusion, utilising continu
intermittent flow techniques; including morphological tests for cell counts and viability studies;

continuous monitoring of vital signs, fluid balance, blooduwoe and other parameters; with continu
registered nurse attendance under the supervision of a consultant physician; not being a service
associated with a service to which item 13750 applies/able once per day

Fee:$138.85 Benefit: 75% = $104.15 85% = $118.05

13757

THERAPEUTIC VENESECTION for the management of haemochromatosis, polycythemia vera
porphyria cutanea tarda

Fee:$74.10 Benefit: 75% = $55.60 85% = $63.00

13760

IN VITRO PROCESSING (and cryopreservation) of bone marrow or paaphiod for autologous
stem cell transplantation as an adjunct to high dose chemotherapy for:

. chemosensitive intermediate or high grade-Hodgkin's lymphoma at high risk of relapse followin
first line chemotherapy; or

. Hodgkin's disease which hedapsed following, or is refractory to, chemotherapy; or

. acute myelogenous leukaemia in first remission, where suitable genotypically matched sibling
not available for allogeneic bone marrow transplaont;

. multiple myeloma in remissiondmplete or partial) following standard dose chemotherapy;
. small round cell sarcomas; or

. primitive neuroectodermal tumour; or

. germ cell tumours which have relapsed following, or are refractory to, chemotherapy;

. germ cell tumours which havadh an incomplete response to first line therapy.

- performed under the supervision of a consultant physiciach day.

Fee:$774.80 Benefit: 75% = $581.10 85% = $690.10

T1. MISCELLANEOUS THERAPEUTIC 9. PROCEDURES ASSOCIATED WITH INTENSIVE
PROCEDURES CARE AND CARDIOPULMONARY SUPPORT

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 9. Procedures Associated With Intensive Care And Cardiopulmonary Support

13815

CENTRAL VEIN CATHETERISATION by percutaneous or open exposure not besggvéce to
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T1. MISCELLANEOUS THERAPEUTIC 9. PROCEDURES ASSOCIATED WITH INTENSIVE
PROCEDURES CARE AND CARDIOPULMONARY SUPPORT

which item 13318 applies (Anaes.)

(See para TN.1.6 of explanatory notes to this Category)
Fee:$86.60 Benefit: 75% = $64.95 85% = $73.65

13818

RIGHT HEART BALLOON CATHETER, insertion of, including pulmonary wedge pressure and
cardiac outputmeasurement (Anaes.)

(See para TN.1.10 of explanatory notes to this Category)
Fee:$115.50 Benefit: 75% = $86.65 85% = $98.20

13830

INTRACRANIAL PRESSURE, monitoring of, by intraventricular or subdural catheter, subarachn
bolt or similar, by a sp@alist or consultant physiciareach day

Fee:$76.55 Benefit: 75% = $57.45 85% = $65.10

13839

ARTERIAL PUNCTURE and collection of blood for diagnostic purposes

Fee:$23.40 Benefit: 75% = $17.55 85% = $19.90

13842

INTRAARTERIAL CANNULATION for the purpose of taking multiple arterial blood samples for
blood gas analysis

(See para TN.1.10 of explanatory notes to this Category)
Fee:$70.40 Benefit: 75% = $52.80 85% = $59.85

13847

COUNTERPULSATION BY INTRAAORTIC BALLOON management on the firstydncluding
initial and subsequent consultations and monitoring of parameters (Anaes.)

(See para TN.1.10 of explanatory notes to this Category)
Fee:$158.60 Benefit: 75% = $118.95 85% = $134.85

13848

COUNTERPULSATION BY INTRAAORTIC BALLOON managemeon each day subsequent to
first, including associated consultations and monitoring of parameters

(See para TN.1.10 of explanatory notes to this Category)
Fee:$133.15 Benefit: 75% = $99.90 85% = $113.20

13851

CIRCULATORY SUPPORT DEVICE, managemteof, on first day

Fee:$501.55 Benefit: 75% = $376.20 85% = $426.35

13854

CIRCULATORY SUPPORT DEVICE, management of, on each day subsequent to the first

Fee:$116.70 Benefit: 75% = $87.55 85% = $99.20

13857

AIRWAY ACCESS, ESTABLISHMENT OF AND NITIATION OF MECHANICAL VENTILATION
(other than in the context of an anaesthetic for surgery), outside an Intensive Care Unit, for the
of subsequent ventilatory support in an Intensive Care Unit

(See para TN.1.10 of explanatory notes to this @eagg
Fee:$148.75 Benefit: 75% = $111.60 85% = $126.45

T1. MISCELLANEOUS THERAPEUTIC 10. MANAGEMENT AND PROCEDURES
PROCEDURES UNDERTAKEN IN AN INTENSIVE CARE UNIT

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 10. Management And Procedures Undertaken In An Intensive Care Unit
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T1. MISCELLANEOUS THERAPEUTIC 10. MANAGEMENT AND PROCEDURES
PROCEDURES UNDERTAKEN IN AN INTENSIVE CARE UNIT

(Note: See para T1.8 of Explanatory Notes to this

Category for definition of an Intensive Care Unit)

MANAGEMENT of a patient in an Intensive Care Unit by a specialist or consultant physician wh
immediately available and exclusively rostered for intensive -caduding initial and subsequent
attendances, electrocardiographic monitoring, arterial sampling and bladder catheterisation
management on the first day (H)

(See para TN.1.9, TN.1.1TN.1.10 of explanatory notes to this Category)

13870 Fee:$367.90 Benefit: 75% = $275.95
MANAGEMENT of a patient in an Intensive Care Unit by a specialist or consultant physician wh
immediately available and exclusively rostered for intensive -cdaduding all attendances,
electrocardiographic monitoring, arterial sampling and bladder catheterisat@mmagement on each
day subsequent to the first day (H)
(See para TN.1.9, TN.1.11 of explanatory notes to this Category)

13873 Fee:$272.90 Benefit: 75% =$204.70
CENTRAL VENOUS PRESSURE, pulmonary arterial pressure, systemic arterial pressure or ca
intracavity pressure, continuous monitoring by indwelling catheter in an intensive care unit and n
by a specialist or consultant physician vwk@mmediately available and exclusively rostered for
intensive care once only for each type of pressure on any calendar day (up to a maximum of 4
pressures) (H)
(See para TN.1.9, TN.1.11, TN.1.10 of explanatory notes to this Category)

13876 Fee:$78.15 Beneit: 75% = $58.65
AIRWAY ACCESS, ESTABLISHMENT OF AND INITIATION OF MECHANICAL
VENTILATION, in an Intensive Care Unit, not in association with any anaesthetic service, by a
specialist or consultant physician for the purpose of subsequent ventdappgrt (H)
(See para TN.1.9, TN.1.11 of explanatory notes to this Category)

13881 Fee:$148.75 Benefit: 75% = $111.60
VENTILATORY SUPPORT in an Intensive Care Unit, management of, by invasive means, or-by
invasive means where the only alternativedorinvasive ventilatory support would be invasive
ventilatory support, by a specialist or consultant physician who is immediately available and exc
rostered for intensive care, each day (H)
(See para TN.1.9, TN.1.11 of explanatory notes toGhatgegory)

13882 Fee:$117.10 Benefit: 75% = $87.85
CONTINUOUS ARTERIO VENOUS OR VENO VENOUS HAEMOFILTRATION, in an intensive
care unit, management by a specialist or consultant physician who is immediately available and
exclusively rostered for intensiveare- on the first day (H)
(See para TN.1.9, TN.1.11 of explanatory notes to this Category)

13885 Fee:$156.10 Benefit: 75% = $117.10
CONTINUOUS ARTERIO VENOUS OR VENO VENOUS HAEMOFILTRATION, in an intensive

13888 care unit, management by a specialist or attast physician who is immediately available and
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T1. MISCELLANEOUS THERAPEUTIC 10. MANAGEMENT AND PROCEDURES
PROCEDURES UNDERTAKEN IN AN INTENSIVE CARE UNIT

exclusively rostered for intensive caren each day subsequent to the first qbly

(See para TN.1.9, TN.1.11 of explanatory notes to this Category)
Fee:$78.15 Benefit: 75% = $58.65

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 11. CHEMOTHERAPEUTIC PROCEDURES

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 11. Chemotherapeutic Procedures

CYTOTOXIC CHEMOTHERAPY, administration of, either by intravenous push technique (direct
into a vein, or a butterfly needle, or the sigen of an infusion) or by intravenous infusion of not mo
than 1 hours durationpayable once only on the same day, not being a service associated with
photodynamic therapy with verteporfin or for the admintstraof drugs used immediately prior to, o
with microwave (UHF radiowave) cancer therapy alone

(See para TN.1.12 of explanatory notes to this Category)

13915 Fee:$66.10 Benefit: 75% = $49.60 85% = $56.20
CYTOTOXIC CHEMOTHERAPY, administration of, hiptravenous infusion of more than 1 hours
duration but not more than 6 hours duratigrayable once only on the same day

13918 Fee:$99.50 Benefit: 75% = $74.65 85% = $84.60
CYTOTOXIC CHEMOTHERAPY, administration of, by intravenous infusion of nbean 6 hours
duration- for the first day of treatment

13921 Fee:$112.55 Benefit: 75% = $84.45 85% = $95.70
CYTOTOXIC CHEMOTHERAPY, administration of, by intravenous infusion of more than 6 hour
duration- on each day subsequent to the first ingame continuous treatment episode

13924 Fee:$66.30 Benefit: 75% = $49.75 85% = $56.40
CYTOTOXIC CHEMOTHERAPY, administration of, either by intaaterial push technique (directly
into an artery, a butterfly needle or the saen of an infusion) orintra-arterial infusion of not more
than 1 hours durationpayable once only on the same day

13927 Fee:$85.75 Benefit: 75% = $64.35 85% = $72.90
CYTOTOXIC CHEMOTHERAPY, administration of, by inti@terial infusion of more than 1 hours
duration bt not more than 6 hours duratiepayable once only on the same day

13930 Fee:$119.70 Benefit: 75% = $89.80 85% = $101.75
CYTOTOXIC CHEMOTHERAPY, administration of, by inti@terial infusion of more than 6 hours
duration- for the first day of tretament

13933 Fee:$132.80 Benefit: 75% = $99.60 85% = $112.90
CYTOTOXIC CHEMOTHERAPY, administration of, by inti@terial infusion of more than 6 hours
duration- on each day subsequent to the first in the same continuous treatment episode

13936 Fee:$86.9 Benefit: 75% = $64.90 85% = $73.55
IMPLANTED PUMP OR RESERVOIR, loading of, with a cytotoxic agent or agents, not being a s

13939 associated with a service to which item 13915, 13918, 13921, 13924, 13927, 13930, 13933, 139
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 11. CHEMOTHERAPEUTIC PROCEDURES

13945 applies

(See para TN.1.13 of explanatory notes to this Category)
Fee:$99.50 Benefit: 75% = $74.65 85% = $84.60

AMBULATORY DRUG DELIVERY DEVICE, loading of, with a cytotoxic agent or agents for the
infusion of the agent or agents via the intravenousg-artterial or spinal routes, not being a service
associated with a service to which item 13915, 13918, 13921, 13924, 13927, 13930, 13933, 13¢
13945 applies

(See para TN.1.13 of explanatory notes to this Category)

13942 Fee:$66.30 Benefit: 75% = $49.75 85% = $56.40
LONG-TERM IMPLANTED DRUG DELIVERY DEVICE FOR CYTOTOXIC CHEMOTHERAPY,
accessing of

13945 Fee:$53.35 Benefit: 75% = $40.05 85% = $45.35
CYTOTOXIC AGENT, instillation of, into a body cavity

13948 Fee:$66.30 Benefit: 75% = $49.75 85% $56.40

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 12. DERMATOLOGY

Group T1. Miscellaneous Therapeutic Procedures

Subgroup 12. Dermatology

UVA or UVB phototherapy administered in a whole body cabinet or hand and foot cabinet includ
assaiated consultations other than the initial consultation, if treatment is initiated and supervised
specialist in the specialty of dermatology

Applicable not more than 150 times in a 12 month period

(See para TN.1.14 of explanatory notes to this Cagggo

14050 Fee:$53.60 Benefit: 75% = $40.20 85% = $45.60
Laser photocoagulation using laser radiation in the treatment of vascular abnormalities of the he
neck, including any associated consultation, if:
(a) the abnormality is visible from 3 metreand
(b) photographic evidence demonstrating the need for this service is documented in the patient
to a maximum of 4 sessions (including any sessions to which this item or any o #&6&to 14118
apply) in any 12 month period (Anaes.)
(See ra TN.1.15 of explanatory notes to this Category)
Fee:$154.95 Benefit: 75% = $116.25 85% = $131.75

14100 Extended Medicare Safety Net Cap$124.00
Laser photocoagulation using laser radiation in the treatment of vascular malformations, infantile
haermangiomas, café au lait macules and naevi of Ota, other than melanocytic naevi (common m
the abnormality is visible from 3 metres, including any associated consultation, up to a maximun
sessions (including any sessions to which this item pio&items 14100 to 14118 apply) in any 12
month perio® area of treatment less than 1502((mnaes.)

14106
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 12. DERMATOLOGY

(See para TN.1.15 of explanatory notes to this Category)
Fee:$162.70 Benefit: 75% = $122.05 85% = $138.30

14115

Laser photocoagulation using lasediedion in the treatment of vascular malformations, infantile
haemangiomas, café au lait macules and naevi of Ota, other than melanocytic naevi (common n
including any associated consultation, up to a maximum of 6 sessions (including any sesglicis tq

this item or any of items 14100 to 14118 apply) in any 12 month ge@oda of treatment 150 érto
300 cnf (Anaes.)

(See para TN.1.15 of explanatory notes to this Category)
Fee:$260.60 Benefit: 75% = $195.45 85% = $221.55

14118

Laser photocoagation using laser radiation in the treatment of vascular malformations, infantile
haemangiomas, café au lait macules and naevi of Ota, other than melanocytic naevi (common n
including any associated consultation, up to a maximum of 6 sessionsl{igchny sessions to which
this item or any of items 14100 to 14115 apply) in any 12 month geroda of treatment more than

300 cnf (Anaes.)

(See para TN.1.15 of explanatory notes to this Category)
Fee:$330.95 Benefit: 75% = $248.25 85% = $281.35

14124

Laser photocoagulation using laser radiation in the treatment of vascular malformations, infantile
haemangiomas, caffitlait macules and naevi of Ota, other than melanocytic naevi (common mol
including any associated consultation, if:

(a) a seveth or subsequent session (including any sessions to which this item or any df4tdfgo
14118 apply) is indicated in a 12 month period commencing on the day of the first session; and

(b) photographic evidence demonstrating the need for this sesuilceiimented in the patient notes
(Anaes.)

(See para TN.1.15 of explanatory notes to this Category)
Fee:$154.95 Benefit: 75% = $116.25 85% = $131.75

T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 13. OTHER THERAPEUTIC PROCEDURES

Group T1. Miscellaneou s Therapeutic Procedures

Subgroup 13. Other Therapeutic Procedures

14200

GASTRIC LAVAGE in the treatment of ingested poison

Fee:$60.75 Benefit: 75% = $45.60 85% = $51.65

14201

POLY-L-LACTIC ACID, one or more injections of, for the initial sessonly, for the treatment of
severe facial lipoatrophy caused by antiretroviral therapy, when prescribed in accordance with t
National Health Act 1953 once per patient

(See para TN.1.16 of explanatory notes to this Category)
Fee:$240.65 Benefit: 75% = $180.50 85% = $204.60
Extended Medicare Safety Net Cap$36.10

14202

POLY-L-LACTIC ACID, one or more injections of (subsequent sessions), for the continuation of
treatment of severe facial lipoatrophy caused by antiretroviral therapy, when grdsordxzcordance
with the National Health Act 1953
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T1. MISCELLANEOUS THERAPEUTIC
PROCEDURES 13. OTHER THERAPEUTIC PROCEDURES

(See para TN.1.16 of explanatory notes to this Category)
Fee:$121.80 Benefit: 75% = $91.35 85% = $103.55
Extended Medicare Safety Net Cap$18.30

HORMONE OR LIVING TISSUE IMPLANTATION, by diretimplantation involving incision and
suture (Anaes.)

(See para TN.1.4, TN.1.17 of explanatory notes to this Category)

14203 Fee:$51.95 Benefit: 75% = $39.00 85% = $44.20
HORMONE OR LIVING TISSUE IMPLANTATION by cannula
(See para TN.1.4, TN.1.17 explanatory notes to this Category)

14206 Fee:$36.15 Benefit: 75% = $27.15 85% = $30.75
INTRAARTERIAL INFUSION or retrograde intravenous perfusion of a sympatholytic agent

14209 Fee:$90.10 Benefit: 75% = $67.60 85% = $76.60
INTUSSUSCEPTION, maagement of fluid or gas reduction for (Anaes.)

14212 Fee:$188.25 Benefit: 75% = $141.20 85% = $160.05
IMPLANTED INFUSION PUMP REFILLING OF reservoir, with a therapeutic agent or agents, fo
infusion to the subarachnoid or epidural space, with orowithe programming of a programmable
pump, for the management of chronic intractable pain

14218 Fee:$99.50 Benefit: 75% = $74.65 85% = $84.60
LONG-TERM IMPLANTED DEVICE FOR DELIVERY OF THERAPEUTIC AGENTS, accessing
not being a service associawith a service to which item 13945 applies

14221 Fee:$53.35 Benefit: 75% = $40.05 85% = $45.35
ELECTROCONVULSIVE THERAPY, with or without the use of stimulus dosing techniques, incl
any electroencephalographic monitoring and associated coisultahaes.)

14224 Fee:$71.50 Benefit: 75% = $53.65 85% = $60.80
IMPLANTED INFUSION PUMP, REFILLING of reservoir, with baclofen, for infusion to the
subarachnoid or epidural space, with or withogpregramming of a programmable pump, for the
managenent of severe chronic spasticity
(See para TN.1.18 of explanatory notes to this Category)

14227 Fee:$99.50 Benefit: 75% = $74.65 85% = $84.60
Intrathecal or epidural SPINAL CATHETER insertion or replacement of, for connection to a
subcutaneous imptéed infusion pump, for the management of severe chronic spasticity with bacl
(Anaes.) (Assist.)
(See para TN.1.18 of explanatory notes to this Category)

14230 Fee:$302.80 Benefit: 75% = $227.10
INFUSION PUMP, subcutaneous implantation or replaceémgrand connection to intrathecal or
epidural catheter, and loading of reservoir with baclofen, with or without programming of the pun
the management of severe chronic spasticity (Anaes.) (Assist.)
(See para TN.1.18 of explanatory notes to thie@ary)

14233 Fee:$367.70 Benefit: 75% = $275.80

14236 INFUSION PUMP, subcutaneous implantation of, AND intrathecal or epidural SPINAL CATHET
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T1. MISCELLANEOUS THERAPEUTIC

PROCEDURES 13. OTHER THERAPEUTIC PROCEDURES
insertion, and connection of pump to catheter and loading of reservoir with baclofen, with or with
programming othe pump, for the management of severe chronic spasticity (Anaes.) (Assist.)
(See para TN.1.18 of explanatory notes to this Category)

Fee:$670.50 Benefit: 75% = $502.90

Removal of subcutaneously IMPLANTED INFUSION PUMP, OR removal or repositiorfin
intrathecal or epidural SPINAL CATHETER, for the management of severe chronic spasticity (A
(See para TN.1.18 of explanatory notes to this Category)

14239 Fee:$161.95 Benefit: 75% = $121.50
SUBCUTANEOUS RESERVOIR AND SPINAL CATHETER, inseni®f, for the management of
severe chronic spasticity (Anaes.)

(See para TN.1.18 of explanatory notes to this Category)

14242 Fee:$481.25 Benefit: 75% = $360.95
IMMUNOMODULATING AGENT, administration of, by intravenous infusion for at least 2 hours
durdion - payable once only on the same day and where the agent is provided under section 10
Pharmaceutical Benefits Scheme
(See para TN.1.19 of explanatory notes to this Category)

14245 Fee:$99.50 Benefit: 75% = $74.65 85% = $84.60

T2. RADIATION ONCOLOGY 1. SUPERFICIAL
Group T2. Radiation Oncology

Subgroup 1. Superficial
(Benefits for administration of general anaesthetic for radiotherapy are payable under Group T1
RADIOTHERAPY, SUPERFICIAL (including treatment with xrays, radivays or other radioactive
substances), not being a service to which another item in this Group applies each attendance at]
fractionated treatment is given
-1 field

15000 Fee:$43.25 Benefit: 75% = $32.45 85% = $36.80
Radiotherapy, superficiaincluding treatment with xays, radium rays or other radioactive substang
not being a service to which another item in this Group appéeash attendance at which fractionate
treatment is given 2 or more fields up to a maximum of 5 additionald&e

15003 Derived Fee:The fee for item 15000 plus for each field in excess of 1, an amount of $17.35
RADIOTHERAPY, SUPERFICIAL, attendance at which single dose technique is applied
-1 field

15006 Fee:$95.85 Benefit: 75% = $71.90 85% = $81.50

15009 Radiotherapy, superficial attendance at which a single dose technique is afpbednore fields up to
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T2. RADIATION ONCOLOGY 1. SUPERFICIAL

a maximum of 5 additional fields
Derived Fee:The fee for item 15006 plus for each field in excess of 1, an amount of $18.85
RADIOTHERAPY, SUPIRFICIAL each attendance at which treatment is given to an eye

15012 Fee:$54.30 Benefit: 75% = $40.75 85% = $46.20

T2. RADIATION ONCOLOGY 2. ORTHOVOLTAGE
Group T2. Radiation Oncology

Subgroup 2. Orthovoltage
RADIOTHERAPY, DEEP OR ORTHOVOTAGE each attendance at which fractionated treatmen
given at 3 or more treatments per week
-1 field
(See para TN.2.1 of explanatory notes to this Category)

15100 Fee:$48.45 Benefit: 75% = $36.35 85% = $41.20
Radiotherapy, deep or orthovoltageck attendance at which fractionated treatment is given at 3 o
treatments per week?2 or more fields up to a maximum of 5 additional fields (rotational therapy be
fields)

(See para TN.2.1 of explanatory notes to this Category)

15103 Derived Fee:The fee for item 15100 plus for each field in excess of 1, an amount of $19.10
RADIOTHERAPY, DEEP OR ORTHOVOLTAGEeach attendance at which fractionated treatmen
given at 2 treatments per week or less frequently
-1 field

15106 Fee:$57.20 Benefit: 75% = $42.90 85% = $48.65
Radiotherapydeep or orthovoltageach attendance at whiftactionated treatment given at 2
treatments per week or less frequentByor more fields up to a maximum of 5 additional fields
(rotational therapy beingfgelds)

15109 Derived Fee:The fee for item 15106 plus for each field in excess of 1, an amount of $23.05
RADIOTHERAPY, DEEP OR ORTHOVOLTAGEattendance at which single dose technique is
applied 1 field

15112 Fee:$122.15 Benefit: 75% = $91.65 85% = $31B5
Radiotherapy, deep or orthovoltage attendance at which a single dose technique is appliecre
fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)

15115
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T2. RADIATION ONCOLOGY 2. ORTHOVOLTAGE

Derived Fee:The fee for item 15112 plus for each fieldeixcess of 1, an amount of $48.05

T2. RADIATION ONCOLOGY 3. MEGAVOLTAGE

Group T2. Radiation Oncology

Subgroup 3. Megavoltage

RADIATION ONCOLOGY TREATMENT, using cobalt unit or caesium teletherapy wath
attendance at which treatmésgiven

- 1 field

15211 Fee:$55.60 Benefit: 75% = $41.70 85% = $47.30
Radiation oncology treatment, using cobalt unit or caesium teletherapyeaciy attendance at which
treatment is given 2 or more fields up to a maximum of 5 additional figtistional therapy being 3
fields)

15214 Derived Fee:The fee for item 15211 plus for each field in excess of 1, an amount of $32.40
RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with of
without electron facilities eat attendance at which treatment is givénfield - treatment delivered tg
primary site (lung)

15215 Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55
RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with of
without electrorfacilities - each attendance at which treatment is givéffield - treatment delivered tg
primary site (prostate)

15218 Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55
RADIATION ONCOLOGY TREATMENT, using a single photon energy linear acceleratdr avit
without electron facilities each attendance at which treatment is givéffield - treatment delivered tg
primary site (breast)

15221 Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55
RADIATION ONCOLOGY TREATMENT, using a single photon energyelam accelerator with or
without electron facilities each attendance at which treatment is givéfiield - treatment delivered tg
primary site for diseases and conditions not covered by items 15215, 15218 and 15221

15224 Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55
RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with of
without electron facilities each attendance at which treatment is givéfiield - treatment delivered tg
secondary site

15227 Fee:$60.60 Benefit: 75%= $45.45 85% = $51.55
RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with of
without electron facilities each attendance at which treatment is giv2ror more fields up to a
maximum of 5 additional fields (rofanal therapy being 3 fields)treatment delivered to primary site
(lung)

15230
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Derived Fee:The fee for item 15215 plus for each field in excess of 1, an amount of $38.55

15233

RADIATION ONCOLOGY TREATMENT, using a single photon energy linear acceleratdr avit
without electron facilities each attendance at which treatment is giveror more fields up to a
maximum of 5 additional fields (rotational therapy being 3 fieldedatment delivered to primary site
(prostate)

Derived Fee:The fee for item 1588 plus for each field in excess of 1, an amount of $38.55

15236

RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with of
without electron facilities each attendance at which treatment is giveror more fields up to a
maximum of 5 additional fields (rotational therapy being 3 fieldsgatment delivered to primary site
(breast)

Derived Fee:The fee for item 15221 plus for each field in excess of 1, an amount of $38.55

15239

RADIATION ONCOLOGY TREATMENT, using a singlphoton energy linear accelerator with or
without electron facilities each attendance at which treatment is giv2mor more fields up to a
maximum of 5 additional fields (rotational therapy being 3 fieldsgatment delivered to primary site
for diseaes and conditions not covered by items 15230, 15233 or 15236

Derived Fee:The fee for item 15224 plus for each field in excess of 1, an amount of $38.55

15242

RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with of
without electron facilities each attendance at which treatment is giv2ror more fields up to a
maximum of 5 additional fields (rotational therapy being 3 fieldedatment delivered to secondary ¢

Derived Fee:The fee for item 15227 plus for each fiéhdexcess of 1, an amount of $38.55

15245

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a
minimum higher energy of at least 10MV photons, with electron facilittesch attendance at which
treatment is given 1 field - treatment delivered to primary site (lung)

Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55

15248

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a
minimum higher energy of at least 10MV photons, with electron faslittach attendance at which
treatment is given 1 field - treatment delivered to primary site (prostate)

Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55

15251

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a
minimumhigher energy of at least 10MV photons, with electron facilitiesch attendance at which
treatment is given 1 field - treatment delivered to primary site (breast)

Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55

15254

RADIATION ONCOLOGY TREATMENT,using a dual photon energy linear accelerator with a
minimum higher energy of at least 10MV photons, with electron facilitteegch attendance at which
treatment is given 1 field - treatment delivered to primary site for diseases and conditions nertecby
by items 15245, 15248 or 15251

Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55

15257

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a
minimum higher energy of at least 10MV photons, with electron facilitteghattendance at which
treatment is given 1 field - treatment delivered to secondary site

Fee:$60.60 Benefit: 75% = $45.45 85% = $51.55

15260

RADIATION ORADIATION ONCOLOGY treatment, using a dual photon energy linear accelerat
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with a minimum higheenergy of at least 10mv photons, with electron facilitieach attendance at
which treatment is given2 or more fields up to a maximum of 5 additional fields (rotational therag
being 3 fields) treatment delivered to primary site (lung)

Derived Fee:The fee for item 15245 plus for each field in excess of 1, an amount of $38.55

15263

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a
minimum higher energy of at least 10MV photons, with electron facilittesh attenaince at which
treatment is given 2 or more fields up to a maximum of 5 additional fields (rotational therapy bein
fields) - treatment delivered to primary site (prostate)

Derived Fee:The fee for item 15248 plus for each field in excess of 1, an @inod$38.55

15266

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a
minimum higher energy of at least 10MV photons, with electron facilittesh attendance at which
treatment is given 2 or more fields up to a maximuafi 5 additional fields (rotational therapy being 1
fields) - treatment delivered to primary site (breast)

Derived Fee:The fee for item 15251 plus for each field in excess of 1, an amount of $38.55

15269

RADIATION ONCOLOGY TREATMENT, using a dual phot@nergy linear accelerator with a

minimum higher energy of at least 10MV photons, with electron facilittesch attendance at which
treatment is given2 or more fields up to a maximum of 5 additional fields (rotational therapy beir]
fields) - treatment delivered to primary site for diseases and conditions not covered by items 152€
15263 or 15266

Derived Fee:The fee for item 15254 plus for each field in excess of 1, an amount of $38.55

15272

RADIATION ONCOLOGY TREATMENT, using a dual photon eneigyear accelerator with a

minimum higher energy of at least 10MV photons, with electron facilittesch attendance at which
treatment is given2 or more fields up to a maximum of 5 additional fields (rotational therapy beir]
fields) - treatment deliered to secondary site

Derived Fee:The fee for item 15257 plus for each field in excess of 1, an amount of $38.55

15275

RADIATION ONCOLOGY TREATMENT with IGRT imaging facilities undertaken:
(a) to implement an IMRT dosimetry plan prepared in accoelarith item 15565; and

(b) utilising an intensity modulated treatment delivery mode (delivered by a fixed or dynamic gan
linear accelerator or by a helical nora@n based linear accelerator), once only at each attendance
which treatment is given.

Fee:$185.85 Benefit: 75% = $139.40 85% = $158.00

T2. RADIATION ONCOLOGY 4. BRACHYTHERAPY

Group T2. Radiation Oncology

Subgroup 4. Brachytherapy

15303

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having alifal§reater
than 115 days using manual afterloading techniques (Anaes.)

Fee:$362.70 Benefit: 75% = $272.05 85% = $308.30

15304

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having alif@al§reater
than 115 days using automatic afterloadinditégues (Anaes.)
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Fee:$362.70 Benefit: 75% = $272.05 85% = $308.30

15307

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having alif@léf less
than 115 days including iodine, gold, iridium or tantalum using manual afterloadingcpeesitAnaes.

Fee:$687.65 Benefit: 75% = $515.75 85% = $602.95

15308

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having alifaléf less
than 115 days including iodine, gold, iridium or tantalum using automatic afterloadimjees
(Anaes.)

Fee:$687.65 Benefit: 75% = $515.75 85% = $602.95

15311

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having a-hif@fgreater
than 115 days using manual afterloading techniques (Anaes.)

Fee:$338.55 Benefit: 75% = $£53.95 85% = $287.80

15312

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having a-hif@fgreater
than 115 days using automatic afterloading techniques (Anaes.)

Fee:$336.10 Benefit: 75% = $252.10 85% = $285.70

15315

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having altfi@lbf less
than 115 days including iodine, gold, iridium or tantalum using manual afterloading techniques (

Fee:$664.70 Benefit: 75% = $498.55 85% = $580.00

15316

INTRAVAGINAL T REATMENT ALONE using radioactive sealed sources having alifieléf less
than 115 days including iodine, gold, iridium or tantalum using automatic afterloading techniqueg
(Anaes.)

Fee:$664.70 Benefit: 75% = $498.55 85% = $580.00

15319

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed
sources having a hdlife greater than 115 days using manual afterloading techniques (Anaes.)

Fee:$412.55 Benefit: 75% = $309.45 85% = $350.70

15320

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed
sources having a hdlife greater than 115 days using automatic afterloading techniques (Anaes.)

Fee:$412.55 Benefit: 75% = $309.45 85% = $350.70

15323

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioative sealed
sources having a hadlife of less than 115 days including iodine, gold, iridium or tantalum using ma
afterloading techniques (Anaes.)

Fee:$733.55 Benefit: 75% = $550.20 85% = $648.85

15324

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed
sources having a hdlife of less than 115 days including iodine, gold, iridium or tantalum using
automatic afterloading techniques (Anaes.)

Fee:$733.55 Benefit: 75% = $550.20 85% = $648.85

15327

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a halffe of less than 115 days
including iodine, gold, iridium or tantalum) to a region, under general anaesthesia, or epidural or
(intrathecal) nerve block, requiring surgical exposure and using manual afterleachingjties (Anaes

Fee:$798.00 Benefit: 75% = $598.50 85% = $713.30

15328

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a halife of less than 115 days
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including iodine, gold, iridium or tantalum) to a region, under general anaesthesiajwakgr spinal
(intrathecal) nerve block, requiring surgical exposure and using automatic afterloading techniqug
(Anaes.)

Fee:$798.00 Benefit: 75% = $598.50 85% = $713.30

15331

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a halife of less than 115 days
including iodine, gold, iridium or tantalum) to a site (including the tongue, mouth, salivary gland,
subcutaneous sites), where the volume treated involves multiple planes but does not require suf
exposure and using manual afbading techniques (Anaes.)

Fee:$757.75 Benefit: 75% = $568.35 85% = $673.05

15332

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a halffe of less than 115 days
including iodine, gold, iridium or tantalum) to a site (including the tongueitimsalivary gland, axilla
subcutaneous sites), where the volume treated involves multiple planes but does not require sur
exposure and using automatic afterloading techniques (Anaes.)

Fee:$757.75 Benefit: 75% = $568.35 85% = $673.05

15335

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a halife of less than 115 days
including iodine, gold, iridium or tantalum) to a site where the volume treated involves only a sin
plane but does not require surgical exposure and using manual afitegleechniques (Anaes.)

Fee:$687.65 Benefit: 75% = $515.75 85% = $602.95

15336

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a halife of less than 115 days
including iodine, gold, iridium or tantalum) to a site where the volume treatety@ss/only a single
plane but does not require surgical exposure and using automatic afterloading technigques (Anae

Fee:$687.65 Benefit: 75% = $515.75 85% = $602.95

15338

PROSTATE, radioactive seed implantation of, radiation oncology componery,ttesisrectal
ultrasound guidance, for localised prostatic malignancy at clinical stages T1 (clinically inapparen
tumour not palpable or visible by imaging) or T2 (tumour confined within prostate), with a Gleasq
score of less than or equal to 7 and asfate specific antigen (PSA) of less than or equal to 10ng/m
the time of diagnosisThe procedure must be performed at an approved site in association with a
urologist.

(See para TN.2.2 of explanatory notes to this Category)
Fee:$950.55 Benefit: 75%= $712.95 85% = $865.85

15339

REMOVAL OF A SEALED RADIOACTIVE SOURCE under general anaesthesia, or under epidy
spinal nerve block (Anaes.)

Fee:$77.40 Benefit: 75% = $58.05 85% = $65.80

15342

CONSTRUCTION AND APPLICATION OF A RADIOACTIVE MQ@ILD using a sealed source
having a haHife of greater than 115 days, to treat intracavity, intraoral or intranasal site

Fee:$193.35 Benefit: 75% = $145.05 85% = $164.35

15345

CONSTRUCTION AND APPLICATION OF A RADIOACTIVE MOULD using a sealed source
having a haHife of less than 115 days including iodine, gold, iridium or tantalum to treat intracavi
intraoral or intranasal sites

Fee:$515.90 Benefit: 75% = $386.95 85% = $438.55

15348

SUBSEQUENT APPLICATIONS OF RADIOACTIVE MOULD referred to item 15342 or
15345 each attendance
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Fee:$59.35 Benefit: 75% = $44.55 85% = $50.45
CONSTRUCTION WITH OR WITHOUT INITIAL APPLICATION OF RADIOACTIVE MOULD no
exceeding 5 cm. diameter to an external surface

15351 Fee:$118.45 Benefit: 75% = $88.85 85% = $100.70
CONSTRUCTION AND INITIAL APPLICATION OF RADIOACTIVE MOULD 5 cm. or more in
diameter to an external surface

15354 Fee:$143.75 Benefit: 75% = $107.85 85% = $122.20
"SUBSEQUENT APPLICATIONS OF RADIOACTIVE MOULD, attendance upopadient to apply g
radioactive mould constructed for application to an external surface of the patient other than an
attendance which is the first attendance to apply the mould each attendance"

15357 Fee:$40.70 Benefit: 75% = $30.55 85% = $34.60

T2. RADIATION ONCOLOGY 5. COMPUTERISED PLANNING
Group T2. Radiation Oncology

Subgroup 5. Computerised Planning
RADIOTHERAPY PLANNING

RADIATION FIELD SETTING using a simulator or isocentric xray or megavoltage machine or C
single area for treément by a single field or parallel opposed fields (not being a service associate(
service to which item 15509 applies)
(See para TN.2.3 of explanatory notes to this Category)

15500 Fee:$246.55 Benefit: 75% = $184.95 85% = $209.60
RADIATION FIELD SETTING using a simulator or isocentric xray or megavoltage machine or C
single area, where views in more than 1 plane are required for treatment by multiple fields, or of
(not being a service associated with a service to which item liili2s)
(See para TN.2.3 of explanatory notes to this Category)

15503 Fee:$316.55 Benefit: 75% = $237.45 85% = $269.10
RADIATION FIELD SETTING using a simulator or isocentric xray or megavoltage machine or C
or more areas, or of total body lvailf body irradiation, or of mantle therapy or inverted Y fields, or ¢
irregularly shaped fields using multiple blocks, or of offaxis fields or several joined fields (not bei
service associated with a service to which item 15515 applies)
(See para TI.3 of explanatory notes to this Category)

15506 Fee:$472.75 Benefit: 75% = $354.60 85% = $401.85
RADIATION FIELD SETTING using a diagnostic xray unit of a single area for treatment by a sin
field or parallel opposed fields (not being a servicmamted with a service to which item 15500
applies)
(See para TN.2.3 of explanatory notes to this Category)

15509 Fee:$213.65 Benefit: 75% = $160.25 85% = $181.65
RADIATION FIELD SETTING using a diagnostic xray unit of a single area, where viewsie than
1 plane are required for treatment by multiple fields, or of 2 areas (not being a service associate
service to which item 15503 applies)

15512 (See para TN.2.3 of explanatory notes to this Category)
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Fee:$275.45 Benefit: 75% = $206.60 85% $234.15

15513

RADIATION SOURCE LOCALISATION using a simulator orpay machine or CT of a single area,
where views in more than 1 plane are required, for brachytherapy treatment planning for 1125 se
implantation of localised prostate cancer, in assiociavith item 15338

(See para TN.2.3 of explanatory notes to this Category)
Fee:$311.45 Benefit: 75% = $233.60 85% = $264.75

15515

RADIATION FIELD SETTING using a diagnostic xray unit of 3 or more areas, or of total body or|
body irradiation, oof mantle therapy or inverted Y fields, or of irregularly shaped fields using mul
blocks, or of offaxis fields or several joined fields (not being a service associated with a service
item 15506 applies)

(See para TN.2.3 of explanatory noteshis Category)
Fee:$398.80 Benefit: 75% = $299.10 85% = $339.00

15518

RADIATION DOSIMETRY by a CT interfacing planning computer for megavoltage or teletherap
radiotherapy by a single field or parallel opposed fields to 1 area with up to 2 rshieldcks

(See para TN.2.3 of explanatory notes to this Category)
Fee:$78.25 Benefit: 75% = $58.70 85% = $66.55

15521

RADIATION DOSIMETRY by a CT interfacing planning computer for megavoltage or teletherap
radiotherapy to a single area by 3 or midels, or by a single field or parallel opposed fields to 2 al
or where wedges are used

(See para TN.2.3 of explanatory notes to this Category)
Fee:$345.35 Benefit: 75% = $259.05 85% = $293.55

15524

RADIATION DOSIMETRY by a CT interfacing planng computer for megavoltage or teletherapy
radiotherapy to 3 or more areas, or by mantle fields or inverted Y fields or tangential fields or irre
shaped fields using multiple blocks, or offaxis fields, or several joined fields

(See para TN.2.3 ofkplanatory notes to this Category)
Fee:$647.55 Benefit: 75% = $485.70 85% = $562.85

15527

RADIATION DOSIMETRY by a non CT interfacing planning computer for megavoltage or teleth
radiotherapy by a single field or parallel opposed fields to 1waitbaup to 2 shielding blocks

(See para TN.2.3 of explanatory notes to this Category)
Fee:$80.20 Benefit: 75% = $60.15 85% = $68.20

15530

RADIATION DOSIMETRY by a non CT interfacing planning computer for megavoltage or teleth
radiotherapy to aisgle area by 3 or more fields, or by a single field or parallel opposed fields to 2
or where wedges are used

(See para TN.2.3 of explanatory notes to this Category)
Fee:$357.80 Benefit: 75% = $268.35 85% = $304.15

15533

RADIATION DOSIMETRY bya non CT interfacing planning computer for megavoltage or telethe
radiotherapy to 3 or more areas, or by mantle fields or inverted Y fields, or tangential fields or
irregularly shaped fields using multiple blocks, or offaxis fields, or several jdigleld

(See para TN.2.3 of explanatory notes to this Category)
Fee:$678.40 Benefit: 75% = $508.80 85% = $593.70

15536

BRACHYTHERAPY PLANNING, computerised radiation dosimetry

(See para TN.2.3 of explanatory notes to this Category)
Fee:$271.15 Beneft: 75% = $203.40 85% = $230.50
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BRACHYTHERAPY PLANNING, computerised radiation dosimetry for 1125 seed implantation o
localised prostate cancer, in association with item 15338

(See para TN.2.3 of explanatory notes to this Category)

15539 Fee:$637.35 Benefit: 75% = $478.05 85% = $552.65
SIMULATION FOR THREE DIMENSIONAL CONFORMAL RADIOTHERAPY without intravenol
contrast medium, where:
(a) treatment set up and technique specifications are in preparations for three dimensional con
radiotherapy dose planning; and
(b) patient set up and immobilisation techniques are suitable for reliable CT image volume datg
acquisition and three dimensional conformal radiotherapy treatment; and
(c) ahighquality CT-image volume dataset must &equired for the relevant region of interest to b
planned and treated; and
(d) the image set must be suitable for the generation of quality digitally reconstructed radiogray
images
(See para TN.2.3 of explanatory notes to this Category)

15550 Fee:$66915 Benefit: 75% = $501.90 85% = $584.45
SIMULATION FOR THREE DIMENSIONAL CONFORMAL RADIOTHERAPY pre and post
intravenous contrast medium, where:
(a) treatment set up and technique specifications are in preparations for three dimensionalaton
radiotherapy dose planning; and
(b) patient set up and immobilisation techniques are suitable for reliable CT image volume data
acquisition and three dimensional conformal radiotherapy treatment; and
(c) ahighquality CT-image volume datasetust be acquired for the relevant region of interest to
planned and treated; and
(d) the image set must be suitable for the generation of quality digitally reconstructed radiogray
images
(See para TN.2.3 of explanatory notes to this Category)

15553 Fee:$721.90 Benefit: 75% = $541.45 85% = $637.20
SIMULATION FOR INTENSITY-MODULATED RADIATION THERAPY (IMRT), with or without
intravenous contrast medium, if:
1. treatment setip and technique specifications are in preparations for-thimensional conformal
radiotherapy dose planning; and
2. patient seup and immobilisation technigues are suitable for reliablér@dge volume data
acquisition and thredimensional conformal radiotherapy; and
3. a highquality CT-image volume dataset acquired for the relevant region of interest to be plan
and treated; and
4. the image set is suitable for the generation of quality digiteltpnstructed radiographic images.
(See para TN.2.3 of explanatory notes to this Category)

15555 Fee:$721.9 Benefit: 75% = $541.45 85% = $637.20
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15556

DOSIMETRY FOR THREE DIMENSIONAL CONFORMAL RADIOTHERAPY OF LEVEL 1
COMPLEXITY where:

(@) dosimetry for a single phase three dimensional conformal treatment plan using CT image v
dataset and havingsingle treatment target volume and organ at risk; and

(b) one gross tumour volume or clinical target volume, plus one planning target volume plus at
one relevant organ at risk as defined in the prescription must be rendered as volumes; and

(c) the organ at risk must be nominated as a planning dose goal or constraint and the prescripl
specify the organ at risk dose goal or constraint; and

(d) dose volume histograms must be generated, approved and recorded with the plan; and
(e) a CT image volume dataset must be used for the relevant region to be planned and treated

() the CT images must be suitable for the generation of quality digitally reconstructed radiogral
images

(See para TN.2.3 of explanatory notes to thiee@Gary)
Fee:$675.05 Benefit: 75% = $506.30 85% = $590.35

15559

DOSIMETRY FOR THREE DIMENSIONAL CONFORMAL RADIOTHERAPY OF LEVEL 2
COMPLEXITY where:

(a) dosimetry for a two phase three dimensional conformal treatment plan using CT image volu
dataet(s) with at least one gross tumour volume, two planning target volumes and one organ at
defined in the prescription; or

(b) dosimetry for a one phase three dimensional conformal treatment plan using CT image voly
datasets with at least one gsdumour volume, one planning target volume and two organ at risk g
goals or constraints defined in the prescription; or

(c) image fusion with a secondary image (CT, MRI or PET) volume dataset used to define targ
organ at risk volumes in camjction with and as specified in dosimetry for three dimensional confg
radiotherapy of level 1 complexity.

All gross tumour targets, clinical targets, planning targets and organs at risk as defined in the
prescription must be rendered as volumes. drigan at risk must be nominated as planning dose g¢
or constraints and the prescription must specify the organs at risk as dose goals or constraints.
volume histograms must be generated, approved and recorded with the plan. A CT image volet
must be used for the relevant region to be planned and treated. The CT images must be suitable
generation of quality digitally reconstructed radiographic images

(See para TN.2.3 of explanatory notes to this Category)
Fee:$880.40 Benefit: 75% =$660.30 85% = $795.70

15562

DOSIMETRY FOR THREE DIMENSIONAL CONFORMAL RADIOTHERAPY OF LEVEL 3
COMPLEXITY - where:

(a) dosimetry for a three or more phase three dimensional conformal treatment plan using CT i
volume dataset(s) with at least agr@ss tumour volume, three planning target volumes and one or|
risk defined in the prescription; or

(b) dosimetry for a two phase three dimensional conformal treatment plan using CT image voly
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datasets with at least one gross tumour volume, and

(i) two planning target volumes; or

(i) two organ at risk dose goals or constraints defined in the prescription.
or

(c) dosimetry for a one phase three dimensional conformal treatment plan using CT image voly
datasets with at lshone gross tumour volume, one planning target volume and three organ at ris
goals or constraints defined in the prescription;

or

(d) image fusion with a secondary image (CT, MRI or PET) volume dataset used to define targ
organ at risk viumes in conjunction with and as specified in dosimetry for three dimensional conf
radiotherapy of level 2 complexity.

All gross tumour targets, clinical targets, planning targets and organs at risk as defined in the
prescription must be renderedvadumes. The organ at risk must be nominated as planning dose ¢
or constraints and the prescription must specify the organs at risk as dose goals or constraints.
volume histograms must be generated, approved and recorded with the plan. A CVdlmagedatase
must be used for the relevant region to be planned and treated. The CT images must be suitablg
generation of quality digitally reconstructed radiographic images

(See para TN.2.3 of explanatory notes to this Category)
Fee:$1,138.70 Benefit: 75% = $854.05 85% = $1054.00

15565

Preparation of an IMRT DOSIMETRY PLAN, which uses one or more CT image volume dataset
(@) in preparing the IMRT dosimetry plan:

(i) the differential between target dose and normal tissueisiosaximised, based on a review ar
assessmenly a radiation oncologist; and

(i) all gross tumour targets, clinical targets, planning targets and organs at risk are rendereg
volumes as defined in the prescription; and

(i) organs atisk are nominated as planning dose goals or constraints and the prescription s
the organs at risk as dose goals or constraints; and

(iv) dose calculations and dose volume histograms are generated in an inverse planned pro
using a speclieed calculation algorithm, with prescription and plan details approved and reco
the plan; and

(v) aCT image volume dataset is used for the relevant region to be planned and treated; an

(vi) the CT images are suitable for the getieraof quality digitally reconstructed radiographic
images; and

(b) the final IMRT dosimetry plan is validated by the radiation therapist and the medical physicis
robust quality assurance processes that include:

(i) determination of the aacacy of the dose fluence delivered by the rdefif collimator and
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gantryposition (static or dynamic); and

(ii) ensuring that the plan is deliverable, data transfer is acceptable and validation checks ar
completed on a linear accelerator; and

(iii) validating the accuracy of the derived IMRT dosimetry plan; and
(c) the final IMRT dosimetry plan is approved by the radiation oncologist prior to delivery.

(See para TN.2.3 of explanatory notes to this Category)
Fee:$3,366.85 Benefit: 75% =$2525.15 85% = $3282.15

T2. RADIATION ONCOLOGY 6. STEREOTACTIC RADIOSURGERY

Group T2. Radiation Oncology

Subgroup 6. Stereotactic Radiosurgery

15600

STEREOTACTIC RADIOSURGERY, including all radiation oncology consultations, planning,
simulaion, dosimetry and treatment

Fee:$1,729.55 Benefit: 75% = $1297.20 85% = $1644.85

7. RADIATION ONCOLOGY TREATMENT

T2. RADIATION ONCOLOGY VERIFICATION

Group T2. Radiation Oncology

Subgroup 7. Radiation Oncology Treatment Verification

157@™

RADIATION ONCOLOGY TREATMENT VERIFICATION- single projection (with single or doubl
exposures) when prescribed and reviewed by a radiation oncologist and not associated with iten
or 15710 each attendance at which treatment is verified (ie maxi one per attendance).

(See para TN.2.4 of explanatory notes to this Category)
Fee:$46.70 Benefit: 75% = $35.05 85% = $39.70

15705

RADIATION ONCOLOGY TREATMENT VERIFICATION- multiple projection acquisition when
prescribed and reviewed by a radiationcologist and not associated with item 15700 or 15@&@h
attendance at which treatment involving three or more fields is verified (ie maximum one per
attendance).

(See para TN.2.4 of explanatory notes to this Category)
Fee:$77.85 Benefit: 75% = $8.40 85% = $66.20

15710

RADIATION ONCOLOGY TREATMENT VERIFICATION- volumetric acquisition, when prescrib
and reviewedby a radiation oncologist and not associated with item 15700 or r%&¥Hh attendance
at which treatment involving three fields more is verified (ie maximum one per attendance).

(see para T2.5 of explanatory notes to this Category)

(See para TN.2.4 of explanatory notes to this Category)
Fee:$77.85 Benefit: 75% = $58.40 85% = $66.20

15715

RADIATION ONCOLOGY TREATMENT VERFICATION of planar or volumetric IGRT for IMRT,
involving the use of at least 2 planar image views or projections or 1 volumetric image set to fac
3-dimensional adjustment to radiation treatment field positioning, if:
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7. RADIATION ONCOLOGY TREATMENT

(a) the treatment techniqieclassified as IMRT; and

(b) the margins applied to volumes (clinical target volume or planning target volume) are tailoreg
reduced to minimise treatment related exposure of healthy or normal tissues; and

(c) the decisions made using acquired imageshased on action algorithms and are given effect
immediately prior to or during treatment delivery by qualified and trained staff considering compl
competing factors and using software driven modelling programs; and

(d) the radiation treatment fiefubsitioning requires accuracy levels of less than 5mm (curative cag
up to 10mm (palliative cases) to ensure accurate dose delivery to the target; and

(e) the image decisions and actions are documented in the patient's record; and

(f) the radiatioroncologist is responsible for supervising the process, including specifying the typ
frequency of imaging, tolerance and action levels to be incorporated in the process, reviewing th
analysis and any reports and relevant images during thengeitourse and specifying action protod
as required; and

(g) when treatment adjustments are inadequate to satisfy treatment protocol requirements, repls
required; and

(h) the imaging infrastructure (hardware and software) is linked to tareat unit and networked to
an image database, enabling both on line and off line reviews.

(See para TN.2.4 of explanatory notes to this Category)
Fee:$77.85 Benefit: 75% = $58.40 85% = $66.20

T2. RADIATION ONCOLOGY VERIFICATION

8. BRACHYTHERAPY PLANNING AND

Group T2. Radiation Oncology

Subgroup 8. Brachytherapy Planning And Verification

BRACHYTHERAPY TREATMENT VERIFICATION- maximum of one only for each attendance.

(See para TN.2.4 of explanatory notes to this Category)

15800 Fee:$97.& Benefit: 75% = $73.40 85% = $83.20
RADIATION SOURCE LOCALISATION using a simulator;-pay machine, CT or ultrasound of a
single area, where views in more than one plane are required, for brachytherapy treatment plan
being a service twhich Item 15513 applies.
15850 Fee:$202.70 Benefit: 75% = $152.05 85% = $172.30
10. TARGETED INTRAOPERATIVE
T2. RADIATION ONCOLOGY RADIOTHERAPY
Group T2. Radiation Oncology
Subgroup 10. Targeted Intraoperative Radiotherapy
INTRAOPERATIVE RADIOTHERAPY
15900 BREAST, MALIGNANT TUMOUR, targeted intraoperative radiotherapy, using an Intrabeam® d
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10. TARGETED INTRAOPERATIVE

delivered at the time of breasbnserving surgery (partial mastectomy or lumpectomy) for a patient
who:

a) is 45 years of age or more; and

b) hasa T1 or small T2 (less than or equal to 3cm in diameter) primary tumour; and
¢) has an histologic Grade 1 or 2 tumour; and

d) has an oestrogereceptor positive tumour; and

e) has a node negative malignancy; and

f) is suitable for wide local excisianf a primary invasive ductal carcinoma that was diagnosed as
unifocal on conventional examination and imaging; and

g) has no contrindications to breast irradiation

Fee:$254.00 Benefit: 75% = $190.50

T3. THERAPEUTIC NUCLEAR MEDICINE

Group T3. Th erapeutic Nuclear Medicine

16003

INTRACAVITY ADMINISTRATION OF A THERAPEUTIC DOSE OF YTTRIUM 90 not including
preliminary paracentesis, not being a service associated with selective internal radiation therapy
which item 35404, 35406 or 35408 appl{gsaes.)

(See para TN.3.1 of explanatory notes to this Category)
Fee:$660.90 Benefit: 75% = $495.70 85% = $576.20

16006

ADMINISTRATION OF A THERAPEUTIC DOSE OF IODINE 131 for thyroid cancer by single dd
technique

Fee:$507.85 Benefit: 75% = $3800 85% = $431.70

16009

ADMINISTRATION OF A THERAPEUTIC DOSE OF IODINE 131 for thyrotoxicosis by single do
technique

Fee:$346.60 Benefit: 75% = $259.95 85% = $294.65

16012

INTRAVENOUS ADMINISTRATION OF A THERAPEUTIC DOSE OF PHOSPHOROUS 32

Fee:$299.85 Benefit: 75% = $224.90 85% = $254.90

16015

ADMINISTRATION OF STRONTIUM 89 for painful bony metastases from carcinoma of the prog
where hormone therapy has failed and either:

(i) the disease is poorly controlled by conventional radiaiheror
(i) conventional radiotherapy is inappropriate, due to the wide distribution of sites of bone pair|

Fee:$4,151.05 Benefit: 75% = $3113.30 85% = $4066.35

16018

ADMINISTRATION OF 153 SM-LEXIDRONAM for the relief of bone pain due to skeleta¢tastases
(as indicated by a positive bone scan) where hormonal therapy and/or chemotherapy have failec
either the disease is poorly controlled by conventional radiotherapy or conventional radiotherapy
inappropriate, due to the wide distributioinsites of bone pain.
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Fee:$2,481.55 Benefit: 75% = $1861.20 85% = $2396.85

T4. OBSTETRICS

Group T4. Obstetrics

Professional attendance on a patient by a specialist practising in his or her specialty of obstetric
(a) the attenance is by video conference; and
(b) item 16401, 16404, 16406, 16500, 16590 or 16591 applies to the attendance; and
(c) the patient is not an admitted patient; and
(d) the patient:
(i) is located both:
(A) within a telehealth eligible areand
(B) at the time of the attendaneaeleast 15 kms by road from the specialist; or
(ii) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or

(B) an Aboriginal Community Controlled Heal8ervice for which a direction made und
subsection 19 (2) of the Act applies

(See para TN.4.12 of explanatory notes to this Category)

EMSN Derived Fee:50% of the fee for item 16401,16404,16406,16500,16590 or 16591. Benefit: 85% of the deri

16399 Extended Medicare Safety Net Cap:$24.50
ANTENATAL CARE Antenatal service provided by a midwife, nurse or an Aboriginal and Torres
Islander health practitionerif: (a) the service is provided on behalf of, and under the supervision
medical pratitioner; (b) the service is provided at, or from, a practice location in a regional, rural
remote area; (c) the service is not performed in conjunction with another antenatal attendance it
patient, same practitioner on the same day); (d)ehéce is not provided for an admitted patient of ¢
hospital; and to a maximum of 10 service per preghancy
(See para TN.4.1 of explanatory notes to this Category)

EMSN Fee:$27.70 Benefit: 85% = $23.55

16400 Extended Medicare Safety Net Cap$11.25
Profesional attendance at consulting rooms or a hospital by a specialist in the practice of his or
specialty of obstetrics, after referral of the patient to him or bach attendance, other than a secon
subsequent attendance in a single course atintrent
(See para TN.4.2 of explanatory notes to this Category)

EMSN Fee:$86.90 Benefit: 75% = $65.20 85% = $73.90

16401 Extended Medicare Safety Net Cap$55.80
Professional attendance at consulting rooms or a hospital by a specialist in the pfdgsice her
specialty of obstetrics after referral of the patient to him or kach attendance SUBSEQUENT to tk
first attendance in a single course of treatment.

EMSN

16404 (See para AN.0.70, TN.4.2 of explanatory notes to this Category)
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Fee:$43.70 Benefit: 75% = $32.80 85% = $37.15
Extended Medicare Safety Net Cap$33.50

EMSN
16406

Antenatal professional attendance, by an obstetrician or general practitioner, as part of a single
treatment when the patient is referred by a participating midRégable only once for a pregnancy

Fee:$136.10 Benefit: 75% = $102.10 85% = $115.70
Extended Medicare Safety Net Cap$109.90

16407

Postnatal professional attendance (other than a service to which any other item applies) if the at
(a) is by a obstetrician or general practitioner; and
(b) is in hospital or at consulting rooms; and

(c) is between 4 and 8 weeks after the birth; and
(d) lasts at least 20 minutes; and

(e) includes a mental health assessment (including screening for drug and @deoctiod domestic
violence) of the patient; and

(f) is for a pregnancy in relation to which a service to which item 82140 applies is not provided
Payable once only for a pregnancy

(See para TN.4.13 of explanatory notes to this Category)
Fee:$72.85 Benefit: 75% = $54.65 85% = $61.95
Extended Medicare Safety Net Cap$47.40

16408

Postnatal attendance (other than attendance at consulting rooms, a hospital or a residential age
facility or a service to which any other item applies) if the attendance:

(a) is by:

(i) a midwife (on behalf of and under the supervision of the medical practitioner who attend
birth); or

(i) an obstetrician; or

(iii) a general practitioner; and
(b) is between 1 week and 4 weeks after the birth; and
(c) lasts at least®minutes; and
(d) is for a patient who was privately admitted for the birth; and
(e) is_dfo(rja pregnancy in relation to which a service to which item 82130, 82135 or 82140 applies
provide

Payable once only for a pregnancy

Fee:$54.25 Benefit: 85% =$46.15
Extended Medicare Safety Net Cap$35.30

EMSN
16500

ANTENATAL ATTENDANCE

(See para TN.4.3 of explanatory notes to this Category)
Fee:$47.90 Benefit: 75% = $35.95 85% = $40.75
Extended Medicare Safety Net Cap$33.50
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EMSN
16501

EXTERNAL CEPHALIC VERSION for breech presentation, after 36 weeks where no contraindic
exists, in a Unit with facilities for Caesarean Section, includingaomd post version CTG, with or
without tocolysis, not being a service to which items 55718 to 55728 a8 5655774 apply
chargeable whether or not the version is successful and limited to a maximum of 2 ECV's per pr

(See para TN.4.3, TN.4.4 of explanatory notes to this Category)
Fee:$142.80 Benefit: 75% = $107.10 85% = $121.40
Extended Medicare Safety Net Cap$66.95

EMSN
16502

POLYHYDRAMNIOS, UNSTABLE LIE, MULTIPLE PREGNANCY, PREGNANCY
COMPLICATED BY DIABETES OR ANAEMIA, THREATENED PREMATURE LABOUR treated
by bed rest only or oral medication, requiring admission to hospéah attendancéat is not a routing
antenatal attendance, to a maximum of 1 visit per day

(See para TN.4.3 of explanatory notes to this Category)
Fee:$47.90 Benefit: 75% = $35.95 85% = $40.75
Extended Medicare Safety Net Cap$22.35

EMSN
16505

THREATENED ABORTION,THREATENED MISCARRIAGE OR HYPEREMESIS
GRAVIDARUM, requiring admission to hospital, treatmentedich attendance that is not a routine
antenatal attendance

(See para TN.4.3 of explanatory notes to this Category)
Fee:$47.90 Benefit: 75% = $35.95 85% $40.75
Extended Medicare Safety Net Cap$22.35

EMSN
16508

Pregnancy complicatdaly acute intercurrent infection, fetal growth restriction, threatened prematu
labour with ruptured membranes or threatened premature labour treated by intravenous therapy
requiring admission to hospitakach professional attendance (other than a service to which item
applies) that is not a routine antenatal attendance, to a maximum of one visit per day

(See para TN.4.3 of explanatory notes to this Category)
Fee:$47.90 Benefit: 75% = $35.95 85% = $40.75
Extended Medicare Safety Net Cap$22.35

EMSN
16509

Preeclampsiaeclampsia or antepartum haemorrhage, treatmergadh professional attendance (ot
than a service to which item 16534 applies) that is motine antenatal attendance

(See para TN.4.3 of explanatory notes to this Category)
Fee:$47.90 Benefit: 75% = $35.95 85% = $40.75
Extended Medicare Safety Net Cap$22.35

EMSN
16511

CERVIX, purse string ligation of (Anaes.)

(See para TN.4.3 of explatory notes to this Category)
Fee:$223.45 Benefit: 75% = $167.60 85% = $189.95
Extended Medicare Safety Net Cap$111.50

EMSN
16512

CERVIX, removal of purse string ligature of (Anaes.)

(See para TN.4.3 of explanatory notes to this Category)
Fee:$6450 Benefit: 75% = $48.40 85% = $54.85
Extended Medicare Safety Net Cap$33.50

EMSN
16514

ANTENATAL CARDIOTOCOGRAPHY in the management of high risk pregnancy (not during th
course of the confinement)

(See para TN.4.3 of explanatory notes to thieGaty)
Fee:$37.25 Benefit: 75% = $27.95 85% = $31.70
Extended Medicare Safety Net Cap$16.80
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EMSN
16515

Management of vaginal birth as an independent proceduhe, ffatient's care has been transferred
another medical practitioner for managemafthe birth and the attending medical practitioner has
provided antenatal care to the patient, including all attendances related to the birth (Anaes.)

(See para TN.4.5, TN.4.10 of explanatory notes to this Category)
Fee:$640.95 Benefit: 75% = $480/5 85% = $556.25
Extended Medicare Safety Net Cap$178.40

EMSN
16518

Management of labour, incomplete, if the patient's care has been transferred to another medical
practitioner for completion of the birth (Anaes.)

(See para TN.4.5, TN.4.10 of exp#dary notes to this Category)
Fee:$457.85 Benefit: 75% = $343.40 85% = $389.20
Extended Medicare Safety Net Cap$178.40

EMSN
16519

Management of labowand birth by any means (including Caesarean section) includingpadam care
for 5 days (Anaes.

(See para TN.4.5, TN.4.6, TN.4.10 of explanatory notes to this Category)
Fee:$705.05 Benefit: 75% = $528.80 85% = $620.35
Extended Medicare Safety Net Cap$334.40

EMSN
16520

Caesarean sectionandposper at i ve <car e f o rrehdsbdea tyapsferrad by ahol
medical practitioner for management of the confinement and the attending medical practitioner
provided any of the antenatal care (Anaes.)

(See para TN.4.6, TN.4.10 of explanatory notes to this Category)
Fee:$64095 Benefit: 75% = $480.75 85% = $556.25
Extended Medicare Safety Net Cap$334.40

EMSN
16522

Management of labour and birth, or birth alone, (including caesarean section), on or after 23 we
gestation, if in the course of antenatal supervisiontoaiartum management one or more of the
following conditions is present, including postnatal care for 7 days:

(a) fetal loss;
(b) multiple pregnancy;
(c) antepartum haemorrhage that is:
(i) of greater than 200 ml; or
(ii) associated with disseminated intescular coagulation;

(d) placenta praevia on ultrasound in the third trimester with the placenta within 2 cm of the inter
cervical os;

(e) baby with a birth weight less than or equal to 2,500 g;

(f) trial of vaginal birth in a patient with uterine sa@lnere there has been a planned vaginal birth af
caesarean section;

(g) trial of vaginal breech birth where there has been a planned vaginal breech birth;

(h) prolonged labour greater than 12 hours with partogram evidence of abnormal cervimetric@s
evidenced by cervical dilatation at less than 1 cm/hr in the active phase of labour (after 3 cm cer
dilatation and effacement until full dilatation of the cervix);
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(i) acute fetal compromise evidenced by:
(i) scalp pH less than 7.15; or
(ii) scalp lactate greater than 4.0;

() acute fetal compromise evidenced by at least one of the following significant cardiotocograph
abnormalities:

(i) prolonged bradycardia (less than 100 bpm for more than 2 minutes);
(ii) absent baseline variability (less thaibpm);
(iii) sinusoidal pattern;
(iv) complicated variable decelerations with reduced (3 to 5 bpm) or absent baseline variab
(v) late decelerations;
(k) pregnancy induced hypertension of at least 140/90 mm Hg associated with:
(i) at least 2+ proteuria on urinalysis; or

(ii) protein-creatinine ratio greater than 30 mg/mmol; or

(i) platelet count less than 150 x ID; or
(iv) uric acid greater than 0.36 mmol/L;
(I) gestational diabetes mellitus requiring at least daily blood glucose monitoring;

(m) mental health disorder (whether arising prior to pregnancy, during pregnancy or postpartum
demonstrated by:

(i) the patient requiring hospitalisation; or

(ii) the patient receiving ongoing care by a psychologist or psychiatrist to treat theogeysrgf a
mental health disorder; or

(iii) the patient having a GP mental health treatment plan; or
(iv) the patient having a management plan prepared in accordance with item 291;
(n) disclosure or evidence of domestic violence;

(o) any of the following coditions either diagnosed ppeegnancy or evident at the first antenatal vis
before 20 weeks gestation:

(i) pre-existing hypertension requiring antihypertensive medication prior to pregnancy;

(i) cardiac disease (emanaged with a specialist physiciamd with echocardiographic evidenc
of myocardial dysfunction);

(iii) previous renal or liver transplant;

(iv) renal dialysis;
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(v) chronic liver disease with documented oesophageal varices;

(vi) renal insufficiency in early pregnancy (serum creatininetgrehan 110 mmol/L);

(vii) neurological disorder that confines the patient to a wheelchair throughout pregnancy;
(viii) maternal height of less than 148 cm;

(ix) a body mass index greater than or equal to 40;

(x) pre-existing diabetes mellitus on medi@atiprior to pregnancy;

(xi) thyrotoxicosis requiring medication;

(xii) previous thrombosis or thromboembolism requiring anticoagulant therapy through preg
and the early puerperium;

(xiii) thrombocytopenia with platelet count of less than 100,000 poi@0 weeks gestation;
(xiv) HIV, hepatitis B or hepatitis C carrier status positive;

(xv) red cell or platelet istmmunisation;

(xvi) cancer with metastatic disease;

(xvii) illicit drug misuse during pregnancy (Anaes.)

(See para TN.4.7 of explanatorgtas to this Category)
Fee:$1,655.40 Benefit: 75% = $1241.55

Management of vaginal birth, if the patient's care has been transferred by a participating midwife
management of the birth, including all attendances related to theRastabé once only for a
pregnancy.

(Anaes.)

(See para TN.4.8 of explanatory notes to this Category)

EMSN Fee:$640.95 Benefit: 75% = $480.75 85% = $556.25

16527 Extended Medicare Safety Net Cap$178.40
Caesarean section and poperative care for 7 dayi the patient's care has been transferred by a
participating midwife for management of the biffayable once only for a pregnancy. (Anaes.)
(See para TN.4.8 of explanatory notes to this Category)

EMSN Fee:$640.95 Benefit: 75% = $480.75 85% = $556.25

16528 Extended Medicare Safety Net Cap$334.40
Management of pregnancy loss, from 14 weeks to 15 weeks and 6 days gestation, other than a
which item 16531, 35640 or 35643 applies (Anaes.)
(See para TN.4.5 of explanatory notes to this Category)
Fee:$390.50 Benefit: 75% = $292.90 85% = $331.95

16530 Extended Medicare Safety Net Cap$253.85
Management of pregnancy loss, from 16 weeks to 22 weeks and 6 days gestation, other than a
which item 16530, 35640 or 35643 applies (Ape

EMSN (See para TN.4.5, TN.4.14 of explanatory notes to this Category)

16531 Fee:$781.00 Benefit: 75% = $585.75
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EMSN
16533

Pregnancy complicated by acute intercurrent infection, fetal growth restriction, threatened prema
labour with ruptured membranes ordghtened premature labour treated by intravenous therapy,
requiring admission to hospitaleach professional attendance lasting at least 40 minutes that is n
routine antenatal attendance, to a maximum of 3 services per pregnancy

(See para TN.4.3, TN.41of explanatory notes to this Category)
Fee:$107.25 Benefit: 75% = $80.45

EMSN
16534

Preeclampsia, eclampsia or antepartum haemorrhage, treatmeatof professional attendance
lasting at least 40 minutes that is not a routine antenatal attendaaceatémum of 3 services per
pregnancy

(See para TN.4.3, TN.4.14 of explanatory notes to this Category)
Fee:$107.25 Benefit: 75% = $80.45

EMSN
16564

POSTPARTUM CARE EVACUATION OF RETAINED PRODUCTS OF CONCEPTION (placen
membranes or mole) as a comation of confinement, with or without curettage of the uterus, as
independent procedure (Anaes.)

(See para TN.4.10 of explanatory notes to this Category)
Fee:$221.50 Benefit: 75% = $166.15 85% = $188.30
Extended Medicare Safety Net Cap$222.95

EMSN
16567

MANAGEMENT OF POSTPARTUM HAEMORRHAGE by special measures such as packing of]
uterus, as an independent procedure (Anaes.)

(See para TN.4.10 of explanatory notes to this Category)
Fee:$323.90 Benefit: 75% = $242.95 85% = $275.35
Extended Medicae Safety Net Cap:$222.95

EMSN
16570

ACUTE INVERSION OF THE UTERUS, vaginal correction of, as an independent procedure (An

(See para TN.4.10 of explanatory notes to this Category)
Fee:$422.70 Benefit: 75% = $317.05 85% = $359.30
Extended Medicae Safety Net Cap:$222.95

EMSN
16571

CERVIX, repair of extensive laceration or lacerations (Anaes.)

(See para TN.4.10 of explanatory notes to this Category)
Fee:$323.90 Benefit: 75% = $242.95 85% = $275.35
Extended Medicare Safety Net Cap$222.95

EMSN
16573

THIRD DEGREE TEAR, involving anal sphincter muscles and rectal mucosa, repair of, as an
independent procedure (Anaes.)

(See para TN.4.10 of explanatory notes to this Category)
Fee:$263.95 Benefit: 75% = $198.00 85% = $224.40
Extended Medicae Safety Net Cap:$222.95

EMSN
16590

Planning and management, by a practitioner, of a pregnancy if:

(a) the practitioner intends to take primary responsibility for management of the pregnancy and ¢
complications, and to be available for the birth; and

(b) the patient intends to be privately admitted for the birth; and
(c) the pregnancy has progressed beyond 28 weeks gestation; and

(d) the practitioner has maternity privileges at a hospital or birth centre; and
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(e) the service includes a mental healtseasment (including screening for drug and alcohol use ar
domestic violence) of the patient; and

(f) a service to which item 16591 applies is not provided in relation to the same pregnancy

Payable once only for a pregnancy

(See para TN.4.13, TN.4.9 of@anatory notes to this Category)
Fee:$378.70 Benefit: 75% = $284.05 85% = $321.90
Extended Medicare Safety Net Cap$222.95

Planning and management, by a practitioner, of a pregnancy if:
(a) the pregnancy has progressed beyond 28 weetaigesand

(b) the service includes a mental health assessment (including screening for drug and alcohol u
domestic violence) of the patient; and

(c) a service to which item 16590 applies is not provided in relation to the same pregnancy

Payable ooe only for a pregnhancy

(See para TN.4.13, TN.4.9 of explanatory notes to this Category)

EMSN Fee:$144.95 Benefit: 75% = $108.75 85% = $123.25
16591 Extended Medicare Safety Net Cap$111.50
INTERVENTIONAL TECHNIQUES
AMNIOCENTESIS, diagnostic
(Seepara TN.4.11, TN.4.3 of explanatory notes to this Category)
EMSN Fee:$64.50 Benefit: 75% = $48.40 85% = $54.85
16600 Extended Medicare Safety Net Cap$33.50
CHORIONIC VILLUS SAMPLING, by any route
(See para TN.4.11, TN.4.3 of explanatory notesito@ategory)
EMSN Fee:$123.80 Benefit: 75% = $92.85 85% = $105.25
16603 Extended Medicare Safety Net Cap$66.95
Fetal blood sampling, using interventional techniques from umbilical cord or fetus, including feta
neuromuscular blockade and amnioceisté&naes.)
(See para TN.4.11, TN.4.3 of explanatory notes to this Category)
EMSN Fee:$247.15 Benefit: 75% = $185.40 85% = $210.10
16606 Extended Medicare Safety Net Cap$133.85
FOETAL INTRAVASCULAR BLOOD TRANSFUSION, using blood already collectewluding
neuromuscular blockade, amniocentesis and foetal blood sampling (Anaes.)
(See para TN.4.11, TN.4.3 of explanatory notes to this Category)
EMSN Fee:$503.95 Benefit: 75% = $378.00 85% = $428.40
16609 Extended Medicare Safety Net Cap$256.45
FOETAL INTRAPERITONEAL BLOOD TRANSFUSION, using blood already collected, including
16612 neuromuscular blockade, amniocentesis and foetal blood sampiitgerformed in conjunction with
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service described in item 16609 (Anaes.)

(See para TN.4.11, TN.4.3 of expltory notes to this Category)
Fee:$396.50 Benefit: 75% = $297.40 85% = $337.05

16615

FOETAL INTRAPERITONEAL BLOOD TRANSFUSION, using blood already collected, includin
neuromuscular blockade, amniocentesis and foetal blood samplértprmed in cojunction with a
service described in item 16609 (Anaes.)

(See para TN.4.11, TN.4.3 of explanatory notes to this Category)
Fee:$211.20 Benefit: 75% = $158.40 85% = $179.55

EMSN
16618

AMNIOCENTESIS, THERAPEUTIC, when indicated because of polyhydramnitisat least 500ml
being aspirated

(See para TN.4.11, TN.4.3 of explanatory notes to this Category)
Fee:$211.20 Benefit: 75% = $158.40 85% = $179.55
Extended Medicare Safety Net Cap$105.95

16621

AMNIOINFUSION, for diagnostic or therapeutic pur@ssin the presence of severe oligohydramnid

(See para TN.4.11, TN.4.3 of explanatory notes to this Category)
Fee:$211.20 Benefit: 75% = $158.40 85% = $179.55

EMSN
16624

FOETAL FLUID FILLED CAVITY, drainage of

(See para TN.4.11, TN.4.3 of explangtaotes to this Category)
Fee:$303.90 Benefit: 75% = $227.95 85% = $258.35
Extended Medicare Safety Net Cap$144.95

EMSN
16627

FETO-AMNIOTIC SHUNT, insertion of, into fetal fluid filled cavity, including neuromuscular
blockade and amniocentesis

(Seepara TN.4.11, TN.4.3 of explanatory notes to this Category)
Fee:$618.70 Benefit: 75% = $464.05 85% = $534.00
Extended Medicare Safety Net Cap$312.15

T6. ANAESTHETICS 1. ANAESTHESIA CONSULTATIONS

Group T6. Anaesthetics

Subgroup 1. Anaesthesia Consultations

17609

Professional attendance on a patient by a specialist practising in his or her specialty of anaesthe
(@) the attendance is by video conference; and
(b) item 17610, 17615, 17620, 17625, 17640, 17645, 17650, or 1 pphiBsato the attendance; and
(c) the patient is not an admitted patient; and
(d) the patient:
(i) is located both:
(A) within a telehealth eligible area; and

(B) at the time of the attendanetleast 15 kms by road from the specialist; or

145



T6. ANAESTHETICS 1. ANAESTHESIA CONSULTATIONS

(i) is a care recipient in a residential care service; or
(iii) is a patient of:
(A) an Aboriginal Medical Service; or
(B) an Aboriginal Community Controlled Health Service;
for which a direction made under subsection 19 (2) of the Act applies
(See jara TN.6.4 of explanatory notes to this Category)

Derived Fee:50% of the fee for item 17610, 17615, 17620, 17625, 17640, 17645, 17650, or 17655. Bene
of the derived fee

Extended Medicare Safety Net Cap300% of the Derived fee for this item, orGEB00, whichever is the less
amount

17610

ANAESTHETIST, PREANAESTHESIA CONSULTATION

(Professional attendance by a medical practitianghe practice of ANAESTHESIA)

- a BRIEF consultation involving a targeted history and limited examinaticlu@ing the cardio
respiratory system)

- AND of not more than 15 minutes s duratinat being a service associated with a service to wh
items 2801- 3000 apply

(See para TN.6.1 of explanatory notes to this Category)
Fee:$44.35 Benefit: 75% = 83.30 85% = $37.70
Extended Medicare Safety Net Cap$133.05

17615

Professional attendance by a medical practitioner in the practice of anaesthesia for a consultatic
patient undergoing advanced surgery or who has complex medical problems nignosglective
history and an extensive examination of multiple systems and the formulation of a written pg
management plan documented in the patient nataed of more than 15 minutes but not more tf
30 minutes duration, not being a service asgediwith a service to which items 2803000
applies

(See para TN.6.1 of explanatory notes to this Category)
Fee:$88.25 Benefit: 75% = $66.20 85% = $75.05
Extended Medicare Safety Net Cap$264.75

17620

Professional attendance by a medical pracitian the practice of anaesthesia for a consultation on
patient undergoing advanced surgery or who has complex medical problems involving a det
history and comprehensive examination of multiple systems and the formulation of a written
managment plan documented in the patient netsd of more than 30 minutes but not more tf
45 minutes duration, not being a service associated with a service to which item=3280lapply

(See para TN.6.1 of explanatory notes to this Category)
Fee:$12220 Benefit: 75% = $91.65 85% = $103.90
Extended Medicare Safety Net Cap$366.60

17625

Professional attendance by a medical practitioner in the practice of anaesthesianfaltation on a
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patient undergoing advanced surgery or who has complexcaiguoblems involving an
exhaustive history and comprehensive examination of multiple systems , the formulation of
written patient management plan following discussion with relevant health care professiona
the patient, involving medical planmjrof high complexity documented in the patient netasd of
more than 45 minutes duration, not being a service associated with a service to which items
3000 apply

(See para TN.6.1 of explanatory notes to this Category)
Fee:$155.60 Benefit: 75% =$116.70 85% = $132.30
Extended Medicare Safety Net Cap$466.80

17640

ANAESTHETIST, REFERRED CONSULTATION (other than prior to anaesthesia)

(Professional attendance by a specialist anaesthetist in the practice of ANAESTHESIA where th
is refared to him or her)

- a BRIEF consultation involving a short history and limited examination

- AND of not more than 15 minuteRiration, not being a service associated with a service to whig
items 2801 3000 apply

(See para TN.6.2 of explamay notes to this Category)
Fee:$44.35 Benefit: 75% = $33.30 85% = $37.70
Extended Medicare Safety Net Cap$133.05

17645

- aconsultation involving a selective history and examination of multiple systemtharidrmulation
of a written patient mnagement plan

- AND of more than 15 minutes but not more than 30 minutes duratibbging a service associate
with a service to which items 280B000 apply

(See para TN.6.2 of explanatory notes to this Category)
Fee:$88.25 Benefit: 75% = $6620 85% = $75.05
Extended Medicare Safety Net Cap$264.75

17650

- aconsultation involving a detailed history and comprehensive examination of multiple systen
the formulation of a written patient management plan

- AND of more than 30 mines but not more than 45 minutes duratioat being a service associate
with a service to which items 280B000 apply

(See para TN.6.2 of explanatory notes to this Category)
Fee:$122.20 Benefit: 75% = $91.65 85% = $103.90
Extended Medicare Safety Mt Cap: $366.60

17655

- aconsultation involving an exhaustive history and comprehensive examination of multiple sy
and the formulation of a written patient management plan following discussion with relevant hea
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professionals and/or theent, involving medical planning of high complexity,

- AND of more than 45 minutes duratiomt being a service associated with a service to which it¢
2801- 3000 apply

(See para TN.6.2 of explanatory notes to this Category)
Fee:$155.60 Benefit: 75% = $116.70 85% = $132.30
Extended Medicare Safety Net Cap$466.80

17680

ANAESTHETIST, CONSULTATION, OTHER

(Professional attendance by an anaesthetist in the practice of ANAESTHESIA)

- a consultation immediately prior to the institutionaafajor regional blockade in a patient in laho
where no previous anaesthesia consultation has occooebeing a service associated with a servig
which items 2801 3000 apply

(See para TN.6.3 of explanatory notes to this Category)
Fee:$88.25 Benefit: 75% = $66.20 85% = $75.05
Extended Medicare Safety Net Cap$264.75

17690

- Where a preanaesthesia consultation covered by an iterthe range 176157625 is performed in
rooms if:

(a) the service is provided to a patient prior to amittdd patient episode of care involving anaesthe
and

(b) the service is not providetb an admitted patient of a hospital; and

(c) the service is not provided on the day of admission to hospital for the subsequent episode of
involving anaestesia services; and

(d) the service is of more than 15 minutes duration

not being a service associated with a service to which items-Z83D apply

(See para TN.6.3 of explanatory notes to this Category)
Fee:$40.80 Benefit: 75% = $30.60 85% =38.70
Extended Medicare Safety Net Cap$122.40
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Group T7. Regional Or Field Nerve Blocks

INTRAVENOUS REGIONAL ANAESTHESIA of limb by retrograde perfusion

18213 Fee:$90.05 Benefit: 75% = $67.55 85% = $76.55
Intrathecal, combined spirabidural or epidural infusion of a therapeutic substance, initial injectio
commencement of, including up to 1 hour of continuous attendance by the medical practitioner
Applicable once per presentation, per medicaltffaner, per complete new procedure (Anaes.)
(See para TN.10.7 of explanatory notes to this Category)
18216 Fee:$192.95 Benefit: 75% = $144.75 85% = $164.05
Intrathecal, combined spirabidural or epidural infusion of a therapeutic substanceaiimitiection or
commencement of, if continuous attendance by the medical practitioner extends beyond the firs
(Anaes.)
Derived Fee:The fee for item 18216 plus $19.30 for each additional 15 minutes or part thereof beyond the
18219 hour of attendanday the medical practitioner.
INFUSION OF A THERAPEUTIC SUBSTANCE to maintain regional anaesthesia or analgesia,
subsequent injection or revision of, where the period of continuous medical practitioner attendar
minutes or less
(See para TN..2, TN.10.7 of explanatory notes to this Category)
18222 Fee:$38.25 Benefit: 75% = $28.70 85% = $32.55
INFUSION OF A THERAPEUTIC SUBSTANCE to maintain regional anaesthesia or analgesia,
subsequent injection or revision of, where the period of camtimunedical practitioner attendance is
more than 15 minutes
(See para TN.7.2, TN.10.7 of explanatory notes to this Category)
18225 Fee:$50.85 Benefit: 75% = $38.15 85% = $43.25
Intrathecal, combined spirabidural or epidural infusiorf a therapetic substance, initial injection o
commencement of, including up to 1 hour of continuous attendance by the medical practitioner,
patient in labour, where the service is provided in the after hours period, being the period from 8
8am on any wealay, or any time on a Saturday, a Sunday or a public holiday.
Applicable once per presentation, per medical practitioner, per complete new procedure
(See para TN.7.4, TN.10.7 of explanatory notes to this Category)
18226 Fee:$289.35 Benefit: 75% = $217.05 85% $245.95
Intrathecal, combined spirapidural or epidural infusion of a therapeutic substance, initial injectio
commencement of, where continuous attendance by a medical practitioner extends beyond the
for a patient in labour, wére the service is provided in the after hours period, being the period froi
to 8am on any weekday, or any time on a Saturday, a Sunday or a public holiday.
(See para TN.7.4, TN.10.7 of explanatory notes to this Category)
Derived Fee:The fee for iten18226 plus $29.05 for each additional 15 minutes or part there of beyond the
18227 hour of attendance by the medical practitioner.
INTERPLEURAL BLOCK, initial injection or commencement of infusion of a therapeutic substan
18228 Fee:$63.50 Benefit: 75%= $47.65 85% = $54.00
INTRATHECAL or EPIDURAL INJECTION of neurolytic substance (Anaes.)
18230 Fee:$242.25 Benefit: 75% = $181.70 85% = $205.95
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18232

INTRATHECAL or EPIDURAL INJECTION of substance other than anaesthetic, contrast or neu
solutions, not being a service to which another item in this Group applies (Anaes.)

(See para TN.7.3 of explanatory notes to this Category)
Fee:$192.95 Benefit: 75% = $144.75 85% = $164.05

18233

EPIDURAL INJECTION of blood for blood patch (Anaes.)

Fee: $192.95 Benefit: 75% = $144.75 85% = $164.05

18234

TRIGEMINAL NERVE, primary division of, injection of an anaesthetic agent (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$126.85 Benefit: 75% = $95.15 85% = $107.85

18236

TRIGEMINAL NERVE, peripheral branch of, injection of an anaesthetic agent (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18238

FACIAL NERVE, injection of an anaesthetic agent, not beirsgrvice associated with a service to
which item 18240 applies

(See para TN.7.5 of explanatory notes to this Category)
Fee:$38.25 Benefit: 75% = $28.70 85% = $32.55

18240

RETROBULBAR OR PERIBULBAR INJECTION of an anaesthetic agent

(See para TN.7.6f explanatory notes to this Category)
Fee:$95.10 Benefit: 75% = $71.35 85% = $80.85

18242

GREATER OCCIPITAL NERVE, injection of an anaesthetic agent (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$38.25 Benefit: 75% = $28.70 85% = $32.55

18244

VAGUS NERVE, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$102.40 Benefit: 75% = $76.80 85% = $87.05

18248

PHRENIC NERVE, injection of an anaesthetic agent

(See para TN.7.5 of glanatory notes to this Category)
Fee:$90.05 Benefit: 75% = $67.55 85% = $76.55

18250

SPINAL ACCESSORY NERVE, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18252

CERVICAL PLEXUS, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$102.40 Benefit: 75% = $76.80 85% = $87.05

18254

BRACHIAL PLEXUS, injection of an anaesthetic agent

(See para TN.7.5 of explanatargtes to this Category)
Fee:$102.40 Benefit: 75% = $76.80 85% = $87.05

18256

SUPRASCAPULAR NERVE, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
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Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18258

INTERCOSTAL NERVE (single), injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18260

INTERCOSTAL NERVES (multiple), injection of an anaesthetic agent

(See para TN.7.5f@xplanatory notes to this Category)
Fee:$90.05 Benefit: 75% = $67.55 85% = $76.55

18262

ILIO-INGUINAL, ILIOHYPOGASTRIC OR GENITOFEMORAL NERVES, 1 or more of, injection
an anaesthetic agent (Anaes.)

(See para TN.7.5 of explanatory notes to trasegory)
Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18264

PUDENDAL NERVE and or dorsal nerve, injection ahaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$102.40 Benefit: 75% = $76.80 85% = $87.05

18266

ULNAR, RADIAL OR MEDIAN NERVE, MAIN TRUNK OF, 1 or more of, injection of an anaesth
agent, not being associated with a brachial plexus block

(See para TN.7.5 of explanatory notes to this Category)
Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18268

OBTURATOR NERVE, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$90.05 Benefit: 75% = $67.55 85% = $76.55

18270

FEMORAL NERVE, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to @asegory)
Fee:$90.05 Benefit: 75% = $67.55 85% = $76.55

18272

SAPHENOUS, SURAL, POPLITEAL OR POSTERIOR TIBIAL NERVE, MAIN TRUNK OF, 1 or
more of, injection of an anaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$63.50 Benefit: 75% = $47.65 85% = $54.00

18274

PARAVERTEBRAL, CERVICAL, THORACIC, LUMBAR, SACRAL OR COCCYGEAL NERVES,
injection of an anaesthetic agent, (single vertebral level)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$90.05 Benefit: 75%= $67.55 85% = $76.55

18276

PARAVERTEBRAL NERVES, injection of an anaesthetic agent, (multiple levels)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$126.85 Benefit: 75% = $95.15 85% = $107.85

18278

SCIATIC NERVE, injection of anrsaesthetic agent

(See para TN.7.5 of explanatory notes to this Category)
Fee:$90.05 Benefit: 75% = $67.55 85% = $76.55

18280

SPHENOPALATINE GANGLION, injection of an anaesthetic agent (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
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Fee:$126.85 Benefit: 75% = $95.15 85% = $107.85

18282

CAROTID SINUS, injection of an anaesthetic agent, as an independent percutaneous procedurg

(See para TN.7.5 of explanatory notes to this Category)
Fee:$102.40 Benefit: 75% = $76.80 85% = $8%&0

18284

STELLATE GANGLION, injection of an anaesthetic agent, (cervical sympathetic block) (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$150.00 Benefit: 75% = $112.50 85% = $127.50

18286

LUMBAR OR THORACIC NERVES, injectionfoan anaesthetic agent, (paravertebral sympathetig
block) (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$150.00 Benefit: 75% = $112.50 85% = $127.50

18288

COELIAC PLEXUS OR SPLANCHNIC NERVES, injection of an anaesthetic agemdds.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$150.00 Benefit: 75% = $112.50 85% = $127.50

18290

CRANIAL NERVE OTHER THAN TRIGEMINAL, destruction by a neurolytic agent, not being a
service associated with the injection of batulin toxin (Anaes.)

Fee:$253.75 Benefit: 75% = $190.35 85% = $215.70

18292

NERVE BRANCH, destruction by a neurolytic agent, not being a service to which any other item
Group applies or a service associated with the injection of botulinumeggapt those services to
which item 18354 applies (Anaes.)

(See para TN.7.5 of explanatory notes to this Category)
Fee:$126.85 Benefit: 75% = $95.15 85% = $107.85

18294

COELIAC PLEXUS OR SPLANCHNIC NERVES, destruction by a neurolytic agent (Anaes.)

Fee:$178.80 Benefit: 75% = $134.10 85% = $152.00

18296

LUMBAR SYMPATHETIC CHAIN, destruction by a neurolytic agent (Anaes.)

Fee:$152.95 Benefit: 75% = $114.75 85% = $130.05

18297

Assistance at the administration of an epidural blood patchn(Eed¢o which item 18233 applies) by
another medical practitioner

Fee:$60.30 Benefit: 75% = $45.25 85% = $51.30

18298

CERVICAL OR THORACIC SYMPATHETIC CHAIN, destruction by a neurolytic agent (Anaes.)

Fee:$178.80 Benefit: 75% = $134.10 85% = $290

T8. SURGICAL OPERATIONS 1. GENERAL

Group T8. Surgical Operations

Subgroup 1. General

30001

OPERATIVE PROCEDURE, not being a service to which any other item in this Group applies, b
service to which an item in this Group would happlaed had the procedure not been discontinued
medical grounds

(See para TN.8.5 of explanatory notes to this Category)
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Derived Fee:50% of the fee which would have applied had the procedure not been discontinued

LOCALISED BURNS, dressing of, (hanvolving grafting) each attendance at which the procedure
performed, including any associated consultation

30003 Fee:$36.90 Benefit: 75% = $27.70 85% = $31.40
EXTENSIVE BURNS, dressing of, without anaesthesia (not involving grafteagh attndance at
which the procedure is performed, including any associated consultation

30006 Fee:$47.25 Benefit: 75% = $35.45 85% = $40.20
LOCALISED BURNS, dressing of, under general anaesthesia (not involving grafting) (Anaes.)

30010 Fee:$75.10 Benefit: 75%= $56.35
EXTENSIVE BURNS, dressing of, under general anaesthesia (not involving grafting) (Anaes.)

30014 Fee:$157.90 Benefit: 75% = $118.45
BURNS, excision of, under general anaesthesia, involving not more than 10 per cent of body su
wheregrafting is not carried out during the same operation (Anaes.) (Assist.)

30017 Fee:$331.25 Benefit: 75% = $248.45 85% = $281.60
BURNS, excision of, under general anaesthesia, involving more than 10 per cent of body surfac
grafting is not cared out during the same operation (Anaes.) (Assist.)

30020 Fee:$645.15 Benefit: 75% = $483.90
WOUND OF SOFT TISSUE, traumatic, deep or extensively contaminated, debridement of, unde
general anaesthesia or regional or field nerve block, includingrsgitoir that wound when performed
(Anaes.) (Assist.)
(See para TN.8.6 of explanatory notes to this Category)

30023 Fee:$331.25 Benefit: 75% = $248.45 85% = $281.60
WOUND OF SOFT TISSUE, debridement of extensively infected-parggical incision or Fauier's
Gangrene, under general anaesthesia or regional or field nerve block, including suturing of that
when performed (Anaes.) (Assist.)

30024 Fee:$331.25 Benefit: 75% = $248.45 85% = $281.60
SKIN AND SUBCUTANEOQOUS TISSUE OR MUCOUS MEMBRANE,BEPAIR OF WOUND OF,
other than wound closure at time of surgery, not on face or neck, small (NOT MORE THAN 7 CI
LONG), superficial, not being a service to which another item in Group T4 applies (Anaes.)
(See para TN.8.6 of explanatory notes to this Cayggo

30026 Fee:$53.05 Benefit: 75% = $39.80 85% = $45.10
SKIN AND SUBCUTANEOUS TISSUE OR MUCOUS MEMBRANE, REPAIR OFWOUND OF,
other than wound closure at time of surgery, not on face or neck, small (NOT MORE THAN 7 CI
LONG), involving deeper tissuephbeing a service to which another item in Group T4 applies (An
(See para TN.8.6 of explanatory notes to this Category)

30029 Fee:$91.45 Benefit: 75% = $68.60 85% = $77.75
SKIN AND SUBCUTANEOUS TISSUE OR MUCOUS MEMBRANE, REPAIR OFOUND OF,
other than wound closure at time of surgery, on face or neck, small (NOT MORE THAN 7 CM L¢
superficial (Anaes.)

30032 (See para TN.8.6 of explanatory notes to this Category)
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Fee:$83.80 Benefit: 75% = $62.85 85% = $71.25

30035

SKIN AND SUBCUTANEOUS TISSUEDR MUCOUS MEMBRANE, REPAIR ORNVOUND OF,
other than wound closure at time of surgery, on face or neck, small (NOT MORE THAN 7 CM L(
involving deeper tissue (Anaes.)

(See para TN.8.6 of explanatory notes to this Category)
Fee:$119.45 Benefit: 75% = $89.60 85% = $101.55

30038

SKIN AND SUBCUTANEOUS TISSUE OR MUCOUS MEMBRANE, REPAIR OF WOUND OF,
other than wound closure at time of surgery, not on face or neck, large (MORE THAN 7 CM LON
superficial, not being a service to which another item in @4 applies (Anaes.)

(See para TN.8.6 of explanatory notes to this Category)
Fee:$91.45 Benefit: 75% = $68.60 85% = $77.75

30042

SKIN AND SUBCUTANEOUS TISSUE OR MUCOUS MEMBRANE, REPAIR OWOUND OF,
other than wound closure at time of surgery, othan on face or neck, large (MORE THAN 7 CM
LONG), involving deeper tissue, other than a service to which another item in Group T4 applies
(Anaes.)

(See para TN.8.6 of explanatory notes to this Category)
Fee:$188.55 Benefit: 75% = $141.45 85% = $1&MD.

30045

SKIN AND SUBCUTANEOUS TISSUE OR MUCOUS MEMBRANE, REPAIR OWOUND OF,
other than wound closure at time of surgery, on face or neck, large (MORE THAN 7 CM LONG)
superficial (Anaes.)

(See para TN.8.6 of explanatory notes to this Category)
Fee:$119.45 Benefit: 75% = $89.60 85% = $101.55

30049

SKIN AND SUBCUTANEOUS TISSUE OR MUCOUS MEMBRANE, REPAIR OROUND OF,
other than wound closure at time of surgery, on face or neck, large (MORE THAN 7 CM LONG)
involving deeper tissue (Anaes.)

(See pardN.8.6 of explanatory notes to this Category)
Fee:$188.55 Benefit: 75% = $141.45 85% = $160.30

30052

FULL THICKNESS LACERATION OF EAR, EYELID, NOSE OR LIP, repair of, with accurate
apposition of each layer of tissue (Anaes.) (Assist.)

Fee:$258.05 Benefit: 75% = $193.55 85% = $219.35

30055

WOUNDS, DRESSING OF, under general anaesthesia, with or without removal of sutures, not
service associated with a service to which another item in this Group applies (Anaes.)

Fee:$75.10 Benefit: 75% =$56.35 85% = $63.85

30058

POSTOPERATIVE HAEMORRHAGE, control of, under general anaesthesia, as an independen
procedure (Anaes.)

Fee:$146.65 Benefit: 75% = $110.00 85% = $124.70

30061

SUPERFICIAL FOREIGN BODY, REMOVAL OF, (including from corneasclera), as an
independent procedure (Anaes.)

Fee:$23.90 Benefit: 75% = $17.95 85% = $20.35

30062

Etonogestrel subcutaneous implant, removal of, as an independent procedure (Anaes.)

Fee:$61.70 Benefit: 75% = $46.30 85% = $52.45
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30064

SUBCUTANEOUS FOREIGN BODY, removal of, requiring incision and exploration, including cl
of wound if performed, as an independent procedure (Anaes.)

Fee:$111.65 Benefit: 75% = $83.75 85% = $94.95

30068

FOREIGN BODY IN MUSCLE, TENDON OR OTHER DEEP TISSUEmoval of, as an independe
procedure (Anaes.) (Assist.)

Fee:$281.25 Benefit: 75% = $210.95 85% = $239.10

30071

Diagnostic biopsy of skin, as an independent procedure, if the biopsy specimen is sent for pathg
examination (Anaes.)

(See paa TN.8.7 of explanatory notes to this Category)
Fee:$53.05 Benefit: 75% = $39.80 85% = $45.10
Extended Medicare Safety Net Cap$42.45

30072

Diagnostic biopsy of mucous membrane, as an independent procedure, if the biopsy specimen i
pathologcal examination (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$53.05 Benefit: 75% = $39.80 85% = $45.10

30075

DIAGNOSTIC BIOPSY OF LYMPH NODE, MUSCLE OR OTHER DEEP TISSUE OR ORGAN,
an independent proceduitthe biopsy spcimen is sent for pathological examination (Anaes.)

Fee:$152.15 Benefit: 75% = $114.15 85% = $129.35

30078

DIAGNOSTIC DRILL BIOPSY OF LYMPH NODE, DEEP TISSUE OR ORGAN, as an independ
procedure, where the biopsy specimen is sent for patholog@alieation (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$49.25 Benefit: 75% = $36.95 85% = $41.90

30081

DIAGNOSTIC BIOPSY OF BONE MARROW by trephine using open approach, where the biops
specimen is sent for pathological exaation (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$111.65 Benefit: 75% = $83.75 85% = $94.95

30084

DIAGNOSTIC BIOPSY OF BONE MARROW by trephine using percutaneous approach where t
biopsy is sent for pathological examinatifAnaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$59.75 Benefit: 75% = $44.85 85% = $50.80

30087

DIAGNOSTIC BIOPSY OF BONE MARROW by aspiration or PUNCH BIOPSY OF SYNOVIAL
MEMBRANE, where the biopsy is sent for pathological eikation (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$29.90 Benefit: 75% = $22.45 85% = $25.45

30090

DIAGNOSTIC BIOPSY OF PLEURA, PERCUTANEOUS 1 or more biopsies on any 1 occasion,
the biopsy is sent for pathological exaation (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$130.60 Benefit: 75% = $97.95 85% = $111.05

30093

DIAGNOSTIC NEEDLE BIOPSY OF VERTEBRA, where the biopsy is sent for pathological
examination (Anaes.)

(See para TN.8.7 @xplanatory notes to this Category)
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Fee:$174.30 Benefit: 75% = $130.75 85% = $148.20

30094

DIAGNOSTIC PERCUTANEOUS ASPIRATION BIOPSY of deep organ using interventional ima
techniques but not including imaging, where the biopsy is sent for patjiohl examination (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$192.45 Benefit: 75% = $144.35 85% = $163.60

30096

DIAGNOSTIC SCALENE NODE BIOPSY, by open procedure, where the specimen excised is s
pathological examinain (Anaes.)

(See para TN.8.7 of explanatory notes to this Category)
Fee:$186.85 Benefit: 75% = $140.15 85% = $158.85

30097

Personal performance of a Synacthen Stimulation Test, including associated consultation; by a
practitioner with resustation training and access to facilities where life support procedures can bg¢
implemented, if:

a. serum cortisol at 0830930 hours on any dagy the preceding month has been measured &
greater than 100 nmol/L but less than 400 nmol/L; or
b. in a patient whos acutely unweland adrenal insufficiency is suspected.

(See para TN.8.139 of explanatory notes to this Category)
Fee:$98.70 Benefit: 75% = $74.05 85% = $83.90

30099

SINUS, excision of, involving superficial tissue only (Anaes.)

Fee:$91.45 Benefit: 75% = $68.60 85% = $77.75

30103

SINUS, excision of, involving muscle and deep tissue (Anaes.)

Fee:$186.85 Benefit: 75% = $140.15 85% = $158.85

30104

PREAURICULAR SINUS, on a person 10 years of age or o¥excision of, (Anaes.)

Fee:$128.95 Benefit: 75% = $96.75 85% = $109.65

30105

PREAURICULAR SINUS, on a person under 10 years of aggcision of, (Anaes.)

Fee:$167.60 Benefit: 75% = $125.70 85% = $142.50

30107

GANGLION OR SMALL BURSA, excision ofpther thara service associatedttva service to which
another item in this Group applies (Anaes.)

Fee:$223.45 Benefit: 75% = $167.60 85% = $189.95

30111

BURSA (LARGE), INCLUDING OLECRANON, CALCANEUM OR PATELLA, excision of (Anaes
(Assist.)

Fee:$377.45 Benefit: 75% = $283.10 85% = $320.85

30114

BURSA, SEMIMEMBRANOSUS (Baker's cyst), excision of (Anaes.) (Assist.)

Fee:$377.45 Benefit: 75% = $283.10

30165

Lipectomy, wedge excision of abdominal apron that is a direct consequence of significant weigh
not being a servieassociated with a service to which item 30168, 30171, 30172, 30176, 30177,
45530, 45564 or 45565 applies, if:

(a) there is intertrigo or another skin condition that risks loss of skin integrity and has failed 3 mg
conventional (or non suigpl) treatment; and
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(b) the abdominal apron interferes with the activities of daily living; and

(c) the weight has been stable for at least 6 months following significant weight loss prior to the
lipectomy

(H) (Anaes.) (Assist.)

(See para TN.8.8 of planatory notes to this Category)
Fee:$462.15 Benefit: 75% = $346.65

Lipectomy, wedge excision of redundant non abdominal skin and fat that is a direct consequenc
significant weight lossnot being a service associated with a service to wtéam 30165, 30171,
30172, 30176, 30177, 30179, 45530, 45564 or 45565 applies, if:

(a) there is intertrigo or another skin condition that risks loss of skin integrity and has failed 3 mg
conventional (or non surgical) treatment; and

(b) the redundat skin and fat interferes with the activities of daily living; and

(c) the weight has been stable for at least 6 months following significant weight loss prior to the
lipectomy; and

(d) the procedure involves 1 excision only
(H) (Anaes.) (Assist.)

(See para TN.8.8 of explanatory notes to this Category)

30168 Fee:$462.15 Benefit: 75% = $346.65
Lipectomy, wedge excision of redundant non abdominal skin and fat that is a direct consequenc
significant weight loss, not being a service associated vgénace to which item 30165, 30168, 301
30176, 30177, 30179, 45530, 45564 or 45565 applies, if:
(a) there is intertrigo or another skin condition that risks loss of skin integrity and has failed 3 ma
conventional (or non surgical) treatmentgdan
(b) the redundant skin and fat interferes with the activities of daily living; and
(c) the weight has been stable for at least 6 months following significant weight loss prior to the
lipectomy; and
(d) the procedure involves 2 excisions only
(H) (Anaes.) (Assist.)
(See para TN.8.8 of explanatory notes to this Category)

30171 Fee:$702.80 Benefit: 75% = $527.10
Lipectomy, wedge excision of redundant non abdominal skin and fat that is a direct consequenc
significant weight loss, not being a seeviassociated with a service to which item 30165, 30168, 3
30176, 30177, 30179, 45530, 45564 or 45565 applies, if:
(a) there is intertrigo or another skin condition that risks loss of skin integrity and has failed 3 mg
conventional (or non suigpl) treatment; and
(b) the redundant skin and fat interferes with the activities of daily living; and

30172 (c) the weight has been stable for at least 6 months following significant weight loss prior to the
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lipectomy; and
(d) the procedure involves 3 or necexcisions
(H) (Anaes.) (Assist.)

(See para TN.8.8 of explanatory notes to this Category)
Fee:$702.80 Benefit: 75% = $527.10

Lipectomy, radical abdominoplasty (Pitanguy type or similar), with excision of skin and subcutan
tissue, repair ofnusculoaponeurotic layer and transposition of umbilicus, not being a service ass
with a service to which item 30165, 30168, 30171, 30172, 30177, 30179, 45530, 45564 or 4556
applies|if the patient has previously had a massive iatsdominal or p&fic tumour surgically remove
(Anaes.) (Assist.)

(See para TN.8.8 of explanatory notes to this Category)

30176 Fee:$1,001.45 Benefit: 75% = $751.10
Lipectomy, excision of skin and subcutaneous tissue associated with redundant abdominal skin
thatis a direct consequence of significant weight loss, in conjunction with a radical abdominoplas
(Pitanguy type or similar), with or without repair of musculoaponeurotic layer and transposition o
umbilicus, not being a service associated with a sergigehich item 30165, 30168, 30171, 30172,
30176, 30179, 45530, 45564 or 45565 applies, if:
(a) there is intertrigo or another skin condition that risks loss of skin integrity and has failed 3 mg
conventional (or non surgical) treatment; and
(b) theredundant skin and fat interferes with the activities of daily living; and
(c) the weight has been stable for at least 6 months following significant weight loss prior to the
lipectomy
(H) (Anaes.) (Assist.)
(See para TN.8.8 of explanatory notes ts thategory)

30177 Fee:$1,001.45 Benefit: 75% = $751.10
Circumferential lipectomy, as an independent procedure, to correct circumferential excess of reg
skin and fat that is a direct consequence of significant weight loss, with or without a radical
abdominoplasty (Pitanguy type or similanot being a service associated with a service to which it
30165, 30168, 30171, 30172, 30176, 30177, 45530, 45564 or 45565 applies, if:
(a) the circumferential excess of redundant skin and fat is complicaiateltyigo or another skin
condition that risks loss of skin integrity and has failed 3 months of conventional (or non surgical
treatment; and
(b) the circumferential excess of redundant skin and fat interferes with the activities of daily living
(c) the weight has been stable for at least 6 months following significant weight loss prior to the
lipectomy
(H) (Anaes.) (Assist.)
(See para TN.8.8 of explanatory notes to this Category)

30179 Fee:$1,232.55 Benefit: 75% = $924.45
AXILLARY HYPERHIDROSIS, partial excision for (Anaes.)

30180 Fee:$138.70 Benefit: 75% = $104.05 85% = $117.90
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AXILLARY HYPERHIDROSIS, total excision of sweat gland bearing area (Anaes.)

30183 Fee:$250.45 Benefit: 75% = $187.85 85% = $212.90
PALMAR OR PLANTAR WARTS,removal of, by carbon dioxide laser or erbium laser, requiring
admission to a hospital, or when performed by a specialist in the practice of his/her specialty, (5
warts) (Anaes.)
(See para TN.8.9 of explanatory notes to this Category)

30187 Fee:$261.% Benefit: 75% = $195.80 85% = $221.90
WARTS or MOLLUSCUM CONTAGIOSUM (one or more), removal of, by any method (other thg
chemical means), where undertaken in the operating theatre of a hospital, not being a service a
with a servicego which another item in this Group applies (H) (Anaes.)
(See para TN.8.9 of explanatory notes to this Category)

30189 Fee:$149.65 Benefit: 75% = $112.25
Angiofibromas, trichoepitheliomas or other severely disfiguring tumours of the face or neck if@xcl
melanocytic naevi, sebaceous hyperplasia, dermatosis papulosa nigra, Campbell De Morgan an
and seborrheic or viral warts), suitable for laser ablation as confirmed by the opinion of a specia
the specialty of dermatologyremoval of, by carbn dioxide laser or erbium laser ablation, including
associated resurfacing (10 or more tumours) (Anaes.)

30190 Fee:$404.10 Benefit: 75% = $303.10 85% = $343.50
Angiofibromas, trichoepithelioma, epidermal naevi, xanthelasma, pyogenic granulomal, genit
angiokeratomas, hereditary haemorrhagic telangiectasia and other severely disfiguring or recurr
bleeding tumours (excluding melanocytic naevi, sebaceous hyperplasia, dermatosis papulosa ni
Campbell De Morgan angiomas and seborrheic or viralslyareatment of, with carbon dioxide/erbid
or other appropriate laser (or curettage and fine point diathermy for pyogenic granuloma only), if
confirmed by the opinion of a specialist in the specialty of dermatology, one or more lesions.

30191 Fee:$64.50 Bendit: 75% = $48.40 85% = $54.85
PREMALIGNANT SKIN LESIONS (including solar keratoses), treatment of, by ablative techniqu
or more lesions) (Anaes.)
(See para TN.8.9 of explanatory notes to this Category)

30192 Fee:$40.20 Benefit: 75% = $30.15 85% = $34.20
Malignant neoplasm of skin or mucous membrane that has been:
(a) proven by histopathology; or
(b) confirmed by the opinion of a specialist in the specialty of dermatology where a specimen ha
submitted for histologic confirmation;
removal of, by serial curettage, or carbon dioxide laser or erbium laser exaidation, including any
associated cryotherapy or diathermy (Anaes.)
(See para TN.8.10 of explanatory notes to this Category)

30196 Fee:$128.30 Benefit: 75% = $96.25 85% = $90L0
Malignant neoplasm of skin or mucous membrane proven by histopathology or confirmed by the
of a specialist in the specialty of dermatoldgygemoval of, by liquid nitrogen cryotherapy using repeg
freeze thaw cycles
(See para TN.8.10 okplanatory notes to this Category)

30202 Fee:$49.10 Benefit: 75% = $36.85 85% = $41.75
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30207

Skin lesions, multiple injections with glucocorticoid preparations (Anaes.)

Fee:$45.30 Benefit: 75% = $34.00 85% = $38.55

30210

Keloid and other skin lesionextensive, multiple injections of glucocorticoid preparations, if undert
in the operating theatre of a hospital on a patient less than 16 years of age (Anaes.)

Fee:$165.55 Benefit: 75% = $124.20

30216

HAEMATOMA, aspiration of (Anaes.)

Fee:$27.80 Benefit: 75% = $20.85 85% = $23.65

30219

HAEMATOMA, FURUNCLE, SMALL ABSCESS OR SIMILAR LESION not requiring admission
a hospital INCISION WITH DRAINAGE OF (excluding aftercare)

(See para TN.8.4 of explanatory notes to this Category)
Fee:$27.80 Benefit: 75% = $20.85 85% = $23.65

30223

LARGE HAEMATOMA, LARGE ABSCESS, CARBUNCLE, CELLULITIS or similar lesion,
requiring admission to a hospital, INCISION WITH DRAINAGE OF (excluding aftercare) (Anaes

(See para TN.8.4 of explanatory notes to @asegory)
Fee:$165.55 Benefit: 75% = $124.20

30224

PERCUTANEOUS DRAINAGE OF DEEP ABSCESS using interventional imaging technidues
not including imaging (Anaes.)

Fee:$241.40 Benefit: 75% = $181.05 85% = $205.20

30225

ABSCESS DRAINAGE TUBE, exd@dmge of using interventional imaging techniquesit not including
imaging (Anaes.)

Fee:$271.95 Benefit: 75% = $204.00 85% = $231.20

30226

MUSCLE, excision of (LIMITED), or fasciotomy (Anaes.)

Fee:$152.15 Benefit: 75% = $114.15 85% = $129.35

30229

MUSCLE, excision of (EXTENSIVE) (Anaes.) (Assist.)

Fee:$277.30 Benefit: 75% = $208.00 85% = $235.75

30232

MUSCLE, RUPTURED, repair of (limited), not associated with external wound (Anaes.)

Fee:$227.20 Benefit: 75% = $170.40 85% = $193.15

30235

MUSCLE, RUPTURED, repair of (extensive), not associated with external wound (Anaes.) (Assi

Fee:$300.45 Benefit: 75% = $225.35 85% = $255.40

30238

FASCIA, DEEP, repair of, FOR HERNIATED MUSCLE (Anaes.)

Fee:$152.15 Benefit: 75% = $114.15 85% = $129.35

30241

BONE TUMOUR, INNOCENT, excision of, not being a service to which another item in this Gro
applies (Anaes.) (Assist.)

Fee:$362.05 Benefit: 75% = $271.55 85% = $307.75

30244

STYLOID PROCESS OF TEMPORAL BONE, removal of (Anaes3gist.)

Fee:$362.05 Benefit: 75% = $271.55
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PAROTID DUCT, repair of, using micrsurgical techniques (Anaes.) (Assist.)

30246 Fee:$700.85 Benefit: 75% = $525.65
PAROTID GLAND, total extirpation of (Anaes.) (Assist.)
30247 Fee:$751.20 Benefit: 75% =$563.40
PAROTID GLAND, total extirpation of, with preservation of facial nerve (Anaes.) (Assist.)
30250 Fee:$1,271.10 Benefit: 75% = $953.35
RECURRENT PAROTID TUMOUR, excision of, witpreservation of facial nerve (Anaes.) (Assist
30251 Fee:$1,98.50 Benefit: 75% = $1464.40 85% = $1867.80
PAROTID GLAND, SUPERFICIAL LOBECTOMY OF, with exposure of facial nerve (Anaes.)
(Assist.)
30253 Fee:$847.40 Benefit: 75% = $635.55
SUBMANDIBULAR DUCTS, relocation of, for surgical control of droolif@naes.) (Assist.)
30255 Fee:$1,128.40 Benefit: 75% = $846.30
SUBMANDIBULAR GLAND, extirpation of (Anaes.) (Assist.)
30256 Fee:$452.55 Benefit: 75% = $339.45
SUBLINGUAL GLAND, extirpation of (Anaes.)
30259 Fee:$201.70 Benefit: 75% = $151.30 85% = $145
SALIVARY GLAND, DILATATION OR DIATHERMY of duct (Anaes.)
30262 Fee:$59.75 Benefit: 75% = $44.85 85% = $50.80
Salivary gland, removal of calculus from duct or meatotomy or marsupialisation, 1 or more such
procedures. (Anaes.)
30266 Fee:$152.15 Benefit: 75% = $114.15 85% = $129.35
SALIVARY GLAND, repair of CUTANEOUS FISTULA OF (Anaes.)
30269 Fee:$152.15 Benefit: 75% = $114.15 85% = $129.35
TONGUE, partial excision of (Anaes.) (Assist.)
30272 Fee:$300.45 Benefit: 75% = $225.35 85% $255.40
RADICAL EXCISION OF INTRAORAL TUMOUR INVOLVING RESECTION OF MANDIBLE
AND LYMPH NODES OF NECK (commandotype operation) (Anaes.) (Assist.)
30275 Fee:$1,790.95 Benefit: 75% = $1343.25
TONGUE TIE, repair of, not being a service to whichtaeo item in this Group applies (Anaes.)
30278 Fee:$47.25 Benefit: 75% = $35.45 85% = $40.20
TONGUE TIE, MANDIBULAR FRENULUM or MAXILLARY FRENULUM, repair of, in a person
aged 2 years and over, under general anaesthesia (Anaes.)
30281 Fee:$121.40 Benefit: 75% = $91.05 85% = $103.20
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30283

RANULA OR MUCOUS CYST OF MOUTH, removal of (Anaes.)

Fee:$208.00 Benefit: 75% = $156.00 85% = $176.80

30286

BRANCHIAL CYST, on a person 10 years of age or oMeemoval of, (Anaes.) (Assist.)

Fee:$404.20 Beneit: 75% = $303.15 85% = $343.60

30287

BRANCHIAL CYST, on a person under 10 years of aB@moval of, (Anaes.) (Assist.)

Fee:$525.50 Benefit: 75% = $394.15 85% = $446.70

30289

BRANCHIAL FISTULA, on a person 10 years of age or ovRemoval of, Anaes.) (Assist.)

Fee:$510.30 Benefit: 75% = $382.75

30293

CERVICAL OESOPHAGOSTOMY or CLOSURE OF CERVICAL OESOPHAGOSTOMY with or
without plastic repair (Anaes.) (Assist.)

Fee:$452.55 Benefit: 75% = $339.45 85% = $384.70

30294

CERVICAL OESOPHAGECT®™Y with tracheostomy and oesophagostomy, with or without plast
reconstruction; or LARYNGOPHARYNGECTOMY with tracheostomy and plastic reconstruction
(Anaes.) (Assist.)

Fee:$1,790.95 Benefit: 75% = $1343.25

30296

THYROIDECTOMY, total (Anaes.) (Assist.)

(See para TN.8.137 of explanatory notes to this Category)
Fee:$1,040.10 Benefit: 75% = $780.10

30297

THYROIDECTOMY following previous thyroid surgery (Anaes.) (Assist.)

(See para TN.8.138 of explanatory notes to this Category)
Fee:$1,040.10 Benefit: 75% = $780.10

30299

SENTINEL LYMPH NODE BIOPSY OR BIOPSIES for breast cancer, involving dissection in a lg
axilla, using preoperative lymphoscintigraphy and lymphotropic dye injection, not being a service
associated with a service to which item 303@B02 or 30303 applies (Anaes.) (Assist.)

(See para TN.8.12 of explanatory notes to this Category)
Fee:$647.65 Benefit: 75% = $485.75

30300

SENTINEL LYMPH NODE BIOPSY OR BIOPSIES for breast cancer, involving dissection in a le
I/l axilla, using preoperative lymphoscintigraphy and lymphotropic dye injection, not being a se
associated with a service to which item 30299, 30302 or 30303 applies (Anaes.) (Assist.)

(See para TN.8.12 of explanatory notes to this Category)
Fee:$777.15 Benefit: 75%= $582.90

30302

SENTINEL LYMPH NODE BIOPSY OR BIOPSIES for breast cancer, involving dissection in a le
axilla, using lymphotropic dye injection, not being a service associated with a service to which itg
30299, 30300 or 30303 applies (Anaes.) (Agsis

(See para TN.8.12 of explanatory notes to this Category)
Fee:$518.10 Benefit: 75% = $388.60

30303

SENTINEL LYMPH NODE BIOPSY OR BIOPSIES for breast cancer, involving dissection in a lg
I/l axilla, using lymphotropic dye injection, not beingsarvice associated with a service to which
item 30299, 30300 or 30302 applies (Anaes.) (Assist.)

(See para TN.8.12 of explanatory notes to this Category)
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Fee:$621.65 Benefit: 75% = $466.25

TOTAL HEMITHYROIDECTOMY (Anaes.) (Assist.)

(See para TN.837, TN.8.138 of explanatory notes to this Category)

30306 Fee:$811.45 Benefit: 75% = $608.60
Partial or subtotal thyroidectomy (Anaes.) (Assist.)
(See para TN.8.137 of explanatory notes to this Category)
30310 Fee:$811.45 Benefit: 75% = $608.60
THYROGLOSSAL CYST or FISTULA or both, on a person 10 years of age or ®adical removal
of, including thyroglossal duct and portion of hyoid bone (Anaes.) (Assist.)
30314 Fee:$464.70 Benefit: 75% = $348.55
Minimally invasive parathyroidectomy. Removdlloor more parathyroid adenoma through a small
cervical incision for an image localised adenoma, including thymectomy.
For any particular patientapplicable only once per occasion on which the service is provided.
Not in association with a service to iah item30318, 30317 or 30320 applies. (Anaes.) (Assist.)
30315 Fee:$1,158.15 Benefit: 75% = $868.65
Redo parathyroidectomy. Cervicategploration for persistent or recurrent hyperparathyroidism,
including thymectomy and cervical exploration of thediastinum.
For any particular patientapplicable only once per occasion on which the service is provided.
Not in association with a service to which item 30315, 30318 or 30320 applies. (Anaes.) (Assist.
30317 Fee:$1,386.75 Benefit: 75% = $1040.10
Open parathyroidectomy, exploration and removal of 1 or more adenoma or hyperplastic glands
cervical incision including thymectomy and cervical exploration of the mediastinum when perforr
For any particular patientapplicable only once per occasion which the service is provided.
Not in association with a service to which item 30315, 30317 or 30320 applies. (Anaes.) (Assist.
30318 Fee:$1,158.15 Benefit: 75% = $868.65
Removal of a mediastinal parathyroid adenoma via sternotomy or medidstirsdopic approach.
For any particular patientapplicable only once per occasion on which the service is provided.
Not in association with a service to which item 30315, 30317 or 30318 applies. (Anaes.) (Assist.
30320 Fee:$1,386.75 Benefit: 75% = $1040.10
Excision of phaeochromocytoma or extraadrenal paraganglioma via endoscopic or open approa
(Anaes.) (Assist.)
30323 Fee:$1,386.75 Benefit: 75% = $1040.10
Excision of an adrenocortical tumour or hyperplasia via endoscopic or open approach.)(b&esist.)
30324 Fee:$1,386.75 Benefit: 75% = $1040.10
30326 THYROGLOSSAL CYST or FISTULA or both, radical removal of, including thyroglossal duct an
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portion of hyoid bone, on a person under 10 years of age (Anaes.) (Assist.)

Fee:$604.10 Benefit: 75% =$453.10

30329

LYMPH NODES of GROIN, limited excision of (Anaes.)

Fee:$250.90 Benefit: 75% = $188.20 85% = $213.30

30330

LYMPH NODES of GROIN, radical excision of (Anaes.) (Assist.)

Fee:$730.25 Benefit: 75% = $547.70

30332

LYMPH NODES of AXILLA, limited excision of (sampling) (Anaes.) (Assist.)

Fee:$352.30 Benefit: 75% = $264.25

30335

LYMPH NODES of AXILLA, complete excision of, to level | (Anaes.) (Assist.)

(See para TN.8.13 of explanatory notes to this Category)
Fee:$880.70 Benefit: 75% = $&0.55

30336

LYMPH NODES of AXILLA, complete excision of, to level Il or level Il (Anaes.) (Assist.)

(See para TN.8.13 of explanatory notes to this Category)
Fee:$1,056.90 Benefit: 75% = $792.70

30373

LAPAROTOMY (exploratory), including associated bggs, where no other intabdominal procedut
is performed (Anaes.) (Assist.)

Fee:$491.00 Benefit: 75% = $368.25

30375

Caecostomy, Enterostomy, Colostomy, Enterotomy, Colotomy, Cholecystostomy, Gastrostomy,
Gastrotomy, on a person 10 years of age er.dveduction of intussusception, Removal of Meckel's
diverticulum, Suture of perforated peptic ulcer, Simple repair of ruptured viscus, Reduction of vo
Pyloroplasty (adult) or Drainage of pancreas (Anaes.) (Assist.)

(See para TN.8.14 of explanatarotes to this Category)
Fee:$529.60 Benefit: 75% = $397.20

30376

LAPAROTOMY INVOLVING DIVISION OF PERITONEAL ADHESIONS (where no other
intraabdominal procedure is performed) on a person 10 years of age or over (Anaes.) (Assist.)

Fee:$529.60 Benefit: 75% = $397.20

30378

LAPAROTOMY involving division of adhesions in conjunction with another intraabdominal proce
where the time taken to divide the adhesions is between 45 minutes and 2 hours, on a person 1
age or over (Anaes.) (Assist.)

Fee $532.10 Benefit: 75% = $399.10

30379

LAPAROTOMY WITH DIVISION OF EXTENSIVE ADHESIONS (duration greater than 2 hours)
with or without insertion of long intestinal tube (Anaes.) (Assist.)

Fee:$943.00 Benefit: 75% = $707.25

30382

ENTEROCUTANEOUS FISTULAradical repair of, involving extensive dissection and resection (
bowel (Anaes.) (Assist.)

Fee:$1,327.80 Benefit: 75% = $995.85

30384

LAPAROTOMY FOR GRADING OF LYMPHOMA, including splenectomy, liver biopsies, lymph
node biopsies and oophoropexy (Asga€Assist.)
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Fee:$1,117.00 Benefit: 75% = $837.75

LAPAROTOMY FOR CONTROL OF POSTOPERATIVE HAEMORRHAGE, where no other
procedure is performed (Anaes.) (Assist.)

30385 Fee:$572.30 Benefit: 75% = $429.25
LAPAROTOMY INVOLVING OPERATION ON ABDOMINAL VISCERA (including pelvic viscera
not being a service to which another item in this Group applies (Anaes.) (Assist.)

30387 Fee:$645.15 Benefit: 75% = $483.90
LAPAROTOMY for trauma involving 3 or more organs (Anaes.) (Assist.)

30388 Fee:$1,623.10 Benefit: 75% = $1217.35
LAPAROSCOPY, diagnostic, not being a service associated with any other laparoscopic proced
person 10 years of age or over (Anaes.)
(See para TN.8.15 of explanatory notes to this Category)

30390 Fee:$223.45 Benefit: 75% = $167.6
LAPAROSCOPY with biopsy (Anaes.) (Assist.)

30391 Fee:$288.90 Benefit: 75% = $216.70
RADICAL OR DEBULKING OPERATION for advanced intrabdominal malignancy, with or withot
omentectomy, as an independent procedure (Anaes.) (Assist.)

30392 Fee:$685.9 Benefit: 75% = $514.00
LAPAROSCOPIC DIVISION OF ADHESIONS in association with another hatibpdominal procedure
where the time taken to divide the adhesions exceeds 45 minutes (Anaes.) (Assist.)

30393 Fee:$532.10 Benefit: 75% = $399.10
LAPAROTOMY for drainage of subphrenic abscess, pelvic abscess, appendiceal abscess, ruptu
appendix or for peritonitis from any cause, with or without appendicectomy (Anaes.) (Assist.)

30394 Fee:$500.75 Benefit: 75% = $375.60
LAPAROTOMY for gross intra periteeal sepsis requiring debridement of fibrin, with or without
removal of foreign material or enteric contents, with lavage of the entire peritoneal cavity via a m
abdominal incision, with or without closure of abdomen and with or without mesh or igpetion
(Anaes.) (Assist.)
(See para TN.8.16 of explanatory notes to this Category)

30396 Fee:$1,032.80 Benefit: 75% = $774.60
LAPAROSTOMY, via wound previously made and left open or closed with zipper, involving char
dressings or packs, and with without drainage of loculated collections (Anaes.)

30397 Fee:$236.05 Benefit: 75% = $177.05
LAPAROSTOMY, final closure of wound made at previous operation, after removal of dressings
packs and removal of mesh or zipper if previously insertedda\ngAssist.)

30399 Fee:$324.70 Benefit: 75% = $243.55
LAPAROTOMY WITH INSERTION OF PORTACATH for administration of cytotoxic therapy
including placement of reservoir (Anaes.) (Assist.)

30400 Fee:$642.60 Benefit: 75% = $481.95
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RETROPERITONEAL ABSCES, drainage of, not involving laparotomy (Anaes.) (Assist.)

30402 Fee:$472.05 Benefit: 75% = $354.05
VENTRAL, INCISIONAL, OR RECURRENT HERNIA OR BURST ABDOMEN, repair of with or
without mesh (Anaes.) (Assist.)
30403 Fee:$529.60 Benefit: 75% = $397.20
VENTRAL OR INCISIONAL HERNIA, (excluding recurrent inguinal or femoral hernia), repair of,
requiring muscle transposition, mesh hernioplasty or resection of strangulated bowel (Anaes.) (4
30405 Fee:$929.60 Benefit: 75% = $697.20
PARACENTESIS ABODMINIS (Anaes.)
30406 Fee:$53.05 Benefit: 75% = $39.80 85% = $45.10
PERITONEOVENOUS shunt, insertion of (Anaes.) (Assist.)
30408 Fee:$398.35 Benefit: 75% = $298.80
LIVER BIOPSY, percutaneous (Anaes.)
30409 Fee:$177.25 Benefit: 75% = $132.95 85% =1$0.70
LIVER BIOPSY by wedge excision when performed in conjunction with another intraabdominal
procedure (Anaes.)
30411 Fee:$90.20 Benefit: 75% = $67.65
LIVER BIOPSY by core needle, when performed in conjunction with anotherablaminal proedure
(Anaes.)
30412 Fee:$53.20 Benefit: 75% = $39.90 85% = $45.25
LIVER, subsegmental resection of, (local excision), other than for trauma (Anaes.) (Assist.)
30414 Fee:$700.85 Benefit: 75% = $525.65
LIVER, segmental resection of, other thantf@uma (Anaes.) (Assist.)
30415 Fee:$1,401.55 Benefit: 75% = $1051.20
LIVER CYST, laparoscopic marsupialisation of, where the size of the cyst is greater than 5¢cm in
diameter (Anaes.) (Assist.)
30416 Fee:$760.95 Benefit: 75% = $570.75
LIVER CYSTS, lgaroscopic marsupialisation of 5 or more, including any cyst greater than 5cm i
diameter (Anaes.) (Assist.)
30417 Fee:$1,141.35 Benefit: 75% = $856.05
LIVER, lobectomy of, other than for trauma (Anaes.) (Assist.)
30418 Fee:$1,623.10 Benefit: 75% = $1217.35
LIVER TUMOURS, destruction of, by hepatic cryotherapy, not being a service associated with a
to which item 50950 or 50952 applies (Anaes.) (Assist.)
30419 Fee:$830.15 Benefit: 75% = $622.65 85% = $745.45
30421 LIVER, TRI-SEGMENTAL RESECTIONextended lobectomy) of, other than for trauma (Anaes.)
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(Assist.)

Fee:$2,028.50 Benefit: 75% = $1521.40

30422

LIVER, repair of superficial laceration of, for trauma (Anaes.) (Assist.)

Fee:$686.15 Benefit: 75% = $514.65

30425

LIVER, repair of deep nitiple lacerations of, or debridement of, for trauma (Anaes.) (Assist.)

Fee:$1,327.80 Benefit: 75% = $995.85

30427

LIVER, segmental resection of, for trauma (Anaes.) (Assist.)

Fee:$1,585.95 Benefit: 75% = $1189.50

30428

LIVER, lobectomy of, for traum (Anaes.) (Assist.)

Fee:$1,696.70 Benefit: 75% = $1272.55 85% = $1612.00

30430

LIVER, extended lobectomy (tsegmental resection) of, for trauma (Anaes.) (Assist.)

Fee:$2,360.45 Benefit: 75% = $1770.35 85% = $2275.75

30431

LIVER ABSCESS, opeabdominal drainage of (Anaes.) (Assist.)

Fee:$529.60 Benefit: 75% = $397.20 85% = $450.20

30433

LIVER ABSCESS (multiple), open abdominal drainage of (Anaes.) (Assist.)

Fee:$737.65 Benefit: 75% = $553.25

30434

HYDATID CYST OF LIVER, peritoneum oviscus, complete removal of contents of, with or witho
suture of biliary radicles (Anaes.) (Assist.)

Fee:$597.55 Benefit: 75% = $448.20

30436

HYDATID CYST OF LIVER, peritoneum or viscus, complete removal of contents of, with or with
suture of biliay radicles, with omentoplasty or myeloplasty (Anaes.) (Assist.)

Fee:$663.90 Benefit: 75% = $497.95

30437

HYDATID CYST OF LIVER, total excision of, by cystpericystectomy (membrane plus fibrous wal
(Anaes.) (Assist.)

Fee:$826.30 Benefit: 75% = $61975

30438

HYDATID CYST OF LIVER, excision of, with drainage and excision of liver tissue (Anaes.) (Ass

Fee:$1,169.25 Benefit: 75% = $876.95 85% = $1084.55

30439

OPERATIVE CHOLANGIOGRAPHY OR OPERATIVE PANCREATOGRAPHY OR INTRA
OPERATIVE ULTRASOUND of the biliary tract (including 1 or more examinations performed dur,
the 1 operation) (Anaes.) (Assist.)

Fee:$188.55 Benefit: 75% = $141.45

30440

CHOLANGIOGRAM, percutaneous transhepatic, and insertion of biliary drainage tube, using
interventionaimaging techniquesbut not including imaging, not being a service associated with g
service to which item 30451 applies (Anaes.) (Assist.)

Fee:$534.80 Benefit: 75% = $401.10 85% = $454.60
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INTRA OPERATIVE ULTRASOUND for staging of intra abdamal tumours (Anaes.)

30441 Fee:$138.45 Benefit: 75% = $103.85
CHOLEDOCHOSCOPY in conjunction with another procedure (Anaes.)
30442 Fee:$188.55 Benefit: 75% = $141.45
CHOLECYSTECTOMY (Anaes.) (Assist.)
30443 Fee:$751.20 Benefit: 75% = $563.40
LAPAROSCOPIC CHOLECYSTECTOMY (Anaes.) (Assist.)
30445 Fee:$751.20 Benefit: 75% = $563.40
LAPAROSCOPIC CHOLECYSTECTOMY when procedure is completed by laparotomy (Anaes.
(Assist.)
30446 Fee:$751.20 Benefit: 75% = $563.40
LAPAROSCOPIC CHOLECYSTECTOMY, inuging removal of common duct calculi via the cystig
duct (Anaes.) (Assist.)
30448 Fee:$988.45 Benefit: 75% = $741.35
LAPAROSCOPIC CHOLECYSTECTOMY with removal of common duct calculi via laparoscopic
choledochotomy (Anaes.) (Assist.)
30449 Fee:$1,099.15 Bendit: 75% = $824.40
CALCULUS OF BILIARY OR RENAL TRACT, extraction of, using interventional imaging technig
- not being a service associated with a service to which items 36627, 36630, 36645 or 36648 ap
(Anaes.) (Assist.)
30450 Fee:$532.80 Benefit: 75% = $399.60 85% = $452.90
BILIARY DRAINAGE TUBE, exchange of, using interventional imaging techniquest not including
imaging, not being a service associated with a service to which item 30440 applies (Anaes.) (As
30451 Fee:$271.95 Benefit: 75% = $204.00 85% = $231.20
CHOLEDOCHOSCOPY with balloon dilation of a stricture or passage of stent or extraction of cg
(Anaes.) (Assist.)
30452 Fee:$383.55 Benefit: 75% = $287.70
CHOLEDOCHOTOMY (with or without cholecystectomy)ijttv or without removal of calculi (Anaes
(Assist.)
30454 Fee:$876.30 Benefit: 75% = $657.25
CHOLEDOCHOTOMY (with or without cholecystectomy), with removal of calculi including biliary
intestinal anastomosis (Anaes.) (Assist.)
30455 Fee:$1,030.25 Benefit: 75% = $772.70
CHOLEDOCHOTOMY, intrahepatic, involving removal of intrahepatic bile duct calculi (Anaes.)
(Assist.)
30457 Fee:$1,401.55 Benefit: 75% = $1051.20 85% = $1316.85
TRANSDUODENAL OPERATION ON SPHINCTER OF ODDI, involving 1 or more m@&moval of
30458 calculi, sphincterotomy, sphincteroplasty, biopsy, local excision ofgmepiullary or duodenal tumour
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sphincteroplasty of the pancreatic duct, pancreatic duct septoplasty, with or without choledochot
(Anaes.) (Assist.)

Fee:$1,030.25 Bendit: 75% = $772.70

CHOLECYSTODUODENOSTOMY, CHOLECYSTOENTEROSTOMY,
CHOLEDOCHOJEJUNOSTOMY or RowanY as a bypass procedure when no prior biliary surge
performed (Anaes.) (Assist.)

30460 Fee:$876.30 Benefit: 75% = $657.25
RADICAL RESECTION of pota hepatis with biliarenteric anastomoses, not being a service
associated with a service to which item 30443, 30454, 30455, 30458 or 30460 applies (Anaes.)
30461 Fee:$1,502.05 Benefit: 75% = $1126.55
RADICAL RESECTION of common hepatic dughd right and left hepatic ducts, with 2 duct
anastomoses (Anaes.) (Assist.)
30463 Fee:$1,844.25 Benefit: 75% = $1383.20
RADICAL RESECTION of common hepatic duct and right and left hepatic ducts, involving more
2 anastomoses or resection of segnoemajor portion of segment of liver (Anaes.) (Assist.)
30464 Fee:$2,213.10 Benefit: 75% = $1659.85
INTRAHEPATIC biliary bypass of left hepatic ductal system by RewxY loop to peripheral ductal
system (Anaes.) (Assist.)
30466 Fee:$1,276.15 Benefit: 75%= $957.15
INTRAHEPATIC BYPASS of right hepatic ductal system by RarxY loop to peripheral ductal
system (Anaes.) (Assist.)
30467 Fee:$1,578.55 Benefit: 75% = $1183.95
BILIARY STRICTURE, repair of, after 1 or more operations on the biliarg {fnaes.) (Assist.)
30469 Fee:$1,748.45 Benefit: 75% = $1311.35 85% = $1663.75
HEPATIC OR COMMON BILE DUCT, repair of, as the primary procedure subsequent to partial
total transection of bile duct or ducts (Anaes.) (Assist.)
30472 Fee:$944.20 Benefit: 75% = $708.15 85% = $859.50
Oesophagoscopy (not being a service to which item 41816 or 41822 applies),
gastroscopyduodenoscopy or panendoscopy (1 or more such procedures), with or without biops
being a service associated with a serticeshich item 30478 or 30479 applies. (Anaes.)
(See para TN.8.17 of explanatory notes to this Category)
30473 Fee:$179.95 Benefit: 75% = $135.00 85% = $153.00
Endoscopic dilatation of stricture of upper gastrointestinal tract (including the usagifign
intensification where clinically indicated) (Anaes.)
(See para TN.8.17, TN.8.133 of explanatory notes to this Category)
30475 Fee:$354.55 Benefit: 75% = $265.95 85% = $301.40
Oesophagoscopy (other than a service to which 4&816, 41822 or 825 applies), gastroscopy,
duodenoscopy, panendoscopy or push enteroscopy, one or more such procedures, if:
30478
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(a) the procedures are performed using one or more of the following endoscopic procedures:
(i) polypectomy;

(ii) sclerosing or adrenalin injections;

(i) banding;

(iv) endoscopic clips;

(v) haemostatic powders;

(vi) diathermy;

(vii) argon plasma coagulation; and

(b) the procedures are for the treatment of one or more of the following:
(i) upper gastrointestinal tract bleeding;

(i) polyps;

(iii) removal of foreign body;

(iv) oesophageal or gastric varices;

(v) peptic ulcers;

(vi) neoplasia;

(vii) benign vascular lesions;

(viii) strictures of the gastrointestinal tract;

(ix) tumorous overgrowth through or over oesophageal stents;

other than a sergé associated with a service to which itedd73 or 30479 applies (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$249.50 Benefit: 75% = $187.15 85% = $212.10

30479

Endoscopy with laser therapy, for the treatment of one or ofdtes following:
(a) neoplasia;

(b) benign vascular lesions;

(c) strictures of the gastrointestinal tract;

(d) tumorous overgrowth through or over oesophageal stents;

(e) peptic ulcers;
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(f) angiodysplasia;
(9) gastric antral vascular ectasia;

(h) postpolypectomy bleeding;

other than a service associated with a service to which item 30473 or 30478 applies (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$483.70 Benefit: 75% = $362.80 85% = $411.15

30481

PERCUTANEOUS GASTROSTOMYinitial procedure):
(a) including any associated imaging services; and
(b) excluding the insertion of a device for the purpose of facilitating weight loss (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$362.70 Benefit: 75% = $27205 85% = $308.30

30482

PERCUTANEOUS GASTROSTOMY (repeat procedure):
(a) including any associated imaging services; and
(b) excluding the insertion of a device for the purpose of facilitating weight loss (Anaes.)

Fee:$257.90 Benefit: 75% = $193.45 85% = $219.25

30483

GASTROSTOMY BUTTON, CAECOSTOMY ANTEGRADE ENEMA DEVICE (CHAIT etc.) or
STOMAL INDWELLING DEVICE:

(a) norendoscopic insertion of; or
(b) nonrendoscopic replacement of;

on a person 10 years of age or over, excluding the insertionedi@edor the purpose of facilitating
weight loss (Anaes.)

Fee:$179.90 Benefit: 75% = $134.95 85% = $152.95

30484

ENDOSCOPIC RETROGRADE CHOLANGIOPANCREATOGRAPHY (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$370.75 Benefit: 75% = $278.10 85% = $315.15

30485

ENDOSCOPIC SPHINCTEROTOMY with or without extraction of stones from common bile duc
(Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$572.30 Benefit: 75% = $429.25 85% = $487.60

30488

SMALL BOWEL INTUBATION as an independent procedure (Anaes.)

Fee:$91.45 Benefit: 75% = $68.60 85% = $77.75

30490

OESOPHAGEAL PROSTHESIS, insertion of, including endoscopy and dilatation (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee $534.80 Benefit: 75% = $401.10 85% = $454.60
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30491

BILE DUCT, ENDOSCOPIC STENTING OF (including endoscopy and dilatation) (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$564.25 Benefit: 75% = $423.20 85% = $479.65

30492

BILE DUCT, PERCUTANEOUS STENTING OF (including dilatation when performed), using
interventional imaging technique$ut not including imaging (Anaes.)

Fee:$799.90 Benefit: 75% = $599.95

30494

ENDOSCOPIC BILIARY DILATATION (Anaes.)

(See para TN.8.17 @fxplanatory notes to this Category)
Fee:$427.25 Benefit: 75% = $320.45

30495

PERCUTANEOUS BILIARY DILATATION for biliary stricture, using interventional imaging
techniques but not including imaging (Anaes.)

Fee:$799.90 Benefit: 75% = $599.95

30496

VAGOTOMY, truncal or selective, with or without pyloroplasty or gastroenterostomy (Anaes.) (A

Fee:$597.55 Benefit: 75% = $448.20 85% = $512.85

30497

VAGOTOMY and ANTRECTOMY (Anaes.) (Assist.)

Fee:$712.50 Benefit: 75% = $534.40

30499

VAGOTOMY, highly selective (Anaes.) (Assist.)

Fee:$847.40 Benefit: 75% = $635.55

30500

VAGOTOMY, highly selective with duodenoplasty for peptic stricture (Anaes.) (Assist.)

Fee:$907.40 Benefit: 75% = $680.55 85% = $822.70

30502

VAGOTOMY, highly selectivewith dilatation of pylorus (Anaes.) (Assist.)

Fee:$1,001.45 Benefit: 75% = $751.10

30503

VAGOTOMY or ANTRECTOMY, or both, for peptic ulcer following previous operation for peptic
ulcer (Anaes.) (Assist.)

Fee:$1,121.45 Benefit: 75% = $841.10 85% $1036.75

30505

BLEEDING PEPTIC ULCER, control of, involving suture of bleeding point or wedge excision (Ar
(Assist.)

Fee:$560.70 Benefit: 75% = $420.55

30506

BLEEDING PEPTIC ULCER, control of, involving suture of bleeding point or wedge exciaiah,
vagotomy and pyloroplasty or gastroenterostomy (Anaes.) (Assist.)

Fee:$981.20 Benefit: 75% = $735.90

30508

BLEEDING PEPTIC ULCER, control of, involving suture of bleeding point or wedge excision, an
highly selective vagotomy (Anaes.) (Assist.)

Fee $1,032.80 Benefit: 75% = $774.60

30509

BLEEDING PEPTIC ULCER, control of, involving gastric resection (other than wedge resection)
(Anaes.) (Assist.)

Fee:$1,032.80 Benefit: 75% = $774.60 85% = $948.10
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30515

Gastroenterostomy (including gastrodundstomy) or enterocolostomy or enteroenterostomy, not
a service to which any of items 31569 to 31581 apply (Anaes.) (Assist.)

Fee:$715.60 Benefit: 75% = $536.70

30517

GASTROENTEROSTOMY, PYLOROPLASTY or GASTRODUODENOSTOMY, reconstruction ¢
(Anaes) (Assist.)

Fee:$936.95 Benefit: 75% = $702.75

30518

Partial gastrectomy, not being a service associated with a service to which any of items 31569 t
apply (Anaes.) (Assist.)

Fee:$1,003.30 Benefit: 75% = $752.50

30520

GASTRIC TUMOUR, removal f by local excision, not being a service to which item 30518 appli¢
(Anaes.) (Assist.)

Fee:$686.15 Benefit: 75% = $514.65

30521

GASTRECTOMY, TOTAL, for benign disease (Anaes.) (Assist.)

Fee:$1,468.00 Benefit: 75% = $1101.00

30523

GASTRECTOMY, SUBTAQAL RADICAL, for carcinoma, (including splenectomy when performec
(Anaes.) (Assist.)

(See para TN.8.18 of explanatory notes to this Category)
Fee:$1,534.25 Benefit: 75% = $1150.70

30524

GASTRECTOMY, TOTAL RADICAL, for carcinoma (including extended natiesection and distal
pancreatectomy and splenectomy when performed) (Anaes.) (Assist.)

Fee:$1,689.25 Benefit: 75% = $1266.95

30526

GASTRECTOMY, TOTAL, and including lower oesophagus, performed by left theabdominal
incision or opening of diaphragatic hiatus, (including splenectomy when performed) (Anaes.) (As

Fee:$2,190.85 Benefit: 75% = $1643.15

30527

ANTIREFLUX OPERATION by fundoplasty, via abdominal or thoracic approach, with or without
closure of the diaphragmatic hiatmet being aervice to which item 30601 applies (Anaes.) (Assist

(See para TN.8.19 of explanatory notes to this Category)
Fee:$885.25 Benefit: 75% = $663.95

30529

ANTIREFLUX operation by fundoplasty, with OESOPHAGOPLASTY for stricture or short oesop
(Anaes.)(Assist.)

(See para TN.8.19 of explanatory notes to this Category)
Fee:$1,327.80 Benefit: 75% = $995.85

30530

ANTIREFLUX operation by cardiopexy, with or without fundoplasty (Anaes.) (Assist.)

(See para TN.8.19 of explanatory notes to this Category)
Fee:$796.75 Benefit: 75% = $597.60

30532

OESOPHAGOGASTRIC MYOTOMY (Heller's operation) via abdominal or thoracic approach, wi
without closure of the diaphragmatic hiatus, by laparoscopy or open operation (Anaes.) (Assist.)

(See para TN.8.19 of explatory notes to this Category)
Fee:$914.85 Benefit: 75% = $686.15
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OESOPHAGOGASTRIC MYOTOMY (Heller's operation) via abdominal or thoracic approach, W
FUNDOPLASTY, with or without closure of the diaphragmatic hiatus, by laparoscopy or openar
(Anaes.) (Assist.)

(See para TN.8.19 of explanatory notes to this Category)

30533 Fee:$1,088.15 Benefit: 75% = $816.15
OESOPHAGECTOMY with gastric reconstruction by abdominal mobilisation and thoracotomy
(Anaes.) (Assist.)

30535 Fee:$1,723.80 Benefit: 75% = $1292.85
OESOPHAGECTOMY involving gastric reconstruction by abdominal mobilisation, thoracotomy ¢
anastomosis in the neck or che&tsurgeon (Anaes.) (Assist.)

30536 Fee:$1,748.45 Benefit: 75% = $1311.35
OESOPHAGECTOMY involving gastriceconstruction by abdominal mobilisation, thoracotomy an
anastomosis in the neck or chaxinjoint surgery, principal surgeon (including aftercare) (Anaes.)
(Assist.)

30538 Fee:$1,209.85 Benefit: 75% = $907.40
OESOPHAGECTOMY involving gastric recongttion by abdominal mobilisation, thoracotomy ang
anastomosis in the neck or chesbnjoint surgery, ceurgeon (Assist.)

30539 Fee:$885.25 Benefit: 75% = $663.95
OESOPHAGECTOMY, by tranhkiatal oesophagectomy (cervical and abdominal mobilisation,
anastomosis) with posterior or anterior mediastinal placemérgurgeon (Anaes.) (Assist.)

30541 Fee:$1,541.80 Benefit: 75% = $1156.35
OESOPHAGECTOMY, by trankiatal oesophagectomy (cervical and abdominal mobilisation,
anastomosis) with posterior or aribr mediastinal placementonjoint surgery, principal surgeon
(including aftercare) (Anaes.) (Assist.)

30542 Fee:$1,047.60 Benefit: 75% = $785.70
OESOPHAGECTOMY, by tranhkiatal oesophagectomy (cervical and abdominal mobilisation,
anastomosis) witposterior or anterior mediastinal placemeobnjoint surgery, caurgeon (Assist.)

30544 Fee:$767.30 Benefit: 75% = $575.50
OESOPHAGECTOMY with colon or jejunal anastomosis, (abdominal and thoracic mobilisation \
thoracic anastomosis)l surgeonAnaes.) (Assist.)

30545 Fee:$1,866.50 Benefit: 75% = $1399.90
OESOPHAGECTOMY with colon or jejunal anastomosis, (abdominal and thoracic mobilisation v
thoracic anastomaosis)conjoint surgery, principal surgeon (including aftercare) (Anaes.) (Assist.

30547 Fee:$1,283.55 Benefit: 75% = $962.70 85% = $1198.85
OESOPHAGECTOMY with colon or jejunal anastomosis, (abdominal and thoracic mobilisation \
thoracic anastomosis)onjoint surgery, cgurgeon (Assist.)

30548 Fee:$958.90 Benefit: 75% = $719.2  85% = $874.20
OESOPHAGECTOMY with colon or jejunal replacement (abdominal and thoracic mobilisation w|
anastomosis of pedicle in the neel) surgeon (Anaes.) (Assist.)

30550
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Fee:$2,095.20 Benefit: 75% = $1571.40

OESOPHAGECTOMY with colomr jejunal replacement (abdominal and thoracic mobilisation wit
anastomosis of pedicle in the neekjpnjoint surgery, principal surgeon (including aftercare) (Anae
(Assist.)

30551 Fee:$1,445.90 Benefit: 75% = $1084.45
OESOPHAGECTOMY with colon gejunal replacement (abdominal and thoracic mobilisation witl
anastomosis of pedicle in the neekjpnjoint surgery, cesurgeon (Assist.)
30553 Fee:$1,069.50 Benefit: 75% = $802.15 85% = $984.80
OESOPHAGECTOMY with reconstruction by free jejunaafgr 1 surgeon (Anaes.) (Assist.)
30554 Fee:$2,331.15 Benefit: 75% = $1748.40
OESOPHAGECTOMY with reconstruction by free jejunal grafonjoint surgery, principal surgeon
(including aftercare) (Anaes.) (Assist.)
30556 Fee:$1,608.10 Benefit: 75% = $1206.0Q
OESOPHAGECTOMY with reconstruction by free jejunal grafonjoint surgery, caurgeon (Assist.
30557 Fee:$1,187.70 Benefit: 75% = $890.80
OESOPHAGUS, local excision for tumour of (Anaes.) (Assist.)
30559 Fee:$863.15 Benefit: 75% = $647.40 85% $778.45
OESOPHAGEAL PERFORATION, repair of, by thoracotomy (Anaes.) (Assist.)
30560 Fee:$958.90 Benefit: 75% = $719.20
ENTEROSTOMY or COLOSTOMY, closure of (not involving resection of bowel), on a person 1(
years of age or over (Anaes.) (As39is
30562 Fee:$604.50 Benefit: 75% = $453.40
COLOSTOMY OR ILEOSTOMY, refashioning of, on a person 10 years of age or over (Anaes.)
(Assist.)
30563 Fee:$604.50 Benefit: 75% = $453.40 85% = $519.80
SMALL BOWEL STRICTUREPLASTY for chronic inflammatgribowel disease (Anaes.) (Assist.)
30564 Fee:$784.65 Benefit: 75% = $588.50
SMALL INTESTINE, resection of, without anastomosis (including formation of stoma) (Anaes.)
(Assist.)
30565 Fee:$885.25 Benefit: 75% = $663.95
SMALL INTESTINE, resection of, wth anastomosis, on a person 10 years of age or over (Anaes.
(Assist.)
30566 Fee:$983.35 Benefit: 75% = $737.55
INTRAOPERATIVE ENTEROTOMY for visualisation of the small intestine by endoscopy (Anaes
(Assist.)
30568 Fee:$737.65 Benefit: 75% = $553.25
30569 ENDOSCOPIC EXAMINATION of SMALL BOWEL with flexible endoscope passed at laparotom
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with or without biopsies (Anaes.) (Assist.)

Fee:$376.10 Benefit: 75% = $282.10

30571

APPENDICECTOMY, not being a service to which item 30574 applies on a persomarsofeage or
over (Anaes.) (Assist.)

Fee:$452.55 Benefit: 75% = $339.45

30572

LAPAROSCOPIC APPENDICECTOMY, on a person 10 years of age or over (Anaes.) (Assist.)

Fee:$452.55 Benefit: 75% = $339.45

30574

NOTE: Multiple Operation and Multiple Anaestierules apply to this item

APPENDICECTOMY, when performed in conjunction with any other intraabdominal procedure
through the same incision (Anaes.)

Fee:$125.20 Benefit: 75% = $93.90

30575

PANCREATIC ABSCESS, laparotomy and external drainage of, mpliniag retrepancreatic
dissection (Anaes.) (Assist.)

Fee:$520.90 Benefit: 75% = $390.70

30577

PANCREATIC NECROSECTOMY for PANCREATIC NECROSIS or ABSCESS FORMATION
requiring major pancreatic or retpancreatic dissection, excluding aftercare (Angés3ist.)

Fee:$1,106.60 Benefit: 75% = $829.95

30578

ENDOCRINE TUMOUR, exploration of pancreas or duodenum, followed by local excision of
pancreatic tumour (Anaes.) (Assist.)

Fee:$1,165.55 Benefit: 75% = $874.20

30580

ENDOCRINE TUMOUR, exploration gbancreas or duodenum, followed by local excision of duod
tumour (Anaes.) (Assist.)

Fee:$1,062.15 Benefit: 75% = $796.65

30581

ENDOCRINE TUMOUR, exploration of pancreas or duodenum for, but no tumour found (Anaes
(Assist.)

Fee:$774.55 Benefit: 75% = $580.95

30583

DISTAL PANCREATECTOMY (Anaes.) (Assist.)

Fee:$1,213.35 Benefit: 75% = $910.05

30584

PANCREATICODUODENECTOMY, WHIPPLE'S OPERATION, with or without preservation of
pylorus (Anaes.) (Assist.)

Fee:$1,790.95 Benefit: 75% = $1343.25

30586

PANCREATIC CYST ANASTOMOSIS TO STOMACH OR DUODENUM by open or endoscopic
means (Anaes.) (Assist.)

Fee:$712.50 Benefit: 75% = $534.40

30587

PANCREATIC CYST, anastomosis to Roux loop of jejunum (Anaes.) (Assist.)

Fee:$737.65 Benefit: 75% = $553.8
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PANCREATICOJEJUNOSTOMY for pancreatitis or trauma (Anaes.) (Assist.)

30589 Fee:$1,271.10 Benefit: 75% = $953.35
PANCREATICGJEJUNOSTOMY following previous pancreatic surgery (Anaes.) (Assist.)
30590 Fee:$1,401.55 Benefit: 75% = $1051.20
PANCREATECTOMY, near total or total (including duodenum), with or without splenectomy (An
(Assist.)
30593 Fee:$1,917.95 Benefit: 75% = $1438.50 85% = $1833.25
PANCREATECTOMY for pancreatitis following previously attempted drainage procedure @i part
resection (Anaes.) (Assist.)
30594 Fee:$2,213.10 Benefit: 75% = $1659.85
SPLENORRHAPHY OR PARTIAL SPLENECTOMY (Anaes.) (Assist.)
30596 Fee:$911.65 Benefit: 75% = $683.75
SPLENECTOMY (Anaes.) (Assist.)
30597 Fee:$731.70 Benefit: 75% = $548.80
SPLENECTOMY, for massive spleen (weighing more than 1500 grams) or involving thabaoonina
incision (Anaes.) (Assist.)
30599 Fee:$1,327.80 Benefit: 75% = $995.85
DIAPHRAGMATIC HERNIA, TRAUMATIC, repair of (Anaes.) (Assist.)
30600 Fee:$789.55 Benefit: 75%= $592.20
Diaphragmatic hernia, congential repair of, by thoracic or abdominal approach, not being a servi
which any of items 31569 to 31581 apply, on a person 10 years of age or over (Anaes.) (Assist.
30601 Fee:$972.60 Benefit: 75% = $729.45
PORTAL HYPERTENSION, port@aval shunt for (Anaes.) (Assist.)
30602 Fee:$1,578.55 Benefit: 75% = $1183.95
PORTAL HYPERTENSION, mesoaval shunt for (Anaes.) (Assist.)
30603 Fee:$1,667.15 Benefit: 75% = $1250.40 85% = $1582.45
PORTAL HYPERTENSODN, selective splencenal shunt for (Anaes.) (Assist.)
30605 Fee:$1,895.80 Benefit: 75% = $1421.85
PORTAL HYPERTENSION, oesophageal transection via stapler or oversew of gastric varices w
without devascularisation (Anaes.) (Assist.)
30606 Fee:$1,12855 Benefit: 75% = $846.45
SMALL INTESTINE, resection of, with anastomosis, on a person under 10 years of age (Anaes.
(Assist.)
30608 Fee:$1,278.35 Benefit: 75% = $958.80
30609 FEMORAL OR INGUINAL HERNIA, laparoscopic repair of, not being a serviceeissed with a
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service to which item 30614 applies (Anaes.) (Assist.)

Fee:$471.95 Benefit: 75% = $354.00

BENIGN TUMOUR of SOFT TISSUE, excluding tumours of skin, cartilage, and bone, simple lipc
covered by item 31345 and lipomateemoval of ly surgical excision, where the specimen excised
sent for histological confirmation of diagnosis, on a person under 10 years of age , not being a s
which another item in this Group applies (Anaes.) (Assist.)

30611 Fee:$572.35 Benefit: 75% = $429.30 85% = $487.65
FEMORAL OR INGUINAL HERNIA OR INFANTILE HYDROCELE, repair of, not being a service
which item 30403 or 30615 applies, on a person 10 years of age or over (Anaes.) (Assist.)

30614 Fee:$471.95 Benefit: 75% = $354.00
STRANGULATED, INCARCERATED OR OBSTRUCTED HERNIA, repair of, without bowel
resection, on a person 10 years of age or over (Anaes.) (Assist.)

30615 Fee:$529.60 Benefit: 75% = $397.20
LYMPH NODES OF NECK, selective dissection of 1 or 2 lymph node levels involving r@mbgoft
tissue and lymph nodes from one side of the necka person under 10 years of age (Anaes.) (Ass
(See para TN.8.24 of explanatory notes to this Category)

30618 Fee:$530.60 Benefit: 75% = $397.95 85% = $451.05
LAPAROSCOPIC SPLENECTOM, on a person under 10 years of age (Anaes.) (Assist.)

30619 Fee:$951.25 Benefit: 75% = $713.45
Repair of symptomatic umbilical, epigastric or linea alba hernia requiring mesh or other formal re
in a person 10 years of age or over, other thsarace to which item 30403 or 30405 applies (Anae
(Assist.)

30621 Fee:$414.00 Benefit: 75% = $310.50
Caecostomy, Enterostomy, Colostomy, Enterotomy, Colotomy, Cholecystostomy, Gastrostomy,
Gastrotomy, Reduction of intussusception, Removal of MécRalerticulum, Suture of perforated
peptic ulcer, Simple repair of ruptured viscus, Reduction of volvulus, Pyloroplasty or Drainage of
pancreas on a person under 10 years of age (Anaes.) (Assist.)
(See para TN.8.14 of explanatory notes to this Category)

30622 Fee:$688.50 Benefit: 75% = $516.40
LAPAROTOMY INVOLVING DIVISION OF PERITONEAL ADHESIONS (where no other
intraabdominal procedure is performed) on a person under 10 years of age (Anaes.) (Assist.)

30623 Fee: $688.50 Benefit: 75% = $516.40
LAPAROTOMY involving division of adhesions in conjunction with another intraabdominal proce
where the time taken to divide the adhesions is between 45 minutes and 2 hours, on a person u
years of age (Anaes.) (Assist.)

30626 Fee:$691.70 Benefit: 75% = $51830
LAPAROSCOPY, diagnostic, not being a service associated with any other laparoscopic proced
person under 10 years of age (Anaes.)
(See para TN.8.15 of explanatory notes to this Category)

30627 Fee:$290.55 Benefit: 75% = $217.95
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HYDROCELE, tapping of

30628 Fee:$36.15 Benefit: 75% = $27.15 85% = $30.75
Hydrocele, removal of, other than a service associated with a service to which item 30641, 3064
30644 applies (Anaes.)
30631 Fee:$240.45 Benefit: 75% = $180.35 85% = $204.40
Varicocele, surgical correction of, other than a service associated with a service to which item 3
30642 or 30644 appli@sone procedure (Anaes.) (Assist.)
30635 Fee:$296.45 Benefit: 75% = $222.35
GASTROSTOMY BUTTON, caecostomy antegrade enemécddxehait etc) and/or stomal indwellin
device, norendoscopic insertion of, or n@ndoscopic replacement of, on a person under 10 years
age (Anaes.)
30636 Fee:$236.90 Benefit: 75% = $177.70 85% = $201.40
ENTEROSTOMY or COLOSTOMY, closure of nitvolving resection of bowel, on a person under
years of age (Anaes.) (Assist.)
30637 Fee:$785.90 Benefit: 75% = $589.45
COLOSTOMY OR ILEOSTOMY, refashioning of, on a person under 10 years of age (Anaes.) (A
30639 Fee:$785.90 Benefit: 75% = $58H5 85% = $701.20
Repair of large and irreducible scrotal hernia, where duration of surgery exceeds 2 hours, ina p
years of age or over, other than a service to which item 30403, 30405, 30614, 30615 or 30621 &
(Anaes.) (Assist.)
30640 Fee: $929.60 Benefit: 75% = $697.20
ORCHIDECTOMY, simple or subscapsular, unilateral with or without insertion of testicular prost|
(Anaes.) (Assist.)
30641 Fee:$414.00 Benefit: 75% = $310.50
Orchidectomy, radical, unilateral, with or withonsertion of testicular prosthesis, other than a sery|
associated with a service to which item 30631, 3088641, 30643 or 30644 applies (Anaes.) (Assi
30642 Fee:$529.60 Benefit: 75% = $397.20
EXPLORATION OF SPERMATIC CORD, inguinal approach, hvitr without testicular biopsy and
with or without excision of spermatic cord and testis on a person under 10 years of age (Anaes.
30643 Fee:$688.50 Benefit: 75% = $516.40
EXPLORATION OF SPERMATIC CORD, inguinal approach, with or withoutitedar biopsy and
with or without excision of spermatic cord and testis on a person 10 years of age or over (Anaes
(Assist.)
30644 Fee:$529.60 Benefit: 75% = $397.20
APPENDICECTOMY, not being a service to which item 30574 applies, on a person ungeri ®f
age (Anaes.) (Assist.)
30645 Fee: $588.25 Benefit: 75% = $441.20
LAPAROSCOPIC APPENDICECTOMY, on a person under 10 years of age (Anaes.) (Assist.)
30646
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Fee:$588.25 Benefit: 75% = $441.20

HAEMORRHAGE, arrest of, following circumcision reqjimng general anaesthesia on a person und
years of age (Anaes.)

30649 Fee:$190.65 Benefit: 75% = $143.00 85% = $162.10
Circumcision of the penis (other than a service to which item 30658 applies)
30654 Fee:$47.25 Benefit: 75% = $35.45 85% = $40.20
Circumcision of the penis, when performed in conjunction with a service to which an item in Gro
or Group T10 applies (Anaes.)
30658 Fee:$144.25 Benefit: 75% = $108.20 85% = $122.65
HAEMORRHAGE, arrest of, following circumcision requiriggneral anaesthesia on a person 10y
of age or over (Anaes.)
30663 Fee:$146.65 Benefit: 75% = $110.00 85% = $124.70
PARAPHIMOSIS or PHIMOSIS, reduction of, under general anaesthesia, with or without dorsal
incision, not being a service associatéth a service to which another item in this Group applies
(Anaes.)
30666 Fee:$48.20 Benefit: 75% = $36.15 85% = $41.00
COCCYX, excision of (Anaes.) (Assist.)
30672 Fee:$452.55 Benefit: 75% = $339.45
PILONIDAL SINUS OR CYST, OR SACRAL SINUS OR C3T, excision of (Anaes.)
30676 Fee:$385.10 Benefit: 75% = $288.85 85% = $327.35
PILONIDAL SINUS, injection of sclerosant fluid under anaesthesia (Anaes.)
30679 Fee:$97.85 Benefit: 75% = $73.40 85% = $83.20
Balloon enteroscopy, examination oétbmall bowel (oral approach), with or without biopsy,
WITHOUT intraprocedural therapy, for diagnosis of patients with obscure gastrointestinal bleedi
in association with another item in this subgropgth the exception of item 30682 or 30686)
The patient to whom the service is provided must:
(i) have recurrent or persistent bleeding; and
(i) be anaemic or have active bleeding; and
(i) have had an upper gastrointestinal endoscopy and a colonoscopy performed which did no
the cause of the bleeding. (Anaes.)
(See para TN.8.17 of explanatory notes to this Category)
30680 Fee:$1,188.70 Benefit: 75% = $891.55 85% = $1104.00
Balloon enteroscopy, examination of the small bowel (anal approach), with or without biopsy,
WITHOUT intraprocedural therapy, for diagnosis of patients with obscure gastrointestinal bleedi
in association with another item in this subgroup (with the exception of item 30680 or 30684)
30682
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The patient to whom the service is provided must:
(i) have recurrent or persistent bleeding; and
(i) be anaemic or have active bleeding; and

(i) have had an upper gastrointestinal endoscopy and a colonoscopy performed which did no
the cause of the bleeding.

(Anaes.)

(See paa TN.8.17 of explanatory notes to this Category)
Fee:$1,188.70 Benefit: 75% = $891.55 85% = $1104.00

30684

Balloon enteroscopy, examination of the small bowel (oral approach), with or without biopsy, WI
or more of the following procedures (snamypectomy, removal of foreign body, diathermy, heater
probe, laser coagulation or argon plasma coagulation), for diagnosis and management of patien
obscure gastrointestinal bleeding, not in association with another item in this subgroup (with the
exception of item 30682 or 30686)

The patient to whom the service is provided must:
(i) have recurrent or persistent bleeding; and
(i) be anaemic or have active bleeding; and

(i)  have had an upper gastrointestinal endoscopy and a cologgssadprmed which did not identif
the cause of the bleeding.

(Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$1,462.90 Benefit: 75% = $1097.20 85% = $1378.20

30686

Balloon enteroscopy, examination of the small bowak( approach), with or without biopsy, WITH
or more of the following procedures (snare polypectomy, removal of foreign body, diathermy, he
probe, laser coagulation or argon plasma coagulation), for diagnosis and management of patien
obscure gstrointestinal bleeding, not in association with another item in this subgroup (with the
exception of item 30680 or 30684)

The patient to whom the service is provided must:
(i) have recurrent or persistent bleeding; and
(i) be anaemic or havestive bleeding; and

(i)  have had an upper gastrointestinal endoscopy and a colonoscopy performed which did no
the cause of the bleeding. (Anaes.)

(See para TN.8.17 of explanatory notes to this Category)
Fee:$1,462.90 Benefit: 75% = $097.20 85% = $1378.20

30687

ENDOSCOPY with RADIOFREQUENCY ABLATION of mucosal metaplasia for the treatment of
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Barrett's Oesophagus in a single course of treatment, following diagnosis of high grade dysplasi
confirmed by histological examination (Anaes

(See para TN.8.17, TN.8.20 of explanatory notes to this Category)
Fee:$483.70 Benefit: 75% = $362.80 85% = $411.15

Endoscopialtrasoundendoscopy with ultrasound imaging), with or without biopsy, for the stagin
or more of oesophagealastric or pancreatic cancer, not in association with another item in this

Subgroup (other thaitem 30484, 30485, 30491 or 30494) avttier thara service associated with the
routine monitoring of chronic pancreatitis. (Anaes.)

(See para TN.8.21, TNBI of explanatory notes to this Category)

30688 Fee:$370.75 Benefit: 75% = $278.10 85% = $315.15
Endoscopic ultrasoun@ndoscopy with ultrasound imaging), with or without biopgjth fine needle
aspiration, including aspiration of the locoregiolyahph nodes if performed, for the staging of 1 or
more of oesophageal, gastric or pancreatic cancer, not in association with another item in this S
(other than iten80484, 30485, 30491 or 304%d other thaa service associated with the routine
monitoring of chronic pancreatitis. (Anaes.)
(See para TN.8.21, TN.8.17 of explanatory notes to this Category)

30690 Fee:$572.30 Benefit: 75% = $429.25 85% = $487.60
Endoscopic ultrasoun@ndoscopy with ultrasound imaging), with or without biopsy tfie diagnosis
of 1 or more of pancreatic, biliary or gastric submucosal tumours, not in association with anothe
this Subgroup (other than iteB®484, 30485, 30491 or 304%Nd other thama service associated with
the routine monitoring of chrémpancreatitis. (Anaes.)
(See para TN.8.21, TN.8.17 of explanatory notes to this Category)

30692 Fee:$370.75 Benefit: 75% = $278.10 85% = $315.15
Endoscopic ultrasoun@ndoscopy with ultrasound imaging), with or without biopsgth fine needle
agiration,for the diagnosis of 1 or more of pancreatic, biliary or gastric submucosal tunmmaris,
association with another item in this Subgroup (other than3@84, 30485, 30491 or 304%nd
other thara service associated with the routine manniig of chronic pancreatitis. (Anaes.)
(See para TN.8.21, TN.8.17 of explanatory notes to this Category)

30694 Fee:$572.30 Benefit: 75% = $429.25 85% = $487.60
ENDOSCOPIC ULTRASOUND GUIDED FINE NEEDLE ASPIRATION BIOPSY(S) (endoscopy
with ultrasoundiinaging) to obtain one or more specimens from either:
(a) mediastinal mass(es) or
(b) locoregional nodes to stage remall cell lung carcinoma
not being a service associated with another item in this subgroup or to which items 30710 and 5
apply (Anaes.)
(See para TN.8.21 of explanatory notes to this Category)

30696 Fee:$572.30 Benefit: 75% = $429.25 85% = $487.60
ENDOBRONCHIAL ULTRASOUND GUIDED BIOPSY(S) (bronchoscopy with ultrasound imagir
with or without associated fluoroscopic imaging)dbtain one or more specimens by either:

30710
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(a) transbronchial biopsy(s) of peripheral lung lesions; or
(b) fine needle aspiration(s) of a mediastinal mass@s);

(c) fine needle aspiration(s) of locoregional nodes to stagesmaifi cell lung carcinomn

not being a service associated with another item in this subgroup or to which items 30696, 4189
41898, and 60500 to 60509 applies (Anaes.)

(See para TN.8.21 of explanatory notes to this Category)
Fee:$572.30 Benefit: 75% = $429.25 85% = $487.60

31000

Mohs surgery of skin tumour located on the head, neck, genitalia, hand, digits, leg (below knee)
utilising horizontal frozen sections with mapping of all excised tissue, and histological examinatic
all excised tissue by the specialistforming the procedure, if the specialist is recognised by the
Australasian College of Dermatologists as an approved Mohs sdrgeonfewer sections (Anaes.)

(See para TN.8.151 of explanatory notes to this Category)
Fee:$590.20 Benefit: 75% = $442.65 85% = $505.50

31001

Mohs surgery of skin tumour located on the head, neck, genitalia, hand, digits, leg (below knee)
utilising horizontal frozen sections with mapping of all excised tissue, and histological examinatid
all excised tissue bthe specialist performing the procedure, if the specialist is recognised by the
Australasian College of Dermatologists as an approved Mohs sdrgetm12 sections (inclusive)
(Anaes.)

(See para TN.8.151 of explanatory notes to this Category)
Fee:$737.65 Benefit: 75% = $553.25 85% = $652.95

31002

Mohs surgery of skin tumour located on the head, neck, genitalia, hand, digits, leg (below knee)
utilising horizontal frozen sections with mapping of all excised tissue, and histological examirfatic
all excised tissue by the specialist performing the procedure, if the specialist is recognised by th
Australasian College of Dermatologists as an approved Mohs sdrdebar more sections (Anaes.)

(See para TN.8.151 of explanatory notes to this Cagggo
Fee:$885.25 Benefit: 75% = $663.95 85% = $800.55

31003

Mohs surgery of skin tumour utilising horizontal frozen sections with mapping of all excised tissu
histological examination of all excised tissue by the specialist performing the preciédue specialist
is recognised by the Australasian College of Dermatologists as an approved Mohs& & gedewer
sections

Not applicable to a service performed in association with a service to whicBI®0 applies (Anaes|

(See para TN.8.151f explanatory notes to this Category)
Fee:$590.20 Benefit: 75% = $442.65 85% = $505.50

31004

Mohs surgery of skin tumour utilising horizontal frozen sections with mapping of all excised tissy
histological examination of all excised tissue byghecialist performing the procedure, if the specig
is recognised by the Australasian College of Dermatologists as an approved Mohs&utgedr2
sections (inclusive)

Not applicable to a service performed in association with a service to whicBlit#f applies (Anaes

(See para TN.8.151 of explanatory notes to this Category)
Fee:$737.65 Benefit: 75% = $553.25 85% = $652.95

183



T8. SURGICAL OPERATIONS 1. GENERAL

31005

Mohs surgery of skin tumour utilising horizontal frozen sections with mapping of all excised tissu
histologial examination of all excised tissue by the specialist performing the procedure, if the sp
is recognised by the Australasian College of Dermatologists as an approved Mohs&urg@more
sections

Not applicable to a service performed in assamiatvith a service to which ite®1002 applies (Anaes|

(See para TN.8.151 of explanatory notes to this Category)
Fee:$885.25 Benefit: 75% = $663.95 85% = $800.55

31206

Tumour, cyst, ulcer or scar (other than a scar removed during the surgicalchpgtraa operation),
removal of and suture, if:

(@) the lesion size is not more than 10 mm in diameter; and
(b) the removal is from a mucous membrane by surgical excision (other than by shave excisio
(c) the specimen excised is seot histological examination (Anaes.)

Fee:$97.00 Benefit: 75% = $72.75 85% = $82.45

31211

Tumour, cyst, ulcer or scar (other than a scar removed during the surgical approach at an opera
removal of and suture, if:

(@) the lesion size is motthan 10 mm, but not more than 20 mm, in diameter; and
(b) the removal is from a mucous membrane by surgical excision (other than by shave excisio
(c) the specimen excised is sent for histological examination (Anaes.)

Fee:$125.05 Benefit: 75% = $93.80 85% = $106.30

31216

Tumour, cyst, ulcer or scar (other than a scar removed during the surgical approach at an opera
removal of and suture, if:

(@) the lesion size is more than 20 mm in diameter; and
(b) the removal is frm a mucous membrane by surgical excision (other than by shave excision
(c) the specimen excised is sent for histological examination (Anaes.)

Fee:$145.85 Benefit: 75% = $109.40 85% = $124.00

31220

Tumours (other than viral verrucae (comnwarts) and seborrheic keratoses), cysts, ulcers or scar,
(other than scars removed during the surgical approach at an operation), removal of 4 to 10 lesi
suture, if:

(@) the size of each lesion is not more than 10 mm in diameter; and

(b) each removal is from cutaneous or subcutaneous tissue by surgical excision (other than by
excision); and

(c) all of the specimens excised are sent for histological examination (Anaes.)

Fee:$218.00 Benefit: 75% = $163.50 85% = $185.30

31221

Tumours, cysts, ulcers or scars (other than scars removed during the surgical approach at an of
removal of 4 to 10 lesions, if:
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(@) the size of each lesion is not more than 10 mm in diameter; and

(b) each removal is from a mucous menm@dy surgical excision (other than by shave excision)
(c) each site of excision is closed by suture; and

(d) all of the specimens excised are sent for histological examination (Anaes.)

Fee:$218.00 Benefit: 75% = $163.50 85% = $185.30

Tumours (other than viral verrucae (common warts) and seborrheic keratoses), cysts, ulcers or
(other than scars removed during the surgical approach at an operation), removal of more than
lesions, if:

(@) the size of each lesion is nobre than 10 mm in diameter; and

(b) each removal is from cutaneous or subcutaneous tissue or mucous membrane by surgical
(other than by

shave excision); and
(c) each site of excision is closed by suture; and

(d) all of the speimens excised are sent for histological examination (Anaes.)

31225 Fee:$387.40 Benefit: 75% = $290.55 85% = $329.30
SKIN AND SUBCUTANEOUS TISSUE, extensive excision of, in the treatment of SUPPURATIV
HIDRADENITIS (excision from axilla, groin or nat cleft) or SYCOSIS BARBAE or NUCHAE
(excision from face or neck) (Anaes.)
(See para TN.8.23 of explanatory notes to this Category)

31245 Fee:$374.90 Benefit: 75% = $281.20 85% = $318.70
GIANT HAIRY or COMPOUND NAEVUS, excision of an area at leagtetcent of body surfacghere
the specimen excised is sent for histological confirmation of diag(asies.)

31250 Fee:$374.90 Benefit: 75% = $281.20 85% = $318.70
Muscle, bone or cartilage, excision of one or more of, if clinically indicatedif:and
(a) the specimen excised is sent for histological confirmation; and
(b) a malignant tumour of skin covered by item 31000, 31001, 31002, 31003, 31004, 31005, 313
31358, 31359, 31361, 31363, 31365, 31367, 31369, 3B3BY2, 31373, 31374, 31375 dkF6 is
excised (Anaes.)

31340 Derived Fee:75% of the fee for excision of malignant tumour
LIPOMA, removal of by surgical excision or liposuction, where lesion is subcutaneo&®amd or
more in diameteror is subfascial,where the specimen is seot fistological confirmation of diagnosi
(Anaes.)

31345 Fee:$214.35 Benefit: 75% = $160.80 85% = $182.20
Liposuction (suction assisted lipolysis) to one regional area for contour problems of abdominal, (
arm or thigh fat because of repeated limsimjections, if:
(a) the lesion is subcutaneous; and

31346
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(b) the lesion is 50 mm or more in diameter; and

(c) photographic and/or diagnostic imaging evidence demonstrating the need for this service is
documented in the patient notes (Anaes.)

(See para TN.801 of explanatory notes to this Category)
Fee:$214.35 Benefit: 75% = $160.80 85% = $182.20

31350

BENIGN TUMOUR of SOFT TISSUE, excluding tumours of skin, cartilage, and bone, simple lip
covered by item 31345 and lipomata, removal of by surgxeaikion, where the specimen excised is
sent for histological confirmation of diagnosis, on a person 10 years of age or over, not being a §
which another item in this Group applies (Anaes.) (Assist.)

Fee:$440.30 Benefit: 75% = $330.25 85% =3%4.30

31355

MALIGNANT TUMOUR of SOFT TISSUE, excluding tumours of skin, cartilage and bone, remo
by surgical excision, whet@stological proof of malignancy has been obtaineot being a service to
which another item in this Group applies (AnaéAssist.)

Fee:$725.90 Benefit: 75% = $544.45 85% = $641.20

31356

Malignant skin lesion (other than a malignant skin lesion covered by item 31371, 31372, 31373,
31375 or 31376), surgical excision (other than by shave excision) and rejifair of,

(a) the lesion is excised from nose, eyelid, eyebrow, lip, ear, digit or genitalia, or from a contig
area; and

(b) the necessary excision diameter is less than 6 mm; and

(c) the excised specimen is sent for histological examinadioa;

(d) malignancy is confirmed from the excised specimen or previous biopsy;
not in association with item 45201 (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$224.90 Benefit: 75% = $168.70 85% = $191.20

31357

Non-malignant skin lesion (other than viral verrucae (common warts) and seborrheic keratoses),
including a cyst, ulcer or scar (other than a scar removed during the surgical approach at an ope
surgical excision (other than by shave excision) @peir of, if:

(a) the lesion is excised from nose, eyelid, eyebrow, lip, ear, digit or genitalia, or from a contig
area; and

(b) the necessary excision diameter is less than 6 mm; and
(c) the excised specimen is sent for histologicah@ration;
not in association with item 45201 (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$111.45 Benefit: 75% = $83.60 85% = $94.75

31358

Malignant skin lesion (other than a malignant skin lesion covered by t8#1331372, 31373, 31374
31375 or 31376), surgical excision (other than by shave excision) and repair of, if:

(a) the lesion is excised from nose, eyelid, eyebrow, lip, ear, digit or genitalia, or from a contig
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area; and

(b) the necessaryxeision diameter is 6 mm or more; and

(c) the excised specimen is sent for histological examination; and

(d) malignancy is confirmed from the excised specimen or previous biopsy (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to thisgory)
Fee:$275.20 Benefit: 75% = $206.40 85% = $233.95

31359

Malignant skin lesion (other than a malignant skin lesion covered by item 31371, 31372, 31373,
31375 or 31376), surgical excision (other than by shave excision), if:

(@) the ksion is excised from nose, eyelid, eyebrow, lip, ear, digit or genitalia (the applicable si
(b) the necessary excision area is at least one third of the surface area of the applicable site; ¢
(c) the excised specimen is sent for higgptal examination; and

(d) malignancy is confirmed from the excised specimen or previous biopsy
(H) (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$335.45 Benefit: 75% = $251.60

31360

Non-malignant skin lesion (ber than viral verrucae (common warts) and seborrheic keratoses),
including a cyst, ulcer or scar (other than a scar removed during the surgical approach at an op€
surgical excision (other than by shave excision) and repair of, if:

(a) the leson is excised from nose, eyelid, eyebrow, lip, ear, digit or genitalia, or from a contigu
area; and

(b) the necessary excision diameter is 6 mm or more; and
(c) the excised specimen is sent for histological examination (Anaes.)

(See para TN.22, TN.8.125 of explanatory notes to this Category)
Fee:$170.75 Benefit: 75% = $128.10 85% = $145.15

31361

Malignant skin lesion (other than a malignant skin lesion covered by item 31371, 31372, 31373,
31375 or 31376), surgical excision (atlilean by shave excision) and repair of, if:

(@) the lesion is excised from face, neck, scalp, nigpémla complex, distal lower limb (distal to, g
including, the

knee) or distal upper limb (distal to, and including, the ulnar styloid); and
(b) the necessary excision diameter is less than 14 mm; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previous biopsy;
not in association with item 45201 (Arsgage

(See para TN.8.23, TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$189.70 Benefit: 75% = $142.30 85% = $161.25
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31362

Non-malignant skin lesion (other than viral verrucae (common warts) and seborrheic keratoses),
including a cyst, wer or scar (other than a scar removed during the surgical approach at an oper
surgical excision (other than by shave excision) and repair of, if:

(@) the lesion is excised from face, neck, scalp, nigpéola complex, distal lower limb (dista, and
including, the

knee) or distal upper limb (distal to, and including, the ulnar styloid); and
(b) the necessary excision diameter is less than 14 mm; and
(c) the excised specimen is sent for histological examination;
not in associgon with item 45201 (Anaes.)

(See para TN.8.23, TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$136.05 Benefit: 75% = $102.05 85% = $115.65

31363

Malignant skin lesion (other than a malignant skin lesion covered by item 31371, 31373, 31374,
31375 or 31376), surgical excision (other than by shave excision) and repair of, if:

(a) the lesion is excised from face, neck, scalp, nigpéola complex, distal lower limb (distal to, g
including, the

knee) or distal upper limfdistal to, and including, the ulnar styloid); and
(b) the necessary excision diameter is 14 mm or more; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previipsy (Anaes.)

(See para TN.8.23, TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$248.20 Benefit: 75% = $186.15 85% = $211.00

31364

Non-malignant skin lesion (other than viral verrucae (common warts) and seborrheic keratoses),
including a cyst, ulcer or scar (other than a scar removed during the surgical approach at an ope
surgical excision (other than by shave excision) and repair of, if:

(a) the lesion is excised from face, neck, scalp, nigpéola complex, distal losv limb (distal to, an
including, the

knee) or distal upper limb (distal to, and including, the ulnar styloid); and
(b) the necessary excision diameter is 14 mm or more; and
(c) the excised specimen is sent for histological examinationdg&ha

(See para TN.8.23, TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$170.75 Benefit: 75% = $128.10 85% = $145.15

31365

Malignant skin lesion (other than a malignant skin lesion covered by item 31369, 31370, 31371,
or 31373), stgical excision (other than by shave excision) and repair of, if:

(@) the lesion is excised from any part of the body not covered by item 31356, 31358, 31359, J
31363; and
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(b) the necessary excision diameter is less than 15 mm; and

(c) the excised specimen is sent for histological examination; and

(d) malignancy is confirmed from the excised specimen or previous biopsy;
not in association with item 45201 (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
Fee:$160.85 Benefit: 75% = $120.65 85% = $136.75

Non-malignant skin lesion (other than viral verrucae (common warts) and seborrheic keratoses),
including a cyst, ulcer or scar (other than a scar removed during the surgical approach atiam)ppe
surgical excision (other than by shave excision) and repair of, if:

(@) the lesion is excised from any part of the body not covered by item 31357, 31360, 31362 o
and

(b) the necessary excision diameter is less than 15 mm; and
(c) the excised specimen is sent for histological examination;
not in association with item 45201 (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to this Category)

31366 Fee:$97.00 Benefit: 75% = $72.75 85% = $82.45
Malignant skin lesion @er than a malignant skin lesion covered by item 31371, 31372, 31373, 3
31375 or 31376), surgical excision (other than by shave excision) and repair of, if:
(@) the lesion is excised from any part of the body not covered by item 31356, 31358, 31361 o
31363; and
(b) the necessary excision diameter is at least 15 mm but not more than 30 mm; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or preVimssy;
not in association with item 45201 (Anaes.)
(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
31367 Fee:$217.00 Benefit: 75% = $162.75 85% = $184.45
Non-malignant skin lesion (other than viral verrucae (common warts) amdrbelr keratoses),
including a cyst, ulcer or scar (other than a scar removed during the surgical approach at an ope
surgical excision (other than by shave excision) and repair of, if:
(@) the lesion is excised from any part of the body meeced by item 31357, 31360, 31362 or 313
and
(b) the necessary excision diameter is at least 15 mm but not more than 30mm; and
(c) the excised specimen is sent for histological examination;
not in association with item 45201 (Anaes.)
(See jara TN.8.22, TN.8.125 of explanatory notes to this Category)
31368 Fee:$127.55 Benefit: 75% = $95.70 85% = $108.45
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Malignant skin lesion (other than a malignant skin lesion covered by item 31371, 31372, 31373,
31375 or 31376), surgical excisi@other than by shave excision) and repair of, if:

(@) the lesion is excised from any part of the body not covered by item 31356, 31358, 31359, J
31363; and

(b) the necessary excision diameter is more than 30 mm; and
(c) the excisedmecimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previous biopsy (Anaes.)

(See para TN.8.22, TN.8.125 of explanatory notes to this Category)

31369 Fee:$249.85 Benefit: 75% = $187.40 85% = $212.4
Non-malignant skin lesion (other than viral verrucae (common warts) and seborrheic keratoses),
including a cyst, ulcer or scar (other than a scar removed during the surgical approach at an ope
surgical excision (other than by shave exciyiand repair of, if:
(a) the lesion is excised from any part of the body not covered by item 31357, 31360, 31362 0
and
(b) the necessary excision diameter is more than 30 mm; and
(c) the excised specimen is sent for histologicah@ration (Anaes.)
(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
31370 Fee:$145.85 Benefit: 75% = $109.40 85% = $124.00
Malignant melanoma, appendageal carcinoma, malignant connective tissue tumour of skin or m
carcinomaof skin, definitive surgical excision (other than by shave excision) and repair of, if:
(@) the tumour is excised from nose, eyelid, eyebrow, lip, ear, digit or genitalia, or from a conti
area; and
(b) the necessary excision diameter isi® wr more; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previous biopsy (Anaes.)
(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
31371 Fee:$362.70 Benefit: 75% = $272.05 85% = $308.30
Malignant melanoma, appendageal carcinoma, malignant connective tissue tumour of skin or m
carcinoma of skin, definitive surgical excision (other than by shave excision) and repair of, if:
(a) the tumour is excised from face, neck, scalp, nigsknla complex, distal lower limb (distal to,
and including,
the knee) or distal upper limb (distal to, and including, the ulnar styloid); and
(b) the necessary excision diameter is less thamriy and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previous biopsy;
31372
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not in association with item 45201 (Anaes.)

(See para TN.8.23, TN.8.22, TN.8.125 of explanatmrtes to this Category)
Fee:$313.65 Benefit: 75% = $235.25 85% = $266.65

Malignant melanoma, appendageal carcinoma, malignant connective tissue tumour of skin or m
carcinoma of skin, definitive surgical excision (other than by shasisien) and repair of, if:

(@) the tumour is excised from face, neck, scalp, nigpémla complex, distal lower limb (distal to,
and including,

the knee) or distal upper limb (distal to, and including, the ulnar styloid); and
(b) the necesary excision diameter is 14 mm or more; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previous biopsy (Anaes.)

(See para TN.8.23, TN.8.22, TN.8.125 of explanatatgs to this Category)

31373 Fee:$362.50 Benefit: 75% = $271.90 85% = $308.15
Malignant melanoma, appendageal carcinoma, malignant connective tissue tumour of skin or m
carcinoma of skin, definitive surgical excision (other than by shaeigien) and repair of, if:
(@) the tumour is excised from any part of the body not covered by item 31371, 31372 or 3137
(b) the necessary excision diameter is less than 15 mm; and
(c) the excised specimen is sent for histological ération; and
(d) malignancy is confirmed from the excised specimen or previous biopsy;
not in association with item 45201 (Anaes.)
(See para TN.8.125, TN.1.21 of explanatory notes to this Category)
31374 Fee:$286.40 Benefit: 75% = $214.80 85% = $243.4
Malignant melanoma, appendageal carcinoma, malignant connective tissue tumour of skin or m
carcinoma of skin, definitive surgical excision (other than by shave excision) and repair of, if:
(a) the tumour is excised from any parttbé body not covered by item 31371, 31372 or 31373; &
(b) the necessary excision diameter is at least 15 mm but not more than 30 mm; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from ¢hexcised specimen or previous biopsy;
not in association with item 45201 (Anaes.)
(See para TN.8.22, TN.8.125 of explanatory notes to this Category)
31375 Fee:$308.25 Benefit: 75% = $231.20 85% = $262.05
Malignant melanoma, appendageal carcinomalignant connective tissue tumour of skin or merkel
carcinoma of skin, definitive surgical excision (other than by shave excision) and repair of, if:
(a) the tumour is excised from any part of the body not covered by item 31371, 31372 or 3tB7
31376
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(b) the necessary excision diameter is more than 30 mm; and
(c) the excised specimen is sent for histological examination; and
(d) malignancy is confirmed from the excised specimen or previous biopsy (Anaes.)

(See para TN.8.22, TN.8.12% explanatory notes to this Category)
Fee:$357.25 Benefit: 75% = $267.95 85% = $303.70

31400

MALIGNANT UPPER AERODIGESTIVE TRACT TUMOUR up to and including 20mm in diamet
(excluding tumour of the lip), excision of, where histological confirmatiomalignancy has been
obtained (Anaes.) (Assist.)

Fee:$265.25 Benefit: 75% = $198.95 85% = $225.50

31403

MALIGNANT UPPER AERODIGESTIVE TRACT TUMOUR more than 20mm and up to and
including 40mm in diameter (excluding tumour of the lip), excision ofnethistological confirmation
of malignancy has been obtained (Anaes.) (Assist.)

Fee:$306.15 Benefit: 75% = $229.65

31406

MALIGNANT UPPER AERODIGESTIVE TRACT TUMOUR more than 40mm in diameter
(excluding tumour of the lip), excision of, where histologmanfirmation of malignancy has been
obtained (Anaes.) (Assist.)

Fee:$510.20 Benefit: 75% = $382.65 85% = $433.70

31409

PARAPHARYNGEAL TUMOUR, excision of, by cervical approach (Anaes.) (Assist.)

Fee:$1,585.10 Benefit: 75% = $1188.85

31412

RECURRENT OR PERSISTENT PARAPHARYNGEAL TUMOUR, excision of, by cervical appro
(Anaes.) (Assist.)

Fee:$1,952.50 Benefit: 75% = $1464.40

31420

LYMPH NODE OF NECK, biopsy of (Anaes.)

Fee:$186.85 Benefit: 75% = $140.15 85% = $158.85

31423

LYMPH NODES OFNECK, selective dissection of 1 or 2 lymph node levels involving removal of
tissue and lymph nodes from one side of the neck, on a person 10 years of age or over (Anaes.

(See para TN.8.24 of explanatory notes to this Category)
Fee:$408.20 Benefit: 75% = $306.15 85% = $347.00

31426

LYMPH NODES OF NECK, selective dissection of 3 lymph node levels involving removal of soff
tissue and lymph nodes from one side of the neck (Anaes.) (Assist.)

(See para TN.8.24 of explanatory notes to tlagegory)
Fee:$816.30 Benefit: 75% = $612.25

31429

LYMPH NODES OF NECK, selective dissection of 4 lymph node levels on one side of the neck
preservation of one or more of: internal jugular vein, sternocleidstoid muscle, or spinal accessor
nerve(Anaes.) (Assist.)

(See para TN.8.24 of explanatory notes to this Category)
Fee:$1,272.15 Benefit: 75% = $954.15

31432

LYMPH NODES OF NECK, bilateral selective dissection of levels |, Il and Il (bilateral supraomag
dissections) (Anaes.) (Assist.)
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(See para TN.8.24 of explanatory notes to this Category)
Fee:$1,360.60 Benefit: 75% = $1020.45

31435

LYMPH NODES OF NECK, comprehensive dissection of all 5 lymph node levels on one side of
neck (Anaes.) (Assist.)

(See para TN.8.24 of explanatory e®to this Category)
Fee:$1,000.05 Benefit: 75% = $750.05

31438

LYMPH NODES OF NECK, comprehensive dissection of all 5 lymph node levels on one side of
neck with preservation of one or more of: internal jugular vein, sternoetesdtoid muscle, ompénal
accessory nerve (Anaes.) (Assist.)

(See para TN.8.24 of explanatory notes to this Category)
Fee:$1,585.10 Benefit: 75% = $1188.85

31450

LAPAROSCOPIC DIVISION OF ADHESIONS, as an independent procedure, where the time ta
hour or less (Anaes(Assist.)

Fee:$413.15 Benefit: 75% = $309.90

31452

LAPAROSCOPIC DIVISION OF ADHESIONS, as an independent procedure, where the time tal
more than 1 hour (Anaes.) (Assist.)

Fee:$722.90 Benefit: 75% = $542.20

31454

LAPAROSCOPY with drainage of gubile or blood, as an independent procedure (Anaes.) (Assis

Fee:$572.30 Benefit: 75% = $429.25

31456

GASTROSCOPY and insertion of nasogastric or nasoenteral feeding tube, where blind insertion
feeding tube has failed or is inappropriate tuthe patient's medical condition (Anaes.)

Fee:$249.50 Benefit: 75% = $187.15

31458

GASTROSCOPY and insertion of nasogastric or nasoenteral feeding tube, where blind insertion
feeding tube has failed or is inappropriate due to the patient'sahedndition, and where the use of
imaging intensification is clinically indicated (Anaes.)

Fee:$299.35 Benefit: 75% = $224.55

31460

PERCUTANEOUS GASTROSTOMY TUBE, jejunal extension to, including any associated imag
services (Anaes.) (Assist.)

Fee:$362.70 Benefit: 75% = $272.05

31462

OPERATIVE FEEDING JEJUNOSTOMY performed in conjunction with major upper gasiestinal
resection (Anaes.) (Assist.)

Fee:$529.60 Benefit: 75% = $397.20

31464

ANTIREFLUX OPERATION BY FUNDOPLASTY, via abdominal dhoracic approach, with or
without closure of the diaphragmatic hiatus, by laparoscopic technitptebeing a service to which
item 30601 applies (Anaes.) (Assist.)

(See para TN.8.19 of explanatory notes to this Category)
Fee:$885.25 Benefit: 75% = $68.95

31466

ANTIREFLUX OPERATION BY FUNDOPLASTY, via abdominal or thoracic approach, with or
without closure of the diaphragmatic hiatus, revision procedure, by laparoscopy or open operatiq
(Anaes.) (Assist.)

(See para TN.8.19 of explanatory notes te @ategory)

193



T8. SURGICAL OPERATIONS 1. GENERAL

Fee:$1,327.85 Benefit: 75% = $995.90

31468

PARA-OESOPHAGEAL HIATUS HERNIA, repair of, with complete reduction of hernia, resectio
sac and repair of hiatus, with or without fundoplication (Anaes.) (Assist.)

Fee:$1,458.80 Benefit: 75% = $094.10

31470

LAPAROSCOPIC SPLENECTOMY, on a person 10 years of age or over (Anaes.) (Assist.)

Fee:$731.70 Benefit: 75% = $548.80

31472

CHOLECYSTODUODENOSTOMY, CHOLECYSTOENTEROSTOMY,
CHOLEDOCHOJEJUNOSTOMY OR ROUXN-Y as a bypass procedure where phiiary surgery
has been performed (Anaes.) (Assist.)

Fee:$1,188.50 Benefit: 75% = $891.40

31500

BREAST, BENIGN LESION up to and including 50mm in diameter, including simple cyst,
fibroadenoma or fibrocystic disease, open surgical biopsy or excisiaitlor without frozen section
histology (Anaes.)

(See para TN.8.25 of explanatory notes to this Category)
Fee:$264.20 Benefit: 75% = $198.15 85% = $224.60

31503

BREAST, BENIGN LESION more than 50mm in diameter, excision of (Anaes.) (Assist.)

(Seepara TN.8.25 of explanatory notes to this Category)
Fee:$352.30 Benefit: 75% = $264.25 85% = $299.50

31506

BREAST, ABNORMALITY detected by mammography or ultrasound where guidewire or other
localisation procedure is performed, excision biopsy of (Ajgéssist.)

(See para TN.8.25 of explanatory notes to this Category)
Fee:$396.35 Benefit: 75% = $297.30

31509

BREAST, MALIGNANT TUMOUR, open surgical biopsy of, with or without frozen section histolg
(Anaes.)

(See para TN.8.25 of explanatory nai@shis Category)
Fee:$352.30 Benefit: 75% = $264.25 85% = $299.50

31512

BREAST, MALIGNANT TUMOUR, complete local excision of, with or without frozen section
histology (Anaes.) (Assist.)

Fee:$660.55 Benefit: 75% = $495.45

31515

BREAST, TUMOUR SITEe-excision of following open biopsy or incomplete excision of maligna
tumour (Anaes.) (Assist.)

(See para TN.8.25 of explanatory notes to this Category)
Fee:$443.15 Benefit: 75% = $332.40

31516

BREAST, MALIGNANT TUMOUR, complete local excision of,itln or without frozen section
histology when targeted intraoperative radiotherapy (using an Intrabeam® device) is performed
concurrently, if the requirements of item 15900 are met for the patient (Anaes.) (Assist.)

Fee:$880.85 Benefit: 75% = $660.65

31519

BREAST, total mastectomy (H) (Anaes.) (Assist.)

Fee:$747.85 Benefit: 75% = $560.90
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BREAST, subcutaneous mastectomy (H) (Anaes.) (Assist.)

31524 Fee:$1,056.90 Benefit: 75% = $792.70
BREAST, mastectomy for gynecomastia, with or without liptisac(suction assisted lipolysis), not
being a service associated with a service to which item 45585 applies (H) (Anaes.) (Assist.)

31525 Fee:$528.30 Benefit: 75% = $396.25
BREAST, BIOPSY OF SOLID TUMOUR OR TISSUE OF, using a vactasgsisted breast biep
device under imaging guidance, for histological examination, where imaging has demonstrated:
(@) microcalcification of lesion; or
(b) impalpable lesion less than 1cm in diameter
- including preoperative localisation of lesion where perfotmeot being a service to which items
31539, 31545 or 31548 apply

31530 Fee:$605.20 Benefit: 75% = $453.90 85% = $520.50
FINE NEEDLE ASPIRATION of an impalpable breast lesion detected by mammography or ultra
imaging guided but not includingmaging (Anaes.)
(See para TN.8.26 of explanatory notes to this Category)

31533 Fee:$140.10 Benefit: 75% = $105.10 85% = $119.10
BREAST, preoperative localisation of lesion of, by hookwire or similar device, using intervention
imaging techniquesbut not including imaging, not being a service to which item 31539, 31542 or|
31545 applies (Anaes.)

31536 Fee:$192.45 Benefit: 75% = $144.35 85% = $163.60
BREAST, BIOPSY OF SOLID TUMOUR OR TISSUE OF, using a benbloc stereotactic biopsy, f
histological examination, when conducted by a surgeon as determined by the Royal Australasiar
of Surgeons, and where imaging has demonstrated an impalpable lesion of less than 15mm in d
not being a service to which item 31530, 31536 or 31548espfAnaes.)
(See para TN.8.27 of explanatory notes to this Category)

31539 Fee:$405.20 Benefit: 75% = $303.90
BREAST, initial guidewire localisation of lesion, by hookwire or similar device, when conducted
radiologist as determined by the Royalséralian and New Zealand College of Radiologists, using
interventional imaging techniques prior to using a bemwbloc stereotactic biopsyncluding imaging
not being a service associated with a service to which item 31536 applies (Anaes.)
(See para TM8.28 of explanatory notes to this Category)

31542 Fee:$200.10 Benefit: 75% = $150.10 85% = $170.10
BREAST, BIOPSY OF SOLID TUMOUR OR TISSUE OF, using a benbloc stereotactic biopsy, f
histological examination, when conducted by a surgeon agmets by the Royal Australasian Colle
of Surgeons; where imaging has demonstrated an impalpable lesion of less than 15mm in diamg
including initial guidewire localisation of lesion, by hookwire or similar device, using interventiong
imaging technigas and including imaging not being a service associated with a service to which
31530, 31536 or 31548 applies (Anaes.)
(See para TN.8.27 of explanatory notes to this Category)

31545 Fee:$605.20 Benefit: 75% = $453.90 85% = $520.50

31548 BREAST, BIOPSYOF SOLID TUMOUR OR TISSUE OF, using mechanical biopsy device, for
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