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This book provides information on the arrangements for the
payment of Medicare benefits for professional services rendered by
registered medical practitioners and approved dental practitioners

(oral surgeons). These arrangements operate under the Health
Insurance Act 1973 (as amended). However, at the time of printing,
the relevant legislation giving authority for the changes included in

this edition of the book may still be subject to the approval of
Executive Council and the usual Parliamentary scrutiny. This book
is not a legal document, and, in cases of discrepancy, the legislation

will be the source document for payment of Medicare benefits.
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INTRODUCTION

The book is divided into the following sections :-

General Explanatory Notes
(includes an outline of the Medicare benefit arrangements and general notes for guidance for all services)

General Medical Services comprising
- Professional Attendances (Category 1) - (buff edging)
- Diagnostic Services (Category 2) - (blue edging)
- Therapeutic Procedures (Category 3) - (red edging)
- Relative Value Guide (within Category 3) - (peacock edging)
(includes specific explanatory notes preceding each Category)

Index to General Medical Services (green edging)

Approved Dental Practitioner Services (Category 4) - (grey edging)
(includes an outline of these arrangements, specific explanatory notes and an index)

Diagnostic Imaging Services (Category 5) - (purple edging)
(includes an outline of these arrangements, specific explanatory notes and an index)

Pathology Services (Category 6) - (yellow edging)
(includes an outline of these arrangements, specific explanatory notes and an index)

Schedules of Services

Each professional service contained in the book has been allocated a unique item number, which may be found by reference to the
alphabetical listing of services in the relevant index. (For services not listed in the Schedule or services which do not attract
Medicare benefits see paragraphs 11 and 13 of the General Explanatory Notes)

Located 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, the word (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 payable for surgical assistance associated with procedures which have not
been so identified.

In some cases two levels of fees are applied to the same service in General Medical Services, with each level of fee being allocated a
separate item number. The item identified by the letter "S" applies in the case where the procedure has been rendered by a recognised
specialist in the practice of his or her specialty and the patient has been referred. The item identified by the letter "G" applies in any
other circumstance.

Higher rates of benefits are also provided for consultations by a recognised consultant physician where the patient has been referred by
another medical practitioner or an approved dental practitioner (oral surgeons). For conditions of referral see paragraph 6 of
the General Explanatory Notes.

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 the Category 5 notes.

Structure of Schedule of Services

The book has been structured to group professional services according to their general nature, while some have been further organised
into sub-groups according to the particular nature of the services concerned. For example, Group T8 covering surgical operations has
been divided into fifteen sub-groups corresponding generally to the usual classification of surgical procedures. Certain sub-groups are
further classified to allow for suitable grouping of specific services, eg. varicose veins, operations on the prostate (see list of contents
at the beginning of each Category).
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Explanatory Notes

Explanatory notes relating to the Medicare benefit arrangements and notes that have general application to services are located at the
beginning of the book, while notes relating to specific items are located at the beginning of each Category. While there may be a
reference 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.

Schedule Interpretations

The day-to-day administration and payment of benefits under the Medicare arrangements is the responsibility of the Health
Insurance Commission. Inquiries concerning matters of interpretation of Schedule items should be directed to the Commission

and not to the Department of Health and Ageing. The following telephone numbers have been reserved by the Health Insurance
Commission exclusively for inquiries relating to the Schedule:

NSW - 132 150
VIC - 03 9605 7964
QLD - 07 3004 5280
SA -08 82749788

WA - 132150

TAS - 03 6215 5740

ACT - 02 6124 6362

NT - use South Australia number

Changes to Provider Details

It is important that the Health Insurance Commission be notified promptly of changes to practice addresses to ensure correct
provider details for each practice location. Addresses of the Commission are listed at paragraph 2.9 of the General Explanatory
Notes of this book. (See also paragraph 2.2 of the General Explanatory Notes).

Distribution of the Medicare Benefits Schedule Book

It is also important to notify the Department of Health and Ageing of changes to mailing details to ensure receipt of the Medicare
Benefits Schedule book and up-dates. Enquiries regarding distribution of the book and notification of changes of details should be
directed to the Central Office of the Department, Fax (02) 6289 4996 or Freecall 1800 020103. Addresses of the State Offices of the
Department are listed below. Please note that matters of interpretation of the Schedule should be directed to the Health Insurance
Commission (see above).

NEW SOUTH WALES VICTORIA QUEENSLAND

Level 7 2 Lonsdale Street Sth Floor Samuel Griffith Building
1 Oxford Street MELBOURNE VIC 3000 340 Adelaide Street

SYDNEY NSW 2000 Tel (03)9665 8888 BRISBANE QLD 4000

Tel (02)9263 3555 Tel (07)3360 2555

SOUTH AUSTRALIA WESTERN AUSTRALIA TASMANIA

Commonwealth Centre 152-158 St George's Terrace Montpelier Building

55 Currie Street
ADELAIDE SA 5000
Tel (08)8237 8111

AUSTRALIAN
CAPITAL
TERRITORY

Alexander Building
Furzer Street

PHILLIP ACT 2606
Tel (02) 6289 1555

PERTH WA 6000
Tel (08)93465111

NORTHERN
TERRITORY

Cascom Centre

13 Scaturchio Street
CASUARINA NT 0800
Tel (08) 8946 3444

Future Editions of the Medicare Benefits Schedule Book
The Department welcomes any suggestions for improvements on the layout of the Medicare Benefits Schedule book from

individual practitioners.

21 Kirksway Place
BATTERY POINT TAS 7004
Tel (03) 6221 1411

Any suggestions should be forwarded to:- The Director, Financial and Schedule Review Section,

Medicare Benefits Branch, MDP 106, GPO Box 9848, Canberra ACT 2601.

Internet

The Medicare Benefits Schedule is also available on the Department of Health and Ageing s Internet site at www.health.gov.au. The
site contains a viewing file and an ASCII text downloadable file of the current version of the Schedule.
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SUMMARY OF CHANGES INCLUDED IN THIS EDITION

At the time of printing, the relevant legislation giving authority for the changes included in this book may still be subject to the
approval of Executive Council and the usual Parliamentary scrutiny.

General Fee Increase
The following changes to Medicare schedule fees will apply from 1 November 2002:

A 2.5% increase in Schedule fees will apply to all items in Group Al plus equivalent attendance items. There has been no
increase in the Schedule Fee for items in Group A2 (other non-referred attendances), Group A6 (group therapy), item 173 in
Group A7 (acupuncture), Group A19 (PIP incentive payments, other non-referred);

a 2.5% increase will apply to all other items except for Diagnostic Imaging and Pathology items; and

a 2.5% increase applies to items in Group 14 in the Diagnostic Imaging section of the book.

Increase in Maximum Gap Payment

The maximum patient gap between the Schedule fee and the benefits payable for out-of-hospital services increases to $57.10 as at 1
November 2002. The 85% benefit level will apply for all fees up to $380.65, after which, benefits are calculated at the Schedule
fee less $57.10

REVIEW OF GENERAL MEDICAL SERVICES

The changes involve the following areas of the Schedule:-
Case Conferencing by Consultant Psychiatrists ( new items, see note below)
Asthma (see note below)

Diabetes (see note below)

Cervical Screening (see note below)

Mental Health (see note below)
Ophthalmology (see note below)

Urology (see note below)

Relative Value Guide for Anaesthesia (See note below)
Breast Surgery (See note below)

Vascular Surgery (See note below)
Cardiovascular Conditions (See note below)
Ear Nose and Throat Surgery (See note below)
Neurosurgery (See note below)

Emergency Medicine (See note below)

CASE CONFERENCING BY CONSULTANT PSYCHIATRISTS

requirement for three formal care providers instead of four as with other consultant physicians, because this requirement is more
suited to the practice of psychiatry.

EMERGENCY MEDICINE

treatment of critical conditions. The new items allow emergency physicians to attend to a number of critical patients concurrently.

ASTHMA 3+ VISIT PLAN
The item descriptors have been amended to outline in a more logical order what doctors are required to complete prior to
claiming the asthma items. These amendments do not change the requirements but explain them more clearly.

The notes include a table of the National Asthma Council’s (NAC) recommended 3+ Visit Plan. This table has recently been
revised by the NAC so the notes have been changed to reflect this revision. Activities which doctors are required to complete prior
to claiming the items have been re-ordered in line with the changes to the item descriptor.

There is a minor amendment to the tense of sentences in the notes to make current the paragraph on introduction of the PIP
incentive.

DIABETES
The item descriptor has been amended to include an explanation of when to measure and assess the Body Mass Index.
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The notes have been amended to reflect changes to the item descriptors and to make current the paragraph on introduction of the PIP
incentive.

CERVICAL SCREENING
The notes have been amended to make current the paragraph on introduction of the PIP incentive.

MENTAL HEALTH
Items outlining the 3 Step Mental Health process and the requirements for its completion, already notified to the profession, have now
been incorporated in the Schedule.

Four additional items have been introduced (Items 2721, 2723, 2725, and 2727) for the delivery of Focussed Psychological
Strategies (FPS). These items cover professional attendances of 30 minutes to less than 40 minutes duration, and 40 minutes or ~ more
duration, occurring in consultation rooms as well as in places other than consulting rooms.

Notes have been included defining FPS and stating that the services may only be provided by a medical practitioner who is registered
with the Health Insurance Commission as meeting the requirements to participate in the Better Outcomes in Mental Health Care
Initiative and the additional training requirement set by the General Practice Mental Health Standards Collaboration for FPS. The
service must be provided in a general practice participating in the Practice Incentives Program or which is accredited.

OPHTHALMOLOGY
The word “unidimensional” has been added to the descriptors for items 11240-11243.

Changes to items 13915, 35317 - 35321 and 42809 introduce the restrictions on existing inappropriate items being used for
Photodynamic Therapy.

UROLOGY
To clarify the intent and usage of Urodynamics item 11918 the descriptor has been modified and a new item 11917 has
been introduced to define the types of diagnostic imaging services being performed.

Two new items 37201 and 37202 are currently being put forward for approval under a Ministerial Determination to
implement a Medical Services Advisory Committee recommendation for transurethral needle ablation of the prostate.
Items 37203 - 37208 have been modified to include a reference to the new items in anticipation of their introduction.

ANAESTHESIA

To maintain cost neutrality, in accordance with the Anaesthetic Agreement between the Australian Society of Anaesthetists, the
Australian Medical Association, the Rural Doctors Association of Australia and the Commonwealth, the fee per unit for services
included in the Relative Value Guide for Anaesthetics (Group T10) has been reduced from $17.15 to $16.50.

Two new items (18226 and 18227) have been added for obstetric epidurals provided in the after hours period.

Two new items (20799 and 20886) have been added for upper and lower percutaneous abdominal procedures.

Item 20855 has been amended to include hysterectomy within 24 hours of delivery.

Labour, Delivery and Post-Partum Care items 16515, 16518, 16519, 16520, 16522, 16525, 16564, 16567, 16570, 16571, 16573 have

been amended to include ‘anaes’ at the end of their descriptions to facilitate the claiming of anaesthesia provided in association with
these services.

Nerve block items 18216, 18219, 18230, 18232, 18233, 18234, 18236, 18242, 18262, 18280, 18284, 18286, 18288, 18290,
18292, 18294, 18296 and 18298 have been amended to include ‘anaes’ at the end of their descriptions to facilitate the claiming
of anaesthesia provided in association with these services.

BREAST SURGERY

To allow funding of the Advanced Breast Biopsy Instrumentation (ABBI) procedure as recommended by the Medical Services
Advisory Committee, three new items have been introduced to cover the radiological and surgical components of the procedure
(Items 31539, 31542, and 31545). The ABBI procedure often requires two medical practitioners, a breast surgeon and a radiologist,
each with sufficient training and expertise in the procedure.

Breast biopsy items 31500, 31503, 31506, 31509, 31512, 31515, 31530, 31536 and 31548 have been amended to prevent their use
with the ABBI procedure.

All breast surgery items (formerly 30339-30372) have been renumbered in order to allow space for the introduction of the three new
ABBI items.

X1iv



VASCULAR SURGERY
The descriptors for items 32504, 32507, 32508, 32511, 32514 and 32517 have been amended by adding the words ‘on the same leg’
or ‘1 leg’ as appropriate, to clarify the intention of the item.

The descriptor for item 33806 has also been changed to add an additional phrase to clarify that the infusion of thrombolytic or
other agents, where necessary, is already covered by the item. A note has been added to stipulate that benefit is payable once only
per extremity, regardless of the number of incisions required to access the artery or bypass graft.

The item descriptor for blood pressure monitoring item 11600 has been clarified to state that it is not for use during anaesthesia.
Following changes to the MBS in May 2002, item 11601 is now redundant and has been deleted.

CARDIOVASCULAR CONDITIONS

To allow funding of the Off-Pump Coronary Artery Bypass (OPCAB) and Minimally Invasive Direct Coronary Artery Bypass
(MIDCAB) surgery procedures recommended by the Medical Services Advisory Committee, three new items 38498, 38501 and
38504 have been introduced. The items cover the OPCAB/MIDCAB procedures using either: vein grafts; single arterial grafts; or,
two or more arterial grafts. This is an equivalent structure to that of the current coronary artery bypass grafting (CABG) items.

CABG items 38497, 38500, and 38503 have been amended to exclude their use when an off-pump procedure is performed and
cardio-pulmonary bypass is not required. All off-pump procedures will be claimable under item numbers 38498, 38501 or 38504, as
appropriate.

Amendments to the notes for items 38497-38504 have been made for consistency and to explain the requirement for a clinical or
medical perfusionist to be present when the off-pump procedures are performed.

Following a negative recommendation from the Medical Services Advisory Committee in relation to intravascular ultrasound (IVUS)
a note for each of the coronary angiography items 38215 - 38246 has been included stating that these items are not to be used for
claiming benefits for an IVUS procedure. The angiogram items should not be claimed for IVUS and this change merely reinforces
this.

EAR NOSE AND THROAT SURGERY
Items for Fenestration Operation and Venous Graft to Fenestration Cavity (41602 and 41605) have been deleted because they are
obsolete.

NEUROSURGERY

Following the introduction of Deep Brain Stimulation (DBS) procedure items in February 2002 under a Ministerial
determination, item descriptors for items 39134 and 40801 have been amended to prevent use of these items for the DBS
procedure instead of the appropriate DBS items 40850 - 40862.

CHANGES TO DIAGNOSTIC IMAGING SERVICES
Diagnostic Radiology - Four items 57948, 57951, 57954 and 57957 have been deleted and replaced with four new items and
descriptions - 57960, 57963, 57966, 57969. Refer to DIH.4 of the explanatory notes for the Diagnostic Imaging Services Table.

CHANGES TO PATHOLOGY SERVICES

A number of new items have been included in the Pathology Services Table. The new items include investigation of recurrent
infection (Items 71133 and 71134) and diagnosis and monitoring of coeliac disease or other gluten hypersensitivity syndrome
(Ttems 71160, 71161 and 71162).

Parts of Groups P3 (Microbiology), P4 (Immunology) and P5 (Tissue Pathology) have also been restructured. These restructures
involve the deletion and amendment of a significant number of items.

In the Immunology Group, item 71067 has been deleted and 4 separate items have been created (Items 71066, 71068, 71072 and
71074) detailing specific immunoglobulins.

In the Microbiology Group the hepatitis items have been significantly reduced while maintaining coverage of all antibody
antigen tests done in hepatitis serology (Items 69475 - 69493).

In the Tissue Pathology Group the changes include, scheduled fee increases for the examination of complexity levels 5 and 6 (72830
and 72836), amendment of specimen types for lip and skin biopsies, amendment to the complexity level for parathyroid glands, and
the expansion of items 72817 and 72825. Item 72817 will be limited to 2 to 4 specimens and complemented by a new item (72818)
allowing for the examination of 5 or more specimens. Item 72825 will be limited to 5 to 7 specimens and complemented by a new
item (72826) allowing for the examination of 8 or more specimens.

Item 66656 (General Chemistry) - removal of restriction of 4 patient episodes in 12 months
Item 69363 (Microbiology) - addition of reference to item 69370
Item 69372 (Microbiology) - addition of reference to nucleic acids
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Item 69375 (Microbiology) - addition of reference to item 69370

Item 69405 (Microbiology) - reflects the restructure of the hepatitis items

Item 69408 (Microbiology) - reflects the restructure of the hepatitis items

Item 69411 (Microbiology) - reflects the restructure of the hepatitis items

Item 71069 (Immunology) - reflects the restructure of the immunoglobulin items

Item 71071 (Immunology) - reflects the restructure of the immunoglobulin items

Item 71135 (Immunology) - reflects the addition of the oxidative pathway items (71133 and 71134)

A number of abbreviations have also been included, amended or deleted to reflect the restructuring of Groups P3 (Microbiology) and
P4 (Immunology).

Part 1 of the Schedule (prescription of the Table) has been amended to reflect the replacement of the Licensed Collection Centres
(LCC) Scheme with Approved Collection Centres (ACC) which commenced on 1 December 2001.

Part 2 of the Schedule (Rules of Interpretation) has been amended as follows:

PP.11 Reflecting the new hepatitis structure

Rule 4(2) Inclusion of reference to leflunomide

rule 11 Reflecting the new hepatitis structure

Rule 14(1) Reflecting the implementation of Approved Collection Centres

rule 24 Reflecting the inclusion of the gluten hypersensitivity (coeliac disease) item
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SUMMARY OF CHANGES

The 1 November 2002 changes to the MBS are summarised below and are identified in the Schedule pages by one or more of the
following symbols appearing above the item number:-

(a) new item

(b) amended description

(c) fee amended

(d) item number change

(e) item attracting an anaesthetic

(f) items transferred from Ministerial Determination

® * ++r—r

New Items

501 503 507 511 515 519 520 530 532 534 536 855 857 858 861 864
866 2574 2575 2577 2578 2704 2705 2707 2708 2721 2723 2725 2727 11917 18226 18227
20799 20886 31500 31503 31506 31509 31512 31515 31518 31521 31524 31527 31530 31533 31536 31539 31542
31545 31548 31551 31554 31557 31560 31563 31566 37201 37202 38498 38501 38504 57960 57963 57966 57969
69475 69478 69481 69484 69487 69490 69493 71066 71068 71072 71074 71133 71134 71160 71161 71162 72818
72826

Deleted Items

11601 30339 30340 30343 30344 30347 30348 30351 30352 30354 30355 30358 30360 30361 30363 30364
30366 30367 30369 30370 30372 41602 41605 57948 57951 57954 57957 69414 69417 69420 69423 69426
69429 69432 69435 69438 69441 69447 69450 69453 69456 69459 69462 69465 69468 71067

Amended Description

2517 2546 2620 2664 11240 11241 11242 11243 11600 11918 13915 20855 31500 31503 31506 31509
31512 31515 31530 31536 31548 32504 32507 32508 32511 32514 32517 33806 35317 35319 35320 35321
37203 37206 37207 37208 38497 38500 38503 39134 40801 42809 58115 66656 69363 69372 69375 69405
69408 69411 71069 71071 71135 72817 72825

Fee Amended

97 98 697 698 12306 12309 12312 12315 12318 12321 20100 20102 20104 20120 20124 20140
20142 20143 20144 20145 20146 20148 20160 20162 20164 20170 20172 20174 20176 20190 20192 20210
20212 20214 20216 20220 20222 20225 20300 20305 20320 20321 20330 20350 20352 20400 20401 20402
20403 20404 20405 20406 20410 20420 20450 20452 20470 20472 20474 20500 20520 20522 20524 20526
20528 20540 20542 20546 20548 20560 20600 20604 20620 20622 20630 20632 20634 20670 20680 20690
20700 20702 20705 20706 20730 20740 20745 20750 20752 20754 20756 20770 20790 20791 20792 20793
20794 20798 20800 20802 20805 20806 20810 20815 20820 20830 20832 20840 20841 20842 20844 20845
20846 20848 20850 20855 20860 20862 20864 20866 20867 20868 20880 20882 20884 20900 20902 20904
20906 20910 20912 20914 20916 20920 20924 20926 20928 20930 20932 20934 20936 20938 20940 20942
20943 20944 20946 20948 20950 20952 20954 20956 20958 20960 21100 21110 21120 21130 21140 21150
21160 21170 21195 21199 21200 21202 21210 21212 21214 21220 21230 21232 21234 21260 21270 21272
21274 21280 21300 21321 21340 21360 21380 21382 21390 21392 21400 21402 21403 21404 21420 21430
21432 21440 21460 21461 21462 21464 21472 21474 21480 21482 21484 21486 21490 21500 21502 21520
21522 21530 21532 21600 21610 21620 21622 21630 21632 21634 21636 21638 21650 21652 21654 21656
21670 21680 21682 21700 21710 21712 21714 21716 21730 21732 21740 21756 21760 21770 21772 21780
21790 21800 21810 21820 21830 21832 21834 21840 21842 21850 21860 21870 21872 21878 21879 21880
21881 21882 21883 21884 21885 21886 21887 21900 21906 21908 21910 21912 21914 21915 21916 21918
21922 21925 21926 21927 21930 21935 21936 21939 21941 21942 21943 21945 21949 21952 21955 21959
21962 21965 21969 21970 21973 21976 21980 21990 21992 21997 22001 22002 22007 22008 22012 22014
22015 22020 22025 22030 22035 22040 22045 22050 22055 22060 22065 22070 22075 22900 22905 23010
23021 23022 23023 23031 23032 23033 23041 23042 23043 23051 23052 23053 23061 23062 23063 23071
23072 23073 23081 23082 23083 23090 23100 23110 23120 23130 23140 23150 23160 23170 23180 23190
23200 23210 23220 23230 23240 23250 23260 23270 23280 23290 23300 23310 23320 23330 23340 23350
23360 23370 23380 23390 23400 23410 23420 23430 23440 23450 23460 23470 23480 23490 23500 23510
23520 23530 23540 23550 23560 23570 23580 23590 23600 23610 23620 23630 23640 23650 23660 23670
23680 23690 23700 23710 23720 23730 23740 23750 23760 23770 23780 23790 23800 23810 23820 23830
23840 23850 23860 23870 23880 23890 23900 23910 23920 23930 23940 23950 23960 23970 23980 23990
24100 24101 24102 24103 24104 24105 24106 24107 24108 24109 24110 24111 24112 24113 24114 24115
24116 24117 24118 24119 24120 24121 24122 24123 24124 24125 24126 24127 24128 24129 24130 24131
24132 24133 24134 24135 24136 25000 25005 25010 25015 25020 25200 25205 33116 33119 51300 51303
51800 51803 61302 61303 61306 61307 61310 61313 61314 61316 61317 61320 61328 61340 61348 61352
61353 61356 61360 61361 61364 61368 61369 61372 61373 61376 61381 61383 61384 61386 61387 61389
61390 61393 61397 61401 61402 61405 61409 61413 61417 61421 61425 61426 61429 61430 61433 61434
61437 61438 61441 61442 61445 61446 61449 61450 61453 61454 61457 61458 61461 61462 61465 61469
61473 61480 61484 61485 61495 61499 72830 72836
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Items attracting an anaesthetic
16515 16518 16519 16520 16522 16525 16564 16567 16570 16571 16573 18216 18219 18230 18232 18233
18234 18236 18242 18262 18280 18284 18286 18288 18290 18292 18294 18296 18298

Addition/Deletion (Assist)
40850

New Item (previous Ministerial Determination)
2574 2575 2577 2578 2704 2705 2707 2708

Item Number Change

Old New Old New Old New Old New
30339 31500 30340 31503 30343 31506 30344 31509
30347 31512 30348 31515 30351 31518 30352 31521
30354 31524 30355 31527 30358 31530 30360 31533
30361 31536 30363 31548 30364 31551 30366 31554
30367 31557 30369 31560 30370 31563 30372 31566

SPECIAL ARRANGEMENTS - TRANSITIONAL PERIOD
Where an item refers to a service in which treatment continues over a period of time in excess of one day and the treatment

commenced before 1 November 2002 and continues beyond that date, the general rule is that the 1 November 2001 level of fees and
benefits would apply.

Xviil



GENERAL EXPLANATORY NOTES






MEDICARE BENEFIT ARRANGEMENTS

1. OUTLINE OF SCHEME

1.1  Medicare
1.1.1 The Australian Medicare Program provides access to medical and hospital services for all Australian residents and certain
categories of visitors to Australia. Legislation covering the major elements of the Program is contained in the Health Insurance
Act 1973 (as amended).
1.1.2 With regard to medical expenses, the basic aim of the Medicare program is to provide:-
e automatic entitlement to benefits in respect of professional services (other than professional
services to which the following dot point applies) equal to 85% of the Medicare Benefits
Schedule fee, with a maximum payment of $57.10 (indexed annually) by the patient for any one service
where the Schedule fee is charged;
e for professional services rendered while hospital treatment (i.e., accommodation and nursing
care) is provided to a patient who has been admitted to a hospital or day hospital facility (other
than public patients), a flat rate of benefit of 75% of the Schedule fee, that is, there is no limit to the
maximum amount of gap between the benefit and the Schedule fee; and
e access to public hospital services for eligible persons who choose to be treated free of charge as public

) ) patients in accordance with the provisions of the 1998-2003 Australian Health Care Agreements.
Patients may insure with private health insurance organisations for the gap between the 75% Medicare benefit and

the Schedule fee, or for amounts in excess of the Schedule fee where the patient has an arrangement with their health fund.
For out-of-hospital services the maximum amount of 'gap' (i.e. the difference between the Medicare rebate and the Schedule
fee) payable by a family group or an individual in any one calendar year is $309.80 (indexed annually from 1 January). A
family group includes a spouse and dependent children under 16 years of age or dependent students under the age of 25.

1.1.3 The Health Insurance Commission is responsible for the operation of Medicare and Medicare benefits based on the
services and fees contained in this book. For details of locations of Medicare offices, see paragraph 2.9 below.

1.1.4 Where an eligible person incurs medical expenses in respect of a professional service Medicare will pay benefits for
that service as outlined in these notes. The definition of professional service as contained in the Health Insurance
Act provides that such a service must be "clinically relevant". A clinically relevant service means a service rendered by a
medical or dental practitioner or an optometrist that is generally accepted in the medical, dental or optometrical profession
(as the case may be) as being necessary for the appropriate treatment of the patient to whom it is rendered.

1.1.5 Tt is recognised that medical practitioners will sometimes be called upon to provide services which cannot be
considered as being medically necessary. Accounts for these services should not be itemised as attracting Medicare benefits.
The fee charged for such services is a private matter between the practitioner and the patient.

1.1.6 For any service listed in the Schedule to be eligible for a Medicare rebate, the service must be rendered in accordance
with the provisions of the relevant Commonwealth and State and Territory laws. Practitioners have the responsibility to
ensure that the supply of medicines or medical devices used in the provision of medical services is strictly in accordance with
the provisions of the Therapeutic Goods Act 1989.

2. PROVIDER ELIGIBILITY

2.1  Access to Medicare Benefits

2.1.1 Amendments to the Health Insurance Act 1973 which came into force in December 1996 provide that from that date,
medical practitioners have to meet minimum proficiency requirements before any services they provide (except assistance at
operations) can attract a Medicare benefit. To be eligible to provide a medical service which can attract a Medicare benefit,
or to provide services for or on behalf of another practitioner, one of the following conditions must apply:-

e the person was a medical practitioner prior to 1 November 1996 (this does not include an intern or
Australian Medical Council candidate who has not completed a required period of supervised training, a
person without the legal right to be in Australia on 1 November 1996, or a person acting as a medical
practitioner on a temporary visa); or
e the person is a recognised specialist, consultant physician or general practitioner;
e the person is in an approved placement under section 3GA of the Health Insurance Act 1973; or
e the person is a temporary resident doctor with a determination under Section 3J of the Health Insurance Act
1973, while working in accord with that determination (Note: New Zealand citizens entering Australia do so
under a special temporary entry visa and are regarded as temporary resident doctors).
2.1.2  Any practitioner who does not satisfy these requirements is not a Medical Practitioner for Medicare purposes and
Medicare benefits cannot be paid for their services. This does not affect the practitioners ability to prescribe, refer, order
diagnostic tests etc.
2.1.3 It is an offence under Section 19CC of the Health Insurance Act 1973 to provide a service without first informing a
patient where a Medicare benefit is not payable for that service.



2.2 Provider Numbers
2.2.1 When an eligible medical practitioner wishes to have Medicare benefits payable for his/her services and/or, for
Medicare purposes, wishes to raise valid

o referrals for specialist services; or

e requests for pathology or diagnostic imaging services,
the practitioner can apply in writing to the Health Insurance Commission for a Medicare provider number for the sites from which
medical services/referrals/requests will be provided. A blank downloadable form is available on the Commission’s website at
www.hic.gov.au/prof/
2.2.2 Medicare Provider Numbers are allocated to practitioners to provide an easy method of identifying the place from
which a service is provided. Health Insurance Regulations provide that, for Medicare purposes, a valid account/receipt must contain
the practitioners’ name and either:-

e the address of the place from which the service was provided; OR

e the provider number for the place from which the service was provided.
2.2.3 The provider number comprises a stem number which is up to 6 characters followed by a number/alpha denoting the practice
location followed by an alpha character which is a check character.
2.2.4 Medical registration information is validated by medical registration authorities to ensure appropriate processing of Medicare
claims.
2.2.5 Pay group arrangements are available which allow Medicare benefit cheques, which would normally be payable to a medical
practitioner, to be made payable to a third party. Information about pay group links is contained in the provider number application
form and is available from the Health Insurance Commission and on the Commission’s website at www.hic.gov.au.
Existing pay group arrangements can be terminated by a written request from the practitioner, however, the Health Insurance
Commission will routinely inform the payee of such a termination.
2.2.6 Medicare provider number information is released in accord with the secrecy provisions of the Health Insurance Act 1973
(Section 130) to authorised external organisations including Private Health Insurance Funds, the Department of Veterans’
Affairs and the Department of Health and Ageing.

2.3 Locum Tenens
2.3.1 Where a locum tenens is to provide services at a practice location for more than two weeks or will be providing
services at the location for less than two weeks but on a regular basis, the locum should apply for a provider number for that
location. If the locum is to provide services at a practice for less than two weeks and will not be returning to that location in
the future, the locum should contact the Health Insurance Commission’s provider liaison area (phone 132 150) to discuss
options. In some cases the locum may be able to use one of his/her other provider numbers. The use of a provider number
other than the provider number allocated to the location MUST NOT apply where:
e the practitioner is an RACGP or specialist trainee with a provider number issued for an approved training
placement; or
e the practitioner is associated with an approved rural placement under Section 3GA of the Health Insurance
Act 1973; or
e the practitioner has access to Medicare benefits as a result of the issue of a determination under Section 3J of
the Health Insurance Act 1973 which only gives the practitioner access to Medicare benefits at specific
practice locations; or
e the locum is to provide services at a practice which is participating in the Practice Incentives Program as the
use of a provider number not specifically allocated for the practice will affect payments to the practice under
the Practice Incentives Program.
2.3.2 Locums can direct Medicare payments to the principal of the practice by either arranging a pay group link and/or by
nominating the principal as the payee on bulk bill stationery.

2.4 Approved Placement for Rural Locations (Section 3GA Approvals)
2.4.1 There are two categories of medical practitioner for whose services Medicare benefits are not payable. They are
medical practitioners:-

e subject to the 10 year moratorium; and

e first registered on or after 1 November 1996 who are not eligible for recognition as either a

general practitioner or specialist.

2.4.2 Arrangements exist to enable medical practitioners (otherwise ineligible to access Medicare) to do after hours work or rural
locum work through a structure that provides adequate supervision, quality assurance and backup arrangements while allowing
Medicare billing from an approved practice placement site.
2.4.3 Further information on approved placements for rural locums is available from the Department of Health and Ageing on
(02) 6289 4203.

2.5 Overseas Trained Doctors and the Ten Year Moratorium

2.5.1 Section 19AB of the Health Insurance Act 1973 provides that services provided by overseas trained doctors (including New
Zealand doctors) and overseas doctors trained in Australia will not attract Medicare benefits for a period of 10 years from the time
they become registered as a medical practitioner for the purposes of the Health Insurance Act (the date from which the 10 year
moratorium will commence varies from case to case). These measures do not apply to doctors who:-
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e before 1 January 1997, registered with a State or Territory medical board (not including a person on a
temporary resident visa) provided that they retained the continuous legal right to remain in Australia; or

e made an application to the Australian Medical Council (AMC) which was received before 1 January 1997,
to undertake examinations, successful completion of which would ordinarily enable the person to become
a medical practitioner (and was eligible to lodge an application with the AMC); or
e is atemporary resident doctor (including New Zealand doctors) with a determination under Section 3J of
the Health Insurance Act 1973 while working in accord with that determination.
2.5.2 The Minister can grant an exemption to these requirements and can impose conditions on any exemption provided.
Requests for exemption from the moratorium should be directed to the Department of Health and Ageing on (02) 6289 5903.

2.6 Temporary Resident Doctors (TRD) and Occupational Trainees (OT)
2.6.1 To be allocated a Medicare provider number a TRD/OT must be supported by their employer and be able to

demonstrate that there is a need to have Medicare benefits payable for their services, refer or request specialist services for
Medicare purposes and/or provide prescriptions under the Pharmaceutical Benefits Scheme. The following documentation is
required with an application for a Medicare provider number:-

e Australian medical registration papers; and
e acopy of personal details in a passport and all Australian visas and entry stamps; and
e aletter from the employer stating the reason why a Medicare provider number and/or prescriber number
is required; and
e acopy of the employment contract.
2.6.2 Those TRD/OT deemed eligible for a Medicare provider number by the issue of a Section 3J determination by the
Minister's delegate will need to provide their name and address, as well as their Medicare provider number on all bills for

services they have rendered where a Medicare benefit is to be claimed.

2.6.3 The issue of a 3] determination is not automatic and is not backdated. Medicare benefits cannot be paid for services
rendered by a TRD/OT until a 3] determination has been issued. Delegations for the issue of 3J determinations are held by
the Department of Health and Ageing and as a result, applications received by the Health Insurance Commission
will be forwarded to the Department for approval. Applicants for 3J determinations should apply to the Health
Insurance Commission.

2.6.4 TRD/OT are usually granted conditional medical registration. =~ Use of a Medicare provider number outside of
the conditions imposed through their visa and medical registration will make the TRD/OT liable to action by the Department
of Immigration and Multicultural Affairs and the State or Territory medical board.

2.6.5 Information about applying for a Medicare provider number can be obtained by telephone on 132 150 (a local call

cost) or by contacting the Provider Liaison Section of the Health Insurance Commission in your State.

2.7  Use of Provider Numbers and Closure of Practice Locations
2.7.1 Use of an incorrect Medicare provider number may be a breach of Health Insurance Regulations which require that an
account/receipt lodged with a claim for Medicare benefits must contain the practitioner’s name and either:-

e the address of the place from which the service was provided; OR

e the provider number for the place from which the service was provided.
2.7.2 It is important that the Health Insurance Commission be notified promptly where a practitioner ceases to practice from a
location. Failure to notify closure can lead to misdirection of Medicare cheques and other information from the Health
Insurance Commission.

2.8  Practice Incentives Program

2.8.1 Practitioners who work at practices participating in the Practice Incentives Program are reminded about the importance of
having a provider number linked to that practice. Under the Practice Incentives Program, only services rendered by a
practitioner with a provider number linked to the practice location will be taken into account when determining the practice’s
payment. Medicare and the Department of Veterans’ Affairs data is used to identify consultations linked to provider numbers.
Even practitioners working for limited periods at the practice should have a provider number allocated for that period.

2.9 Addresses of the Health Insurance Commission

Postal: Medicare, GPO Box 9822, in the Capital City in each State
Telephone: 132150, All States (a local call cost)

NEW SOUTH WALES VICTORIA QUEENSLAND

The Colonial State Bank State Headquarters State Headquarters
Tower 460 Bourke Street 444 Queen Street

150 George Street MELBOURNE VIC 3000 BRISBANE QLD 4000

PARRAMATTA NSW 2165



SOUTH AUSTRALIA WESTERN AUSTRALIA TASMANIA

State Headquarters State Headquarters 242 Liverpool Street
209 Greenhill Road Bank West Tower HOBART TAS 7000
EASTWOOD SA 5063 108 St. George's Terrace

PERTH WA 6000
AUSTRALIAN CAPITAL TERRITORY NORTHERN TERRITORY
134 Reed Street As per South Australia

TUGGERANONG ACT 2901

3. PATIENT ELIGIBILITY FOR MEDICARE

3.1 Eligible Persons

3.1.1 An "eligible person" means a person who resides legally in Australia and whose stay in Australia is not subject to any
limitation as to time, but does not include a foreign diplomat or family (except where eligibility is expressly granted to such
persons by the terms of a reciprocal health care agreement). A person covered by a reciprocal health care agreement
is eligible for Medicare for services of immediate medical necessity.

3.1.2 The Health Insurance Act gives the Minister discretionary powers to either include or exclude certain persons or
categories of persons for eligibility purposes under the Medicare arrangements.

3.1.3 Eligible persons must enrol with Medicare before benefits can be paid.

3.2 Medicare Cards

3.2.1 An eligible person who applies to enrol for Medicare benefits (using a Medicare Enrolment/Amendment Application)

will be issued with a uniquely numbered Medicare Card which shows the Medicare Card number, the patient identifier
number (reference number), the applicant's first given name, initial of second given name, surname, and an effective "valid

to" date. These cards may be issued on an individual or family basis. Up to five persons may be listed on the one Medicare
card, and up to nine persons may be listed under the one Medicare card number.

3.2.2 Medicare cards issued with the word "VISITOR" and a date means that at the time the card was issued, Medicare
eligibility was restricted. These cards are issued to persons including visitors who have been determined to be eligible and
eligible persons awaiting permanent resident status.

3.2.3 Special Medicare cards are issued where appropriate to persons accessing out-of-hospital medical care under a
Reciprocal Health Care Agreement (RHCA). These cards are similar to a resident Medicare card and include a “Valid to”

date but are endorsed "Visitor RHCA". Persons covered by the New Zealand (for arrivals after 1 September 1999) and
Ireland Agreements do not hold Medicare “Visitor RHCA” cards as they are not entitled to access out-of-hospital benefits.

3.3  Health Care Expenses Incurred Overseas

3.3.1 Medicare does NOT cover medical or hospital expenses or the cost of medical evacuation incurred outside Australia. It is
recommended that Australian residents travelling overseas take out private traveller's or health insurance which offers adequate
coverage for the countries to be visited. (See also Reciprocal Health Care Agreements.)

3.4  Visitors to Australia and Temporary Residents
3.4.1 Medicare benefits are generally not payable to visitors to Australia or temporary residents and such persons should take out
private health insurance. People visiting Australia specifically for medical or hospital treatment are not eligible for Medicare
benefits. (See also Reciprocal Health Care Agreements.)
3.4.2 All eligible visitors must enrol with Medicare to receive benefits. A practitioner can determine the eligibility period

for visitors by checking the "valid to" date at the bottom right hand corner of the card.

3.5 Reciprocal Health Care Agreements

3.5.1 Visitors from countries with which Australia has Reciprocal Health Care Agreements are eligible for benefits to the

extent specified in the Agreement for immediately necessary medical care under the Medicare Program. Likewise,

Australians visiting these countries are entitled to health care under their public health schemes. Agreements are currently in

place with New Zealand, the United Kingdom, the Netherlands, Sweden, Finland, Italy, Malta and Ireland. It is anticipated

that an Agreement with Norway, and possibly Denmark, will be operational by 2003 (Medicare will be able to advise the

status of these Agreements). Visitors are eligible for benefits for the duration of their stay, except in the case of Italy and

Malta, where benefits are for six months only. With the exception of New Zealand, the Agreements provide diplomats and

their families with full Medicare cover for the term of their stay, which is not restricted to immediately necessary treatment.

3.5.2 The Agreements provide for immediately necessary medical treatment only, that is, treatment for any episode of
ill-health which requires prompt medical attention. However, the Agreements with New Zealand (for those visitors
arriving after 1 September 1999) and Ireland are restricted to public hospital care only. Persons covered by these two
Agreements do not hold Medicare “Visitor RHCA” cards as they are not entitled to access out-of-hospital benefits.

3.5.3 The Agreements do not include pre-arranged or elective treatment, or treatment as a private patient in a public
or private hospital.



3.6 Workers' Compensation, Third Party Insurance, Damages, etc.

3.6.1 From 1 February 1996, Medicare benefits are payable for medical expenses for professional services that are wholly covered
by workers compensation or damages under a Commonwealth or State or Territory law.

3.6.2 The only exception to this is where a person has entered into a reimbursement arrangement with a compensation insurer.
In such cases, a Medicare benefit is not payable. (A reimbursement arrangement is an agreement between a compensation
claimant and the insurer stating that the medical expenses of the person will be paid by the insurer as and when they arise.)

3.6.3 The practitioner has the option to either bulk-bill Medicare or give the patient a private account as would normally  occur
with any other consultation.

3.6.4 There are arrangements in place to recover any Medicare benefits paid as a result of the injury once a settlement or judgement
is made on the compensation claim. The recovery is done between the insurer or compensation payer, the compensable
person and the Health Insurance Commission. These recovery arrangements do not impact on practitioners.

4. GENERAL PRACTICE

4.1  General Practice Items
4.1.1 Some of the items in the Medicare Benefits Schedule are only available to General Practitioners. For the purposes of the
Medicare Benefits Schedule a General Practitioner is a medical practitioner who is:-
Vocationally Registered under section 3F of the Health Insurance Act (see 4.3 below); or
a holder of the Fellowship of the Royal Australian College of General Practitioners (FRACGP) who
participates in, and meets the requirements for, quality assurance and continuing medical education as
defined in the RACGP Quality Assurance and Continuing Education Program; or
undertaking an approved placement in general practice as part of a training program for general practice
leading to the award of the FRACGP, or undertaking an approved placement in general practice as part of
some other training program recognised by the RACGP as being of an equivalent standard.

4.2  Fellows of the RACGP and Trainees in General Practice

4.2.1 A medical practitioner who is seeking recognition as a general practitioner, as a Fellow of the RACGP or as a general
practice trainee should apply to the Manager, Health Programs Branch, Health Insurance Commission, at any of the
Commission addresses listed in paragraph 2.9.

4.3  Vocational Registration of General Practitioners

Recognition Method
4.3.1 The criteria for registration as a vocationally registered general practitioner are certification from either:-
the Royal Australian College of General Practitioners (RACGP); or
a General Practice Recognition Eligibility Committee (GPREC); or
the General Practice Recognition Appeal Committee (GPRAC),
that the practitioner's medical practice is or will be within 28 days predominantly general practice, and
that the RACGP or the Eligibility Committee certifies that the practitioner is a Fellow of the RACGP; and
the RACGP certifies that the practitioner meets its minimum requirements for taking part in continuing
medical education and quality assurance programs.
4.3.2 The GPRAC will hear appeals from medical practitioners who are refused certification by either the RACGP or a
GPREC.
4.3.3 The only training and experience which the RACGP regards as appropriate for eligibility will be the attainment of
Fellowship of the RACGP.
4.3.4 In assessing whether a practitioner's medical practice is predominantly general practice, the RACGP and
GPRECs/GPRAC will consider only services eligible for Medicare benefits. To qualify, 50% of this clinical time
and services claimed against Medicare must be in general practice as defined. The RACGP and GPRECs/GPRAC
will have regard to whether the practitioner provides a comprehensive primary medical service, including treating a
wide range of patients and conditions using a variety of accepted medical skills and techniques, 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.
4.3.5 All enquiries concerning eligibility for registration should be directed to the RACGP at 52 Parramatta Road, Forest
Lodge, NSW, 2037, or to the GPREC, Health Insurance Commission, PO Box 1001, Tuggeranong, ACT 2901.

How to Apply for Registration
4.3.6 To be listed on the register, application on the approved form must be made to the RACGP or a GPREC for
certification of eligibility. The RACGP or the GPREC will notify the Health Insurance Commission of the eligibility status  of
the practitioner for inclusion on the VR register.



4.3.7 The RACGP and GPREC address for the purpose of submission of applications for registration as a vocationally
registered general practitioner are:

The Secretary-General Secretary
The Royal Australian College of General Practitioners General Practice Recognition Eligibility Committee
52 Parramatta Road Health Insurance Commission
FOREST LODGE NSW 2037 PO Box 1001
TUGGERANONG ACT 2901

4.3.8 Continued vocational registration is dependent upon involvement in appropriate Continuing Medical Education
(CME) and Quality Assurance (QA) programs approved by the RACGP, and the practitioner continuing to be predominantly in
general practice.

4.3.9 All enquiries regarding the QA and CME requirements should be directed to the RACGP at 52 Parramatta Road, Forest
Lodge, NSW, 2037.

Removal from Vocational Register

4.3.10 A medical practitioner may at any time request the Managing Director of the Health Insurance Commission to remove his/her
name from the Vocational Register of General Practitioners.
4.3.11 Provision also exists for removal of a medical practitioner from the Vocational Register where the RACGP or a
GPREC is no longer satisfied that the practitioner should remain on the Register. Examples of reasons for which a
practitioner might be removed are:-

e the practitioner's medical practice is no longer predominantly general practice;

e the RACGP's minimum requirements for involvement in continuing Medical Education and Quality

Assurance programs have not been met by the practitioner.

4.3.12 Appeals against removal may be made to the GPRAC, at the Health Insurance Commission, PO Box 1001,
Tuggeranong, ACT, 2901.
4.3.13 Practitioners removed from the register for any reason must make a formal application to re-enter the register.

S. RECOGNITION AS A SPECIALIST OR CONSULTANT PHYSICIAN

5.1 Recognition Method
5.1.1 A medical practitioner who, having made formal application and paid the prescribed fee, and who:-

e isregistered as a specialist under State or Territory law; or

e holds a fellowship of a specified specialist College; or

e is recommended for recognition as a specialist or consultant physician by a Specialist Recognition

Advisory Committee;

may be recognised by the Minister as a specialist or consultant physician for the purposes of the Health Insurance Act.
5.1.2 A medical practitioner who:-

is training towards a fellowship of a specified specialist College;
should apply to the Manager, Health Programs Branch, Health Insurance Commission, at any of the Commission addresses listed
in paragraph 2.9, to be recognised as a specialist or consultant physician trainee.
5.1.3 There is provision for appeal to a Specialist Recognition Appeal Committee by medical practitioners who have not been
recommended for recognition as specialists or consultant physicians by a Specialist Recognition Advisory Committee. 5.1.4
Where a medical practitioner has been recognised as a specialist or consultant physician for the purposes of the Health Insurance
Act, Medicare benefits are payable at the appropriate higher rate in respect of certain services rendered by the practitioner in the
practice of the recognised specialty, provided (other than in the case of examination by specialist anaesthetists in
preparation for anaesthesia - see paragraph 6.3.1) the patient has been referred in accordance with paragraph 6.
5.1.5 All enquiries concerning the recognition of specialists and consultant physicians or specialist and consultant physician
trainees should be directed to the Provider Liaison Section, Health Insurance Commission, PO Box 9822 in your State capital city.
ACT and NT enquiries should be directed to NSW. Telephone enquiries can be directed to 132150 for the cost of a local call.

5.2 Emergency Medicine
5.2.1 For these purposes the following will determine when a practitioner is acting within the speciality of emergency
medicine:-

Where the patient is treated by the medical practitioner within 30 minutes of presentation, and that patient is:

(@ at risk of serious morbidity or mortality requiring urgent assessment and resuscitation; or

(b) suffering from suspected acute organ or system failure; or

(©) 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
threatened; or

(2) suffering acute significant haemorrhage requiring urgent assessment and treatment; and

(h) treated in, or via, a bona fide emergency department in a hospital.

5.2.2 Benefits are not payable where such services are rendered in the accident and emergency departments or outpatient
departments of public hospitals.

6. REFERRAL OF PATIENTS TO SPECIALISTS OR CONSULTANT PHYSICIANS

6.1 Purpose

6.1.1 For certain services provided by specialists and consultant physicians the Medicare benefit payable is dependent on
acceptable evidence that the service has been provided following referral from another practitioner.

6.1.2 A reference to a referral in this Section does not refer to written requests made for pathology services or diagnostic
imaging services.

6.2  What is a Referral

6.2.1 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).

6.2.2 Subject to the exceptions in paragraph 6.2.3 below, for a valid "referral" to take place:-

(i) the referring practitioner must have turned his or her mind to the patient's need for referral and communicate relevant
information about the patient to the specialist or consultant physician (but this does not
necessarily mean an attendance on the occasion of the referral);

(i1) the instrument of referral must be in writing by way of a letter or note to a specialist or 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 occasion of the professional service to which the referral relates.
6.2.3 The exceptions to the requirements in paragraph 6.2.2 are that:-
(a) sub-paragraphs (i), (ii) and (iii) do not apply to:
an examination of a patient by a specialist anaesthetist in preparation for the administration of an
anaesthetic (Item 17603);
(b) sub-paragraphs (ii) and (iii) do not apply to: .
a referral generated within a hospital, in respect of a privately admitted patient for a service within that
hospital, where the hospital records provide evidence of a referral (including the referring
practitioner's signature); or
an emergency situation 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) sub-paragraph (iii) does not apply to: .
instances where a written referral was completed by a referring practitioner but was lost, stolen or

destroyed.
NOTE: "For these purposes an emergency is a situation where the patient is treated by the medical practitioner

within thirty minutes of presentation, and that patient is:-

(a) at risk of serious morbidity or mortality requiring urgent assessment and resuscitation; or

(b) suffering from suspected 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 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

1 suffering acute severe pain where the viability or function of a body part or organ is suspected to be acutely
threatened; or

(g) suffering acute significant haemorrhage requiring urgent assessment and treatment."

6.3 Examination by Specialist Anaesthetists

6.3.1 A referral letter or note is not required in the case of Item 17603 - Examination of a patient in preparation for the
administration of an anaesthetic. However, for benefits to be payable at the specialist rate for consultations by specialist
anaesthetists (other than for a pre-operative examination) a referral is required.

6.4  Who can Refer
6.4.1 The general practitioner is regarded as the primary source of referrals. Cross referrals between specialists and/or
consultant physicians should usually occur in consultation with the patient's general practitioner. (See paragraph 6.6.1).
6.4.2 Referrals are to be made as follows:-
(a) to a recognised consultant physician -



(1) by another medical practitioner; or

(ii) by an approved dental practitioner ' (oral surgeon), where the referral arises out of a dental
service;
(b) to a recognised specialist -
(1) by another medical practitioner; or
(i1) by a registered dental practitioner >, where the referral arises out of a dental service; or
(ii1) by a registered optometrist where the specialist is an ophthalmologist.

See paragraph OB.1 for the definition of an approved dental practitioner.

A registered dental practitioner is a dentist registered with the State or Territory Dental Board of the State or
Territory in which s/he practices. A registered dental practitioner may or may not be an approved dental
practitioner.

6.5  Billing

Routine Referrals
6.5.1 In addition to the usual information required to be shown on accounts, receipts or assignment forms (see paragraph 7 of
these notes), specialists and consultant physicians must show the following details (unless there are special circumstances as
indicated in paragraph 6.5.2):-
name and either practice address or provider number of the referring practitioner;
date of referral; and
period of referral (where other than for 12 months) expressed in months, eg "3","6" or "18" months, or
"indefinitely" should be shown.

Special Circumstances

6.5.2 (i) 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 referred
rate if 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 the words '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 consultant
physician.

(i1) Emergency situations - (see note at paragraph 6.2.3 for definition of an emergency situation).
If the referral occurred in an emergency situation, benefit will be payable at the referred rate if the account, receipt or
assignment form is endorsed 'Emergency referral'. This provision only applies to the initial attendance. For subsequent
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 within a hospital in respect of a privately admitted patient for a service within
that hospital, benefits will be payable at the referred rate if the account, receipt or assignment form is endorsed 'Referral
within (name 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 (eg to a
specialist or a consultant physician in private rooms) the normal referral arrangements 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 - Under the 1998-2003 Australian Health Care Agreements, hospitals are obliged to provide public
hospital services to eligible persons in accordance with the provisions of the Agreements.

Bulk Billing
6.5.3 Bulk billing assignment forms should show the same information as detailed above. However, faster processing of
the claim will be facilitated where the provider number (rather than the practice address) of the referring practitioner is
shown.

6.6  Period for which Referral is Valid

Specialist Referrals
6.6.1 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 patient. For admitted patients, the referral is valid for 3 months or the duration of the
admission whichever is the longer.
6.6.2 As it is expected that the patient’s general practitioner will be kept informed of the patient’s progress, a referral from a specialist or
a 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 Practitioners
6.6.3 Where the referral originates from a practitioner other than those listed in 6.6.1, the 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 months (eg. 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 specific
conditions.
6.6.4 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.
6.7 Definition of a Single Course of Treatment
6.7.1 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 back to the care of the referring practitioner. It
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 the specialist/consultant physician.
6.7.2 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.
6.7.3 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 initial consultation. 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.

6.7.4 However, where the referring practitioner:- .
(a) 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 was last 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.

6.8 Retention of Referral Letters

6.8.1 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.

6.8.2 A specialist or a consultant physician is required to retain the instrument of referral (and a hospital is required to retain the
patient's hospital records which show evidence of a referral) for 18 months from the date the service was rendered.

6.8.3 A specialist or a consultant physician is required, if requested by the Managing Director of the Health Insurance
Commission, to produce to a Medical Adviser, who is an officer of the Commission, the instrument of referral within seven  days
after the request is received. Where the referral originates in an emergency situation or in a hospital, the 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.

6.9 Attendance for Issuing of a Referral

6.9.1 Medicare benefit is attracted for an attendance on a patient even where the attendance is solely for the purpose of
issuing a referral letter or note. However, if a medical practitioner issues a referral without an attendance on the patient, no benefit
is payable for any charge raised for issuing the referral.

6.10 Locum-tenens Arrangements

6.10.1 It should be noted that where a non-specialist medical practitioner acts as a locum-tenens for a specialist or consultant
physician, or where a specialist acts as a locum-tenens for a consultant physician, Medicare benefit is only payable at the level
appropriate for the particular locum-tenens, eg, general practitioner level for a general practitioner locum-tenens and specialist
level for a referred service rendered by a specialist locum tenens.

6.10.2 Medicare benefits are not payable where a practitioner is not eligible to provide services attracting Medicare benefits acts
as a locum-tenens for any practitioner who is eligible to provide services attracting Medicare benefits.

6.10.3 Fresh referrals are not required for locum-tenens acting 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 locum-tenens if the principal has already performed an initial attendance in respect of the particular instrument
of referral.

6.11 Self Referral
6.11.1 Medical practitioners may refer themselves to consultant physicians and specialists and Medicare benefits are payable at
referred rates.

6.12 Referrals by Dentists or Optometrists
6.12.1 For Medicare benefit purposes, a referral may be made to:-
(1) arecognised specialist:
(a) by a registered dental practitioner, where the referral arises out of a dental service; or
(b) by a registered optometrist where the specialist is an ophthalmologist; or
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(i1) a consultant physician, by an approved dental practitioner (oral surgeon), where the referral arises out of a
dental service.
6.12.2 In any other circumstances (ic a referral to a consultant physician by a dentist, other than an approved oral surgeon, or  an
optometrist, or a referral by an optometrist to a specialist other than a specialist ophthalmologist), it is not a valid referral.
Any resulting consultant physician or specialist attendances will attract Medicare benefits at unreferred rates.
6.12.3 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.

7. BILLING PROCEDURES

7.1  Itemised Accounts

7.1.1 Where the doctor bills the patient for medical services rendered, the patient needs a properly itemised account/receipt to
enable a claim to be made for Medicare benefits.

7.1.2 Under the provisions of the Health Insurance Act and Regulations, Medicare benefits are not payable in respect of a
professional service unless there is recorded on the account setting out the fee for the service or on the receipt for the fee in
respect of the service, the following particulars:-

(1) patient's name;
(ii) the date on which the professional service was rendered,
(1ii) a description of the professional service sufficient to identify the item that relates to that service,

including an indication where the service is rendered to a person while hospital treatment (i.e.,
accommodation and nursing care) is provided in a hospital or day hospital facility (other than a public
hospital patient), that is, the words 'admitted patient' immediately preceding the
description of the service or an asterisk '*' directly after an item number where used;
@iv) the name and practice address or name and provider number of the practitioner who actually
rendered the service; (where the practitioner has more than one practice location recorded with
the Health Insurance Commission, the provider number used should be that which is applicable
to the practice location at or from which the service was given);
v) the name and practice address or name and provider number of the practitioner claiming or
receiving payment of benefits, or assignment of benefit:-
e for services in Groups Al to Al4, DI, T1, T4 to T9 of the General
Medical Services, Groups O1 to O7 (Oral and Maxillofacial services), and Group
P9 of Pathology - where the person claiming payment is NOT the person
who rendered the service;
e for services in Groups D2, T2, T3, 12, to I5 - for every service;
(vi) if the service was a Specified Simple Basic Pathology Test (listed in Category 6 - Pathology,
Group P9 of the Schedule) that was determined necessary by a practitioner who is another member of
the same group medical practice, the surname and initials of that other practitioner;
(vii) where a practitioner has attended the patient on more than one occasion on the same day and on each
occasion rendered a professional service to which an item in Category 1 of the Medicare
Benefits Schedule relates (i.e. professional attendances), the time at which each such attendance
commenced; and
(viii) where the professional service was rendered by a consultant physician or a specialist in the
practice of his/her speciality to a patient who has been referred:- (a) the name of the referring
medical practitioner; (b) the address of the place of practice or provider number in respect of that place
of practice; (c) the date of the referral; and (d) the period of referral (where other than for 12 months)
expressed in months, e.g. "3", "6" or "18" months, or "indefinitely".
(NOTE: If the information required to be recorded on accounts, receipts or assignment of benefit forms is included by an
employee of the practitioner, the practitioner claiming payment for the service bears responsibility for the accuracy and
completeness of the information).
7.1.3 Practitioners should note that payment of claims could be delayed or disallowed where it is not possible from account
details to clearly identify the service as one which qualifies for Medicare benefits, or the practitioner as a registered medical
practitioner at the address the service was rendered. Practitioners are therefore encouraged to provide as much detail as
possible on their accounts, including Medicare Benefits Schedule item number and provider number.

7.2 Claiming of Benefits
7.2.1 The patient, upon receipt of a doctor's account, has two courses open for paying the account and receiving benefits.

7.3  Paid Accounts

7.3.1 The patient may pay the account and subsequently present the receipt at a Medicare customer service centre for
assessment and payment of the Medicare benefit in cash.

7.3.2 In these circumstances, where a claimant personally attends a Medicare office to obtain a cash or EFT for the payment

of Medicare benefits, the claimant is not required to complete a Medicare Patient Claim Form (PC1).

10



7.3.3 A Medicare patient claim form (PC1) is required to be completed where the claimant is mailing their claim for a
cheque or EFT payment of Medicare benefits or arranging for an agent to collect cash on the claimant’s behalf at a Medicare office.

7.4  Unpaid Accounts

7.4.1 Where the patient has not paid the account, the unpaid account may be presented to Medicare with a Medicare claim

form. In this case Medicare will forward to the claimant a benefit cheque made payable to the doctor.

7.4.2 Tt will be the patient's responsibility to forward the cheque to the doctor and make arrangements for payment of the

balance of the account if any. "Pay doctor" cheques involving Medicare benefits, by law, must not be sent direct to medical
practitioners or to patients at a doctor’s address (even if requested by the claimant to do so). “Pay doctor” cheques are
required to be forwarded to the claimant’s last known address.

7.4.3 When issuing a receipt to a patient in respect of an account that is being paid wholly or in part by a Medicare "pay

doctor" cheque the medical practitioner should indicate on the receipt that a "Medicare" cheque for $...... was involved in the
payment of the account.

7.5  Assignment of Benefit (Bulk - Billing) Arrangements

7.5.1 Under the Health Insurance Act an Assignment of Benefit (bulk-billing) facility for professional services is available

to all persons in Australia who are eligible for benefit under the Medicare program. This facility is NOT confined to
pensioners or people in special need.

7.5.2 If a medical practitioner bulk-bills, he/she undertakes to accept the relevant Medicare benefit as full payment for the service.
Additional charges for that service (irrespective of the purpose or title of the charge) cannot be raised against the patient, with the
exception of certain vaccines (see paragraph 7.5.4).

7.5.3 Under these arrangements:-

e the patient's Medicare number must be quoted on all bulk-bill assignment forms for that patient;

e the assignment forms provided are loose leaf to enable the patient details to be imprinted from the
Medicare Card;

e the forms include information required by Regulations under Section 19(6) of the Health Insurance Act;

e the doctor must cause the particulars relating to the professional service to be set out on the assignment
form, before the patient signs the form and cause the patient to receive a copy of the form as
soon as practicable after the patient signs it;

e where a patient is unable to sign the assignment form, the signature of the patient's parent, guardian or other
responsible person (other than the doctor, doctor's staff, hospital proprietor, hospital staff, residential aged
care facility proprietor or residential aged care facility staff) is acceptable. The reason the patient is unable
to sign should also be stated. In the absence of a "responsible person" the patient signature section should
be left blank and in the section headed Practitioner's Use', an explanation should be given as to why the
patient was unable to sign (e.g. unconscious, injured hand etc.) and this note should be signed or initialled
by the doctor. If in the opinion of the practitioner the reason is of such a "sensitive" nature that revealing it
would constitute an unacceptable breach of patient confidentiality or unduly embarrass or distress the
recipient of the patient's copy of the assignment of benefits form, a concessional reason "due to medical
condition" to signify that such a situation exists may be substituted for the actual reason. However, this
should not be used routinely and in most cases it is expected that the reason given will be more specific.

7.5.4 Where the patient is bulk-billed, an additional charge can ONLY be raised against the patient by the practitioner
where the patient is provided with a vaccine/vaccines from the practitioner’s own supply held on the practitioner’s premises.

This exemption only applies to general practitioners and other non-specialist practitioners in association with attendance
items 3 to 96 (inclusive) and only relates to vaccines that are not available to the patient free of charge through
Commonwealth or State funding arrangements or available through the Pharmaceutical Benefits Scheme. The additional
charge must only be to cover the supply of the vaccine.

7.6 Use of Medicare Cards in Bulk Billing

7.6.1 The Medicare card plays an important part in bulk billing as it can be used to imprint the patient details (including
Medicare number) on the assignment forms. A special Medicare imprinter is used for this purpose and is available free of
charge, on request, from Medicare.

7.6.2 The patient details can, of course, be entered on the assignment forms by hand, but the use of a card to imprint patient
details assists practitioners and ensures accuracy of information. The latter is essential to ensure that the processing of a
claim by Medicare is expedited.

7.6.3 The Medicare card number must be quoted on assignment forms. If the number is not available, then the bulk-billing
facility should not be used. To do so would incur a risk that the patient may not be eligible and Medicare benefits
not payable.

7.6.4 Where a patient presents without a Medicare card and indicates that he/she has been issued with a card but does not
know the details, the practitioner may contact a Medicare telephone enquiry number to obtain the number.

7.6.5 It is important for the practitioner to check the eligibility of patients to Medicare benefits by reference to the card, as
enrolees have entitlement limited to the date shown on the card and some enrolees, e.g. certain visitors to Australia, have
restricted access to Medicare (see paragraphs 3.4 and 3.5).

11



7.7  Assignment of Benefit Forms
7.7.1 To meet varying requirements the following types of stationery are available from Medicare. Note that these are approved
forms under the Health Insurance Act, and no other forms can be used to assign benefits without the approval of the Health
Insurance Commission.
(1) Form DB2-GP. This form is designed for the use of optical scanning equipment and is used to assign benefits
for General Practitioner Services other than requested pathology, specialist and optometrical services. It is
loose leaf for imprinting and comprises a throw away cover sheet (after imprinting), a Medicare copy, a
Practitioner copy and a Patient copy. There are 4 pre-printed items with provision for
two other items. The form can also be used as an "offer to assign" when a request for pathology services is sent to
an approved pathology practitioner and the patient does not attend the laboratory.
2) Form DB2-OP. This form is designed for the use of optical scanning equipment and is used to assign
benefits for optometrical services. It is loose leaf to enable imprinting of patient details from the Medicare
card and is similar in most respects to Form DB2-GP, except for content variations. This form may not be
used as an offer to assign pathology services.
3) Form DB2-OT. This form is designed for the use of optical scanning equipment and is used to assign
benefits for all specialist services. It is loose leaf to enable imprinting of patient details from the Medicare
card and is similar in most respects to Form DB2-GP, except for content variations. There are no pre- printed
items on this form.
@) Form DB3. This is used to assign or offer to assign benefits for pathology tests rendered by approved pathology
practitioners. It is loose leaf to enable imprinting of patient details from the Medicare card and is similar in
most respects to Form DB2, except for content variations. The form may not be used for services other than

pathology.

5) Form DB4. This is a continuous stationery version of the DB2, and has been designed for use on most
office accounting machines.

(6) Form DB5. This is a continuous stationery form for pathology services which can be used on most office

machines. It cannot be used to assign benefits and must therefore be accompanied by an offer to assign
(Form DB2, DB3 or DB4) or other form approved by the Health Insurance Commission for that purpose.

7.8  The Claim for Assigned Benefits (Form DB1, DB1H)

7.8.1 Practitioners who accept assigned benefits must claim from Medicare using either Claim for Assigned Benefits form DB1 or
DBIH. The DBI1H form should be used where services are rendered to persons while hospital treatment is provided in a hospital
or day hospital facility (other than public patients). Both forms have been designed to enable benefit for a claim to be directed to a
practitioner other than the one who rendered the services. The facility is intended for use in situations such as where a short term
locum is acting on behalf of the principal doctor and setting the locum up with a provider number and pay-group link for the
principal doctor's practice is impractical. Practitioners should note that this facility cannot be used to generate payments to or
through a person who does not have a provider number.

7.8.2 Each claim form must be accompanied by the assignment forms to which the claim relates.

7.8.3 The DBI1 and DBI1H are also loose leaf to enable imprinting of practitioner details using the special Medicare
imprinter. For this purpose, practitioner cards, showing the practitioner's name, practice address and provider number are available
from Medicare on request.

7.9  Bulk-Bill Stationery

7.9.1 Medical practitioners wishing to bulk-bill may obtain information on bulk-bill stationery by telephoning 132150.
Form DB6A. This form is used to order stocks of forms DB3, DB4 and DBS5 and where a practitioner uses
these forms, DB1 and DB1H. These forms are available from Medicare.
Form DB6B. This form is used to re-order kits for optical scanning stationery which comprise DB2's (GP, OP
and OT), DB1's pre addressed envelopes and an instruction sheet for the use of bulk-bill scanning
stationery. The scanning stationery is only available in kit form. This form is supplied with the kit and is returned
directly to the printer. Medicare is unable to provide information on the status of these orders.

7.10 Time Limits Applicable to Lodgement of Claims for Assigned Benefits

7.10.1 A time limit of six months applies to the lodgement of claims with Medicare under the bulk-billing (assignment of
benefits) arrangements. This means that Medicare benefits are not payable for any service where the service was rendered more
than six months earlier than the date the claim was lodged with Medicare.

7.10.2 Provision exists whereby in certain circumstances (eg hardship cases, third party workers' compensation cases), the
Minister may waive the time limits. Special forms for this purpose are available, if required, from the processing centre to
which assigned claims are directed.
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8. PROVISION FOR REVIEW OF INDIVIDUAL DOCTORS, INDIVIDUAL CLAIMS AND SCHEDULE
SERVICES

Doctors

.1 Professional Services Review (PSR) Scheme
8.1.1 The Professional Services Review (PSR) Scheme provides for a system of peer review to determine whether a
practitioner has inappropriately rendered or initiated services which attract a Medicare benefit, or has inappropriately
prescribed under the Pharmaceutical Benefits Scheme (PBS).
8.1.2 Section 82 of the Health Insurance Act 1973 defines inappropriate practice as conduct that is such that a PSR
Committee could reasonably conclude would be unacceptable to the general body of the members of the profession in which
the practitioner was practising when he or she rendered or initiated the services.
8.1.3 A PSR Committee will normally consist of three medically qualified members of whom two must belong to the same
profession as the practitioner whose conduct is the subject of review. However, if considered desirable, up to two additional
members may be appointed to a Committee to give it a wider range of clinical expertise.
8.1.4 From 1 August 1999, changes were introduced to improve the administration of the PSR Scheme. These include
increased investigation, case preparation and negotiation powers for the Director of PSR and greater legal support for the
person under review. The PSR Tribunals have also been removed from the process whilst retaining the right of review on
points of law.
8.1.5 Under the PSR Scheme, the decision to establish a PSR Committee is made by the independent Director of PSR after
receiving an investigative referral for the review of a practitioner's conduct from the Health Insurance Commission.
8.1.6 When an investigative referral is made, the Director of PSR must conduct an investigation, in such manner as he or
she thinks appropriate, into the referred services, including services not dealt with in reasons given by the Commission for the
referral. The Director has the power to require the production of documents or the giving of information.
8.1.7 The Director also has the power to dismiss an investigative referral, set up a PSR Committee, negotiate a written
agreement with the practitioner, or take no action.
8.1.8 The various methods available to a PSR Committee to investigate and quantify inappropriate practice have been
clarified. In addition to examining identified services, the legislation now provides for the following methodologies:

Patterns of Services - Where a practitioner reaches or exceeds a volume of services specified in regulations, he or she is
deemed to have practised inappropriately. From 1 January 2000, the pattern of services for general practitioners and
other medical practitioners specified in the Health Insurance Amendment Regulations 1999 (No. 1) is 80 or more
professional attendances on each of 20 or more days in a 12-month period.

Part 2 of the General Medical Services Table.

The quantum of inappropriate practice can be reduced if the practitioner can demonstrate exceptional circumstances to
the satisfaction of a PSR Committee. Matters that constitute exceptional circumstances include, but are not limited to,
those set out in the Regulations. Matters constituting exceptional circumstances, as set out in the regulations, are: an
unusual occurrence causing an unusual level of need for professional attendances by the practitioner; and the absence of
other medical services for the practitioner’s patients (having regard to the location of the practice and the characteristics
of the patients).

Where a practitioner can demonstrate to the satisfaction of a PSR Committee that exceptional circumstances exist, the
quantum of inappropriate practice is reduced accordingly. For example, a general practitioner is referred to a PSR
Committee for rendering more than 80 services on 28 days in a 12-month period. The practitioner demonstrates to the
PSR Committee that exceptional circumstances applied on 10 of those days. The practitioner would still be found to have
engaged in inappropriate practice in respect of the remaining 18 days.

Sampling - A PSR Committee can apply a statistically valid sampling methodology to examine the conduct of a
practitioner in relation to particular identifiable services and to extrapolate the results to a larger number of similar services
within the referral period.

Generic findings - If a PSR Committee cannot conduct its inquiry using the patterns of services or sampling
provisions, it can make a generic finding of inappropriate practice. This will apply where a PSR Committee is
unable to obtain sufficient clinical or practice records from the practitioner to conduct its investigation.

8.1.9 In determining whether a practitioner has engaged in inappropriate practice, from 1 November 1999 a PSR Committee is
also required to have regard to whether or not the practitioner kept adequate and contemporaneous patient records (see details at
Note 15.).

8.1.10 The new PSR arrangements apply in relation to new cases referred by the HIC to the Director of PSR after 1 August 1999.
Existing cases will be dealt with under the previous arrangements.
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8.2  Medicare Participation Review Committee (MPRC)

8.2.1 The Medicare Participation Review Committee determine what administrative action should be taken against a
practitioner who has been successfully prosecuted for medifraud.

8.2.2 The Committees have a discretionary range of options from taking no further administrative action against the
practitioner to counselling and reprimand and full or partial disqualification from participating in the Medicare benefit
arrangements for up to five years.

Schedule Services

8.3  Medicare Benefits Consultative Committee (MBCC)

8.3.1 The MBCC is an informal advisory committee established by agreement between the Minister and the Australian
Medical Association. The Committee consists of representatives of the Department, the Health Insurance Commission, the
Australian Medical Association and relevant craft groups of the medical profession.

8.3.2 The major function undertaken by the Committee is the review of particular services or groups of services within the
Medicare Benefits Schedule, including consideration of appropriate fee levels.

8.4  Medical Services Advisory Committee (MSAC)

8.4.1 The Medical Services Advisory Committee was established in April 1998 to advise the Minister on the strength of
evidence relating to the safety, effectiveness and cost effectiveness of new and emerging medical services and technologies and
under what circumstances public funding, including listing on the Medicare Benefits Schedule, should be supported.

8.4.2 Its membership comprises a mix of clinical expertise covering pathology, surgery, internal medicine and general
practice, plus clinical epidemiology and clinical trials, health economics, consumers, and health administration and planning. 8.4.3
The assessment of evidence has been an integral part of the listing process of medical technologies and services on the Schedule
via a mix of specialist consultative and advisory bodies. This measure will strengthen and consolidate the assessment
activity under the umbrella of MSAC and will complement the functions and activities of the Medicare Benefits Consultative
Committee, Pathology Services Table Committee and the Consultative Committee on Diagnostic Imaging.

8.4.4 Since its establishment MSAC has been developing application and assessment guidelines to assist it to meet its terms of
reference. Further information on MSAC’s terms of reference, membership, and application and assessment processes and related
activities can be found at its internet site www.health.gov.au/msac/index.htm

8.4.5 Contact with MSAC can be made via email on msac.secretariat@health.gov.au or by phoning the MSAC secretariat on
1800 020 103.

8.5  Pathology Services Table Committee (PSTC)

8.5.1 This Committee is established under Section 136 of the National Health Act 1953. It consists of five representatives from
the interested professions and five from the Commonwealth.

8.5.2 The Committee's 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 technologies - see paragraph 8.5 above) including the level of fees.

8.6  Review of Claims Requiring Prior Approval for Payment of Benefits

8.6.1 There are a number of items in the Schedule which contain a requirement that it must be ‘demonstrated’ that there is a
clinical need for the service before Medicare benefits are payable. Services requiring prior approval are those covered by

Items 11222/11225, 12207, 14120-14132, 30214, 32501, 42783, 42786, 42789, 42792, 45019/45020, 45528, 45557, 45558, 45585, 45588,
45639, 50125 and 55728.

8.6.2 Claims for benefits for services covered by these items should be lodged with Medicare for referral to the National
Office of the Health Insurance Commission for assessment by the Medicare Claims Review Panel (MCRP) and must
be accompanied by sufficient clinical and/or photographic evidence to enable the Commission to determine the eligibility of the
service for payment of benefits. Claims can only be considered for services which fulfil the requirements of the item
descriptors.

8.6.3 Practitioners may also apply to the Commission for prospective approval in respect of proposed surgery.

8.6.4 Applications for approval should be addressed to 'The MCRP Officer, PO Box 1001, Tuggeranong ACT 2901'.

9. PENALTIES AND LIABILITIES

9.1 Penalties

9.1.1 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 (either orally or in writing) or who issues or presents a document that is false or misleading in a material particular

and which is capable of being used in connection with a claim for benefits. In addition, any practitioner who is found guilty

of such offences by a court (on or after 22 February 1986) shall be subject to examination by a Medicare Participation
Review Committee and may be counselled or reprimanded or may have services wholly or partially disqualified from the
Medicare benefit arrangements.
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9.1.2 A penalty of up to $1000 or imprisonment for up to three months, or both, may be imposed on any person who obtains a
patient's signature on a bulk-billing form without the necessary details having been entered on the form before signature or
who fails to cause a patient to be given a copy of the completed form.

GENERAL NOTES FOR GUIDANCE OF USERS
10. SCHEDULE FEES AND MEDICARE BENEFITS

10.1 Schedule Fees and Medicare Benefits

10.1.1 Medicare benefits are based on fees determined for each medical service, with uniform fees for each service in each
State. The fee is referred to in these notes as the "Schedule fee". The fee for any item listed in the Schedule is that which is
regarded as being reasonable on average for that service having regard to usual and reasonable variations in the time involved
in performing the service on different occasions and to reasonable ranges of complexity and technical difficulty encountered.
In some cases two levels of fees are applied to the same service in General Medical Services, with each level of fee being
allocated a separate item number. The item identified by the letter "S" applies in the case where the procedure has been
rendered by a recognised specialist in the practice of his or her speciality and the patient has been referred. The
item identified by the letter "G" applies in any other circumstances.

10.1.2 As a general rule Schedule fees are adjusted on an annual basis. The current Schedule fees came into operation on 1
November 2002.

10.1.3 The Schedule fee and Medicare benefit levels for the medical services contained in the Schedule 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 benefit payable for any service exceed the amount of the fee actually charged for that service.

There are presently two levels of Medicare benefit payable, that is :-

(1) for professional services rendered while hospital treatment (ie accommodation and nursing care) is
provided to a patient who has been admitted to a hospital or day hospital facility (other than public
patients), the level of Medicare benefit is 75% of the Schedule fee for each item with no maximum
patient gap between the Medicare benefit and the Schedule fee. The Health Insurance Regulations
provide that medical practitioners must indicate on their accounts, etc, where a medical service is
rendered in these circumstances. This requirement will be met by placing the word "admitted
patient" immediately preceding the description of each service or, alternatively, where an item
number is used, by placing an asterisk "*" directly after the item number for each service.

(i1) for all other professional services, the Medicare benefit is 85% of the Schedule fee, or the Schedule fee

less $57.10 (indexed annually) whichever is the greater.

10.1.4 Public hospital services are available free of charge to eligible persons who choose to be treated as public patients, in
accordance with the provisions of the 1998-2003 Australian Health Care Agreements.
10.1.5 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 to discharge, will attract benefits at the 85% 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 para 10.1.3 (i)
above) attract benefits at the 85% level.
10.1.6 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 hospital.
10.1.7 Pathology tests performed after discharge from hospital on bodily specimens taken during hospitalisation also attract
the 75% level of benefits.
10.1.8 It should be noted that the Health Insurance Act makes provision for private medical insurance to cover the "patient
gap" (i.e., the difference between the Medicare rebate and the Schedule fee) for services attracting benefits at the 75% level.
Patient’s may insure with private health insurance organisations for the gap between the 75% Medicare benefits and
the Schedule fee or for amounts in excess of the Schedule fee where the patient has an arrangement with their health fund.
10.1.9 Where it can be established that payments of $309.80 (indexed annually from 1 January) have been made by a family
group or an individual during a calendar year in respect of the difference between the Medicare benefit and the Schedule fee
for out-of-hospital services, benefits will be paid for expenses incurred for professional services rendered during the rest of
that year up to 100% of the Schedule fee.

11. SERVICES NOT LISTED IN THE SCHEDULE

11.1 Services not Listed in Schedule

11.1.1 Benefits are not generally payable for services not listed in the Schedule. However, there are some procedural services
which are not specifically listed because they are regarded as forming part of a consultation or else attract benefits on an
attendance basis. Such services would include intramuscular injections, aspiration needle biopsy, treatment of solar keratoses
and closed reduction of toe fracture. Further services for which benefits are payable on a consultation basis are identified in the
indexes to this book.

11.1.2 Enquiries concerning services not listed or on matters of interpretation should be directed to the appropriate office of

the Health Insurance Commission. Postal addresses are listed in paragraph 2.9 of these notes. Telephone enquiries should be
directed to the numbers below which are reserved for enquiries concerning the Schedule:
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NSW - 132 150

VIC - 03 9605 7964
QLD - 07 3004 5280
SA - 08 8274 9788
NT - 08 8274 9788
WA - 132 150

TAS - 03 6215 5740
ACT - 02 6124 7611

11.2 Ministerial Determinations

11.2.1 Section 3C of the Health Insurance Act empowers the Minister to determine an item and Schedule fee (for the
purposes of the Medicare benefits arrangements) for a service not included in the health insurance legislation. This
arrangement is particularly useful in facilitating payment of benefits for newly developed techniques where close monitoring  is
desirable and where quick remedial action may become necessary. Services which have been so determined by the Minister are
located in their relevant Groups in the Schedule but are identified by the notation "(Ministerial Determination)".

12.  SERVICES ATTRACTING MEDICARE BENEFITS

12.1 Professional Services

12.1.1 Professional services which attract Medicare benefits include medical services rendered by or on behalf of a medical
practitioner. Medical services which may be rendered "on behalf of" a medical practitioner include services where a portion of the
service is performed by a technician employed by or, in accordance with accepted medical practice, acting under the supervision of
the medical practitioner.

12.1.2 The health insurance regulations specify that 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 cannot
be attended simultaneously although patients may be seen consecutively), other than an attendance on a person in the course of a
group session (i.e. Items 170-172). The requirement of "personal performance" is met whether or not assistance is provided in the
performance of the service according to accepted medical standards:-

(a) All Category 1 (Professional Attendances) items (except 170-172, 342-346);

(b) Each of the following items in Group D1 (Miscellaneous Diagnostic):- 11012, 11015, 11018, 11021, 11212
11304, 11500, 11600, 11601, 11627, 11701, 11712, 11724, 11921, 12000, 12003;
(©) All Group T1 (Miscellaneous Therapeutic) items (except 13020, 13025, 13200-13206, 13212-13221, 13703,

13706, 13709, 13750-13760, 13915-13948, 14050, 14053, 14218 and 14221);
(d) Item 15600 in Group T2 (Radiation Oncology);
(e) All Group T3 (Therapeutic Nuclear Medicine) items;
® All Group T4 (Obstetrics) items (except 16514);
(2) All Group T6 (Anaesthetics) items;
(h) All Group T7 (Regional or Field Nerve Block) items;
(1) All Group T8 (Operations) items;
) All Group T9 (Assistance at Operations) items.

are payable only if the services have been conducted personally by the medical practitioner.

12.1.4 Medicare benefits are not payable for these group items or any of the items listed in (a)-(k) above when the service is
rendered by a medical practitioner employed by the proprietor of a hospital, not being a private hospital, other than when the
practitioner is exercising his or her right of private practice or is performing a medical service outside the hospital. For example,
benefits are not attracted when a hospital intern or registrar performs a service at the request of a staff specialist or visiting
medical officer.

12.2 Services Rendered '""On Behalf Of"' Medical Practitioners
12.2.1 Medical services in Categories 2 and 3 not included in the above list and Category 5 (Diagnostic Imaging) services
continue to attract Medicare benefits if the service is rendered by:-
(1) a medical practitioner;
(ii) a person, other than a medical practitioner, who is employed by a medical practitioner 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).
12.2.2 In order that a service rendered by an employee or under the supervision of a medical practitioner can attract a
Medicare rebate, the service must be billed in the name of the practitioner who must accept full responsibility for the service.  The
Health Insurance Commission would need to be satisfied with the employment and supervision arrangements. In this regard, while
the supervising medical practitioner need not be present for the entire service, he or she must have a direct involvement in at least
part of the service. Although the supervision requirements would vary depending on the test or examination being performed,
they would, as a general rule, be satisfied where the medical practitioner has:-
6] established consistent quality assurance procedures for the data acquisition; and

16



(i1) personally analysed the data and written the report.
12.2.3 Benefits are not payable for these services when a medical practitioner refers patients to self-employed paramedical
personnel, such as radiographers and audiologists, who either bill the patient or the practitioner requesting the service.

13.  SERVICES WHICH DO NOT ATTRACT MEDICARE BENEFITS

13.1 Services Not Attracting Benefits

13.1.1 Medicare benefits are not payable for telephone consultations, for the issue of repeat prescriptions when the patient is

as counselling, health education, weight reduction or fitness.

13.1.2 There are other services which are not regarded as being 'medical services' for the purposes of the payment of
Medicare benefits. Services performed for cosmetic reasons, such as face lifts, eye-lid reduction, hair transplants (except in
certain circumstances), etc do not attract benefits. Certain other services such as manipulations performed by physiotherapists

do not qualify for Medicare benefit even though they may be done on the advice of a medical practitioner.

13.1.3 Medicare benefits are not payable for the performance of euthanasia, including any service directly related to the
procedure. However, services rendered for counselling/assessment in relation to euthanasia would attract benefits.

13.2 Where Medicare Benefits are not Payable
13.2.1 Medicare benefits are not payable in respect of a professional service in the following circumstances:-

(a) where the medical expenses for the service are paid or payable to a recognised (public) hospital;

(b) where the medical expenses for the services are in relation to a compensable injury or illness for which
the patient’s insurer or compensation payer has accepted liability. However, if medical expenses
relate to a compensable injury or illness and the insurer or compensation payer is disputing
liability, Medicare benefits are payable until liability is accepted,;

(©) where the service is a medical examination for the purposes of - life insurance, superannuation or
provident account scheme, or admission to membership of a friendly society;
(d) where the service was rendered in the course of the carrying out of mass immunisation. 13.2.2
Unless the Minister otherwise directs, Medicare benefits are not payable in respect of a professional service where:-
(a) the service has been rendered by or on behalf of, or under an arrangement with, the

Commonwealth, a State or a local governing body or an authority established by a law of the
Commonwealth, a law of a State or a law of an internal Territory;

(b) the medical expenses were incurred by the employer of the person to whom the service was
rendered,;

(c) the person to whom that service was rendered was employed in an industrial undertaking and that
service was rendered to him/her for purposes connected with the operation of that undertaking; or

(d) the service was a health screening service (see para 13.3 below).

13.2.3 The legislation empowers the Minister to make regulations to preclude the payment of Medicare benefits for
professional services rendered in prescribed circumstances. Such regulations, however, may only be made in accordance
with a recommendation made by the Medicare Benefits Advisory Committee (other than pathology services).
13.2.4 Regulations are currently in force to preclude the payment of Medicare benefits in the following circumstances:-
(a) professional services rendered in relation to the provision of chelation therapy (that is to say the
intravenous administration of ethylenediamine tetra-acetic acid or any of its salts) otherwise than for
the treatment of heavy-metal poisoning;

(b) professional services rendered in association with the injection of human chorionic
gonadotrophin in the management of obesity;
(c) professional services rendered in relation to the use of hyperbaric oxygen therapy in the treatment of
multiple sclerosis;
(d) professional services rendered for the purpose of, or in relation to, the removal of tattoos; and
(e) professional services rendered for the purposes of, or in relation to:-
(1) the transplantation of a thoracic or abdominal organ, other than a kidney, or of a part of an organ of
that kind; or
(ii) the transplantation of a kidney in conjunction with the transplantation of a thoracic or other

abdominal organ, or part of an organ of that kind,
if the services are rendered to an admitted patient of a hospital,

63} professional services rendered for the purposes of, or in relation to, the removal from a cadaver of
kidneys for transplantation;
(2) professional services rendered in respect of body fluids in relation to detection of the presence of the

human immunodeficiency virus.

13.3 Health Screening Services

13.3.1 Unless the Minister otherwise directs Medicare benefits are not payable for health screening services.

13.3.2 A health screening service is defined as a medical examination or test that is not reasonably required for the
management of the medical condition of the patient. Services covered by this proscription include such items as -
multiphasic health screening; mammography screening (except as provided for in Items 59300/59303); testing of fitness to
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undergo physical training programs, vocational activities or weight reduction programs; compulsory examinations and tests to
obtain a flying, commercial driving or other licence, entrance to schools and other educational facilities, for travel
requirements and for the purposes of legal proceedings; compulsory examinations for admission to aged persons'
accommodation and pathology services associated with clinical ecology.
13.3.3 Ministerial directions have been issued in respect of the following categories of health screening services that enable
Medicare benefits to be payable for:-
a medical examination or a 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 treatment necessary to
maintain his/her state of health. In such cases benefits would be payable for the attendance and such tests
which would be considered reasonably necessary according to the circumstances of the patient such as age,
physical condition, past personal and family history. = Examples would be Papanicolaou test in a
woman (see para. 13.3.4), blood lipid estimation where a person has a family history of lipid disorder.
However, it would not be accepted that a routine check up would necessarily be accompanied by an
extensive battery of diagnostic investigations;
a pathology service requested by the National Heart Foundation of Australia, Risk Evaluation Service;
medical examinations for reason of age or medical condition, for drivers to obtain or renew a licence to drive a
private motor vehicle;
medical examinations to obtain a certificate of hearing disability required for sales tax exemption for a
television decoding device;
a medical or optometrical examination provided to a person who is an unemployed person for the purposes of the
Social Security Act 1991, at the request of a person to whom the unemployed person has applied for employment;

a medical examination of, and/or the collection of blood for testing from, persons occupationally exposed to sexual
transmission of disease where the purpose of such an examination or collection is the collection of specimens for
testing in accordance with conditions determined by the health authority of the State or Territory in which
the service is performed, (1 examination/collection per person per week). Benefits are
not attracted in respect of pathology tests resulting from such examination/collection;
a medical examination to adopt or foster children;
a medical examination which is required to claim eligibility for certain Social Security benefits or
allowances.
13.3.4 The agreed National Policy on screening for the Prevention of Cervical Cancer, as endorsed by the Royal Australian
College of General Practitioners, the Royal Australian College of Obstetricians and Gynaecologists, the Royal College of
Pathologists of Australasia, the Australian Cancer Society and the National Health and Medical Research Council, is as
follows:-
an examination interval of 2 years for women who have no symptoms or history suggestive of abnormal cervical
cytology, commencing between the ages of 18 to 20 years, or 1 or 2 years after first sexual intercourse,
whichever is later;
cessation of cervical smears at 70 years for women who have had 2 normal results within the last 5 years. Women
over 70 who have never been examined, or who request a cervical smear, should be examined.
Note 1: As separate items exist for routine examination of cervical smears, treating practitioners are asked to clearly identify
on the request form to the pathologist, if the smear has been taken as a routine examination or for the management of a previously
detected abnormality (see paragraph PP.4 of Pathology Services Explanatory Notes in Category 6).
Note 2: See items 2501, 2503, 2504, 2506, 2507, 2509, and 2600, 2603, 2606, 2610, 2613 and 2616 in Group A18 and A19 of
Category 1 - Professional Attendances and A.27 in the explanatory notes for Category 1 - Professional Attendances.

13.4 Services Rendered to a Doctor's Dependants, Practice Partner, or Practice Partner's Dependants

13.4.1 Generally, Medicare benefits are not payable in respect of professional services rendered by a medical practitioner to
dependants or partners or a partner's dependants. There can be no medical expense for which Medicare benefits will apply
unless a legally enforceable debt is incurred. In such a case, the matter should be referred to the Health Insurance
Commission for assessment.

14. INTERPRETATION OF THE SCHEDULE - GENERAL NOTES

14.1 Principles of Interpretation

14.1.1 Each professional service listed in the Schedule is a complete medical service in itself. However, it may also form

part of a more comprehensive service covered by another item, in which case the benefit provided for the latter service covers the
former as well. For example, benefit is not payable for a bronchoscopy (Schedule Item 41889) where a foreign body is removed from
the bronchus (Schedule Item 41895) since the bronchoscopy is an integral part of the removal operation.  14.1.2 Where a service is
rendered partly by one medical practitioner and partly by another, only the one amount of benefit is payable. This may be instanced
by the case in which a radiographic examination is partly completed by one medical practitioner and finalised by another, the
only benefit payable being that for the total examination. Another example is where aftercare is carried out by other than the
practitioner who performed the operation. The fee for the operation also covers any
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consequential aftercare and only the one benefit is payable. Where separate services covered by individual items in the
Schedule are rendered by different medical practitioners the individual items apply.

14.2 Services Attracting Benefits on an Attendance Basis
14.2.1 There are some services which are not listed in the Schedule because they are regarded as forming part of a
consultation or else attract benefits on an attendance basis. These services are identified in the indexes to this book.

14.3 Consultation and Procedures Rendered at the One Attendance

14.3.1 Where there are rendered, during the course of a single attendance, a consultation (under Category 1 of the Medicare
Benefits Schedule) and another medical service (under any other Category of the Schedule), benefits are payable subject to
certain exceptions, for both the consultation and the other service. Medicare benefits are not payable for the consultation in
addition to an item rendered on the same occasion where the item description is qualified by words such as "each attendance",
"attendance at which", “including associated attendances/consultations", and all items in Group T6 and T9. However, in the
case of radiotherapy treatment (Group T2 of Category 3) benefits are payable for both the radiotherapy and an initial referred
consultation.

14.3.2 In cases where the level of benefit for an attendance depends upon consultation time (eg attendance by consultant
physicians in psychiatry), the time spent in carrying out a procedure, which is covered by another item in the Schedule, must
not be included in the consultation time.

14.3.3 Medical practitioners should ensure that a fee for a consultation is charged only when a consultation actually takes
place. It is not expected that a consultation fee will be charged on every occasion a procedure is performed.

14.4 Aggregate Items

14.4.1 The Schedule includes a number of items which apply only in conjunction with another specified service listed in the

Schedule. 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. Item 15003 - Superficial radiotherapy of two or more Fields - is an example.

14.4.2 When these particular procedures are rendered in conjunction, the legislation provides for the procedures to be
regarded as one service and for a single patient gap to apply. The Schedule fee for the service will be ascertained in
accordance with the particular rules shown in the relevant items.

14.5 Residential Aged Care Facility
14.5.1 A residential aged care facility is a facility in which residential care services are provided, as defined in the Aged Care Act
1997, including facilities which were formerly known as nursing homes and hostels.

15. PRACTITIONERS SHOULD MAINTAIN ADEQUATE AND CONTEMPORANEOUS RECORDS FROM 1
NOVEMBER 1999

15.1 Requirements

15.1.1 All practitioners who provide, or initiate, a service in respect of which a Medicare benefit is payable, should ensure

they maintain adequate and contemporaneous records. (Note: 'Practitioner’ is defined in Section 81 of the Health Insurance

Act 1973 and includes: dentists, optometrists, chiropractors, physiotherapists and podiatrists.)

15.1.2 From 1 November 1999 PSR Committees will have regard to whether or not the practitioner kept adequate and
contemporaneous records when determining whether a practitioner has engaged in inappropriate practice.

15.1.3 The standards which a record must meet to constitute an adequate and contemporaneous patient or clinical record are
prescribed in regulations.

15.1.4 To be adequate, the patient or clinical record should be:

- sufficient to contribute to the quality and continuity of care received by the patient (The record of a single
visit may be quite brief. However, where a patient has made several visits to the same practice - even for
simple conditions - then a more complete patient history would be expected.),

- sufficiently clear and detailed, so that another practitioner can safely and effectively undertake the patient's
ongoing care on the basis of the information contained in the record (7The record must be understandable by
other practitioners. Note, this does not preclude the use of diagrams.); and

- capable of identifying the service that was provided, or initiated. (Sufficient clinical information must be
recorded to justify the service rendered.)

15.1.5 To be contemporaneous, the patient or clinical record should be completed at the time that the service was provided

or as soon as practicable afterwards. Records for hospital patients are usually kept by the hospital and the practitioner could

rely on these records to document in-patient care.

15.1.6 It will be left to the peer judgment of the PSR Committee to decide if the practitioner's records meet the prescribed standards.
The failure to keep adequate records will be an important consideration for a PSR Committee in determining whether a
practitioner's conduct was inappropriate (see paragraph 8.1.9).

19






GENERAL MEDICAL SERVICES

CATEGORIES 1, 2 and 3






PROFESSIONAL ATTENDANCES

CATEGORY 1






CATEGORY 1 - PROFESSIONAL ATTENDANCES

EXPLANATORY NOTES
Para No. Page No.
Attendances

ACUPUINCLULE ..ottt ettt ettt ettt ettt et s bt bt be bt b e et e st et e et e benbenbenbesbenaeee A.14 30
Asthma 3+ VISIt PLan........oooiiiiiiiiiccc ettt et A29 43
Care PLANMING ....coveiniiniiiiieeiee ettt bt A21 34
Case Conferencing by Consultant Physician .........c..coccoceeieniininininincnineiecnenee A24 38
Case Conferencing by Consultant PSychiatrist ..........ccccecererieiencnicninenicneneeieeene A35 50
Case Conferencing (other than Specialist or Consultant Physician)...........c.cccccceeeeee. A22 37
CEIVICAL SIMEATS. ....vviieeiiieeie ettt ettt e e et e e e e e saaeeeaeesaaeeesaaesenaeesrneesnaneenes A27 42
Consultant Occupational Physician ... . 31
Consultant PRYSICIAN .......ccvevveiiiieieiieieieieieieesteteete et eeee s a e e sesaessessesseeneas A1l 30
Consultant Psychiatrist, interview of person other than patient...........c..cecevverrerennnnne A.16 31
CONLACE LEINSES. ...vvveieeeveiieecieeee e eeee e e e eearee e .A18 A.19 31
Diabetes Mellitus, annual care cycle .... A28 42
Domiciliary Medication Management REVIEWS........c.cocoveireinicineniiiinecnicinceenees A26 41
Emergency After Hours Attendances...........coeieeieieieiesienienienenieseesieeeeeeeeeneeeesaeeens A.10 29
Emergency Physicians, attendances by medical practitioners...........ccccocccevevrenrecnnne A33 49
Family Group Therapy........ccccceeevierierieneneneniesieseeeeeeeeeeeenen L A13 30
Focussed Psychological Strate@ies ...........ccceeereriruinieinieinienieenieieeneeeeieeseeeeeeneenens A3l 48
General Practitioners, AtteNdancCes...........ccvevviecvirierienieeeieeee et ere e eaeeveeneas A5 27
Health Assessments . 31
Hospital, AteNAanCES..........ccveieierierienieriesierie sttt . 29
INSTIEULION .ttt sttt ettt et ettt st et b bbb . 28
Mental Health Process, completion of 3 Step.. . 46
Multiple Attendances on the SAmMe day........coeverererereneeieieieeesee e . 27
Multiple Attendances Institution, Hospital, Residential Aged Care Facility,

HOIMNE VSISt ettt ettt et et e e et e et e s sea e e st e e saaeesaseessneeesnaeeas A9 29
Residential Aged Care Facility, Attendances............ccoceoeruerieerieineneenieee e A8 29
Personal, by the Medical Practitioner

(see also paragraph 12.1.2 of General Explanatory NOtes).........ccccoeevrereernineennne A.l 27
Professional atteNdanCES. ........oovviiiveiiieieeiee ettt A2 27
Prolonged, in the treatment of a critical condition...........c.ccceeververveereereennne. A.12 30
Prolonged, in the treatment of a critical condition, Emergency Physician A34 50
Public Health MEdICINE..........cooviiiirieeiieeeieeeeeee e A23 38
PSYCRIALIIC «..vvevteiieieieciese ettt ettt ettt ettt ae e saenbeeseenean A.15 30
Sports Physician, Attendances...........cceeveriririeieieieieiesieie e sie e seeeeeee e eseeeeseeeens A25 40
Services Not Attracting Medicare Benefits...........cccocceevnecininncncnennccncnecneeen A3 27
With a Procedure (see paragraph 13.3 of General Explanatory Notes)

SCHEDULE OF SERVICES
Item No. Page No.
GROUP A1 GENERAL PRACTITIONER
53
53
54
54
55
56
56
56
Hospital 87-91 57
Residential Aged Care FaCility........cccooeeiririirieieieieiee et 92-96 57
Emergency, after ROULS..........ccoeoiiiiiiiiii e 97,98.,697,698 57
GROUP A3 SPECIALIST
SUIGEry, HOSPIAL.....eeuieiieiieieieie ettt sttt aenaeeens 104-106 59
HOINE oottt e et et eete e e te e e eat e et e e e abeeennes 107,108 59

GROUP A4 CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY)
Surgery, HOSPItal.........ccooioiiiniiiiiiiiieirceec ettt 110-11 60



HOIME oottt et e et e e te e eteeetae e 122-131 60

GROUP A5 PROLONGED.......c.oootiiiiceicteeeeeeteee ettt ere e 160-164 61
GROUP A6 GROUP THERAPY (OTHER THAN BY PSYCHIATRIST) ....ccccooevvennnen. 170-172 62
GROUP A7 ACUPUNCTURE........ci ittt ettt e 173,193,195 63
GROUP A8 CONSULTANT PSYCHIATRIST

Consulting ROOMS ........ccueieiiiiieierietesiesie ettt sse e sa e eneeneens 300-319 64

HOSPILAL ..ottt sttt ettt et nae e 320-328 65

Home 65

Group PSYChOthETapY .....cc.eeueeuiiiiiiieieee et 342-346 65

Interview of Person other than patient..............coccevevininininiinicnieneeeeeceeen 348-352 66
GROUP A12 CONSULTANT OCCUPATIONAL PHYSICIAN ATTENDANCES

Surgery, HOSPItal........oiiuiiiiieiieeee et 385-386 67

5 0] 4 SRR 387-388 67
GROUP A13 PUBLIC HEALTH PHYSICIAN ATTENDANCES

SUTZETY ettt ettt sttt e b et e bttt ettt bt e bt be bt e bt et et ebesbesbenbes 410-413 68
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CATEGORY 1 - PROFESSIONAL ATTENDANCES

EXPLANATORY NOTES
Al Personal Attendance by Practitioner
A.l.l The personal attendance of the medical practitioner upon the patient is necessary before a "consultation" may be

regarded as a professional attendance. In itemising a consultation covered by an item which refers to a period of time, only
that time during which a patient is receiving active attention should be counted. Periods such as when a patient is resting
between blood pressure readings, waiting for pupils to dilate after the instillation of a mydriatic, or receiving short
wave therapy etc., should not be included in the time of the consultation. Similarly, the time taken by a doctor to
travel to a patient's home should not be taken into consideration in the determination of the length of the consultation. While
the doctor

is free to charge a fee for "travelling time" when patients are seen away from the surgery, benefits are payable only in respect
of the time a patient is receiving active attention.

A2 Professional Attendances

A2.1 Professional attendances by medical practitioners cover consultations during which the practitioner evaluates the
patient's problem (which may include certain health screening services - see paragraph 13.3 of the General
Explanatory Notes) and formulates a management plan, in relation to one or more conditions present in the patient.
The service also includes advice to the patient and/or relatives and the recording of appropriate detail of the particular
services - (see also paragraphs A.5.6 - A.5.7)

A3 Services Not Attracting Medicare Benefits

A3.1 Telephone consultations, letters of advice by medical practitioners, the issue of repeat prescriptions when
the patient is not in attendance, post mortem examinations, the issue of death or cremation certificates, counselling of relatives
(Note - Items 348, 350 and 352 are not counselling services), group attendances (other than group attendances covered by Items

for benefit.

A4 Multiple Attendances

A4l Payment of benefit may be made for each of several attendances on a patient on the same day by the same medical
practitioner provided the subsequent attendances are not a continuation of the initial or earlier attendances.

A42 However, there should be a reasonable lapse of time between such attendances before they can be
regarded as separate attendances.

A43 Where two or more attendances are made on the one day by the same medical practitioner the time of
each attendance should be stated on the account (eg 10.30 a.m. and 3.15 pm) in order to assist in the assessment of benefits.
A44 In some circumstances a subsequent attendance on the same day does in fact constitute a continuation of an earlier

attendance. For example, a preliminary eye examination may be concluded with the instillation of a mydriatic and then an
hour or so later eye refraction is undertaken. These sessions are regarded as being one attendance for benefit
purposes. Further examples are the case of skin sensitivity testing, and the situation where a patient is issued a prescription for
a vaccine
and subsequently returns to the surgery for the injection.
A5 Attendances by General Practitioners (Items 1-51, 193, 195, 601, 602, 2501 - 2559)
A5 Items 1 to 51 and 193, 195, 601, 602, 2501 - 2559 relate specifically to attendances rendered by medical
practitioners who are either:
listed on the Vocational Register of General Practitioners maintained by the Health Insurance Commission;
holders of the Fellowship of the Royal Australian College of General Practitioners (FRACGP) and who participate
in, and meet the requirements for, quality assurance and continuing medical education as defined in the RACGP
Quality Assurance and Continuing Education Programme; or
undertaking an approved placement in general practice as part of a training program for general practice leading to
the award of the FRACGP or recognised by the RACGP as being at an equivalent standard.
Only general practitioners are eligible to itemise these content-based items. (See paragraphs 4.1, 4.2 and 4.3 of the General
Explanatory Notes for details of eligibility and registration).

AS52 Items 1 to 51 cover four categories of general practitioner attendance based largely on the tasks undertaken by the
practitioner during the attendance on the patient rather than simply on the time spent with the patient.

A53 The attendances are divided into four categories relating to the level of complexity.

AS4 To assist medical practitioners in selecting the appropriate item number for Medicare benefit purposes the

following notes and examples in respect of the various levels are given. The fact that a particular case is used as an example
does not mean that such cases would always be claimed at the level used in the example. Other modifying circumstances
might prevail and each case must be treated on its merits.

LEVEL A
These items are for the obvious and straightforward cases and the practitioner's records would reflect this. In this context 'limited
examination' means examination of the affected part if required, and 'management' the action taken.
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Example: Triple Antigen or Tetanus Immunisation

LEVEL B

The descriptions of these items introduce the words 'selective history' and 'implementation of a management plan in relation

to one or more problems'. In this context a 'selective history' means a history relating to a specific problem or condition; and
'implementation of a management plan' includes formulation of the decision or plan of management and any immediate
action necessary such as advising or counselling the patient, ordering tests, or referring the patient to a specialist medical
practitioner or other allied health professional. The essential difference between Levels A and B relate not to time but to
complexity.

Example: Otitis media presenting as earache

LEVEL C

Further levels of complexity are implied in these items by the introduction of 'taking a detailed history' and 'examination of
multiple systems'. A physical attendance of at least 20 minutes is necessary to qualify for a Level C attendance. The words
following 'OR' in the items for Levels B and C allow for the situation where an attendance involves some components of a

more complex level but the time taken is less than specified in the higher level. Benefit is claimable at the appropriate lower
level, eg if an attendance involved a detailed history and examination of multiple systems, arranging investigations and
implementing a management plan, but the time taken was less than 20 minutes, it would constitute a Level B attendance.
Example: Essential hypertension presenting as headache

LEVEL D
These items cover the difficult problems where the diagnosis is elusive and highly complex, requiring consideration of
several possible differential diagnoses, and the making of decisions about the most appropriate investigations and the order in
which they should be performed. These items also cover cases which need prolonged discussion. Physical attendance of at least
40 minutes is necessary to qualify for a Level D attendance.
Examples: Migraine with peripheral neurological signs Depression

presenting as insomnia or headaches Complex psychological

or family relationship problems

Counselling or Advice to Patients or Relatives A.5.5

For Items 23 to 51 'implementation of a management plan' includes counselling services.
AS5.6 Items 1 to 51 include advice to patients and/or relatives during the course of an attendance. The advising of
relatives at a later time does not extend the time of attendance.

Recording Clinical Notes

A5 In relation to the time taken in recording appropriate details of the service, only clinical details recorded at the time of
the attendance count towards the time of consultation. It does not include information added at a later time, such as reports of
investigations.

Other Services at the Time of Attendance A.5.8

Where, during the course of a single attendance by a general practitioner, both a consultation and another medical service
are rendered, Medicare benefits are generally payable for both the consultation and the other service. Exceptions are in respect of
medical services which form part of the normal consultative process, or services which include a component for the associated
consultation (see paragraph 14.3 of the General Explanatory Notes for further details).

After Hours Services

AS59 There are no differential Schedule fees for medical services rendered after hours, except in relation to the items for
emergencies ie items 1, 2, 601, 602. However, use of these emergency after hours items are restricted to situations as
outlined in paragraph A.10 below.

Locum-Tenens

A.5.10  Where a general practitioner engages, either as an assistant or as a locum tenens, a medical practitioner who is not a
general practitioner, Medicare benefits in respect of attendances rendered by the latter are attracted under Items 52-96 and not under
Items 1-51.

A.6 Professional Attendances at an Institution (Items 13, 25, 38, 48, 81, 83, 84, 86)
A.6.1 For the purposes of these items an "institution" means a place (not being a hospital or residential aged care facility) at
which residential accommodation or day care or both such accommodation and such care is made available to:-

(a) disadvantaged children;

(b) juvenile offenders;

(c) aged persons;

(d) chronically ill psychiatric patients;

(e) homeless persons;

(f) unemployed persons;
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(g) persons suffering from alcoholism;

(h) persons addicted to drugs; or

(i) physically or intellectually disabled persons.
Note: See also paragraph A.9

A7 Attendances at a Hospital (Items 19, 33, 40, 50, 87, 89, 90, 91)

A7l These items refer to attendances on patients admitted to a hospital or day hospital facility. Where medical
practitioners have made arrangements with a local hospital to routinely use out-patient facilities to see their private patients, surgery
consultation items would apply.

Note: See also paragraph A.9

A.8 Residential Aged Care Facility Attendances (Items 20, 35, 43, 51, 92, 93, 95, 96)

A8.1 These items refer to attendances on patients in residential aged care facilities.

A8.2 Where a medical practitioner attends a patient in a self-contained unit, within a residential aged care facility
complex, the attendance attracts benefits under the appropriate home visit item.

A83 Where a patient living in a self-contained unit attends a medical practitioner at consulting rooms situated within the

precincts of the residential aged care facility, or at free standing consulting rooms within the residential aged care facility
complex, the appropriate surgery consultation item applies.

AB4 If a patient who is accommodated in the residential aged care facility visits a medical practitioner at consulting rooms
situated within the residential aged care facility complex, whether free standing or situated within the residential aged care
facility precincts, benefits would be attracted under the appropriate residential aged care facility attendance item. Note: See
also paragraph A.9

A9 Attendances at Hospitals, Residential Aged Care Facility and Institutions and Home Visits

A9.1 To facilitate assessment of the correct Medicare rebate in respect of a number of patients attended on the one
occasion at one of the above locations, it is important that the total number of patients seen be recorded on each individual
account, receipt or assignment form. For example, where ten patients were visited (for a brief consultation) in the one
residential aged care facility on the one occasion, each account, receipt or assignment form would show "Item 20 - 1 of 10
patients" for a General Practitioner.

A92 The number of patients seen should not include attendances which do not attract a Medicare rebate (eg. public in-
patients, attendances for normal after-care), or where a Medicare rebate is payable under an item other than these derived fee
items (eg. health assessments, care planning, emergency after-hours attendance - first patient).

A.10 Emergency After-Hours Attendances (Items 1, 2, 97, 98, 448, 449, 601, 602, 697, 698)

A.10.1 Items 1, 2, 97, 98, 448, 449, 601, 602, 697, 698 should only be itemised in the following instances -

the consultation is initiated by or on behalf of the patient in the same unbroken after-hours period (see
para A.10.3);
the patient's medical condition must require immediate treatment; and
used but only in respect of the first patient. The normal items for the particular location should be
itemised in respect of the second and subsequent patients attended on the same occasion.
Where the patient is seen at a public hospital the following additional provisions would apply in relation to Items 1, 97, 601 and
697 -
the first or only patient is a private in-patient; or
the first or only patient is seen in the Out-patient or Casualty Department and the hospital does not
provide at the time a medical Out-patient or Casualty service.
Where any of the above conditions do not apply the normal Schedule items should be itemised.
A.10.2 Ttems 2, 98, 448, 449, 602 and 698 are intended to allow benefit for returning to and specially opening up
consulting rooms to attend a patient who needs immediate treatment after hours. As the extra benefit is for the inconvenience of
actually returning to and opening the surgery it is payable only once on any one occasion - to the first patient seen after opening
up. If other patients are seen on the same occasion they are itemised as ordinary surgery attendances. In this respect Items 2, 98,
602 and 698 are the same as Items 1, 97, 601 and 697.

Definition of After Hours

A.10.3  An after hours consultation or visit is a reference to an attendance on a public holiday, on a Sunday, before § am

or after 1 pm on a Saturday, or at any time other than between 8 am and 8 pm on a week day not being a public holiday.

A.10.4  Where a practice or clinic routinely conducts its business during hours other than those quoted above, it would be
necessary for the emergency service to be initiated and rendered outside the hours normally observed by that practice or clinic for
A.10.5 Ttems 449, 601, 602, 697 and 698 are intended to allow benefit for emergency attendances in the ‘unsociable
hours’, that is, 1 1pm-7am on any day of the week. Apart from the time restriction, the conditions applying to Items 601 and 697
are the same as those applying to Items 1 and 97, and the conditions applying to Items 449, 602 and 698 are the same as those
applying to Items 2, 98 and 448.
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A.11 Minor Attendance by a Consultant Physician (Items 119, 131)
A.11.1  The Health Insurance Regulations provide that a minor consultation is regarded as being a consultation in which
the assessment of the patient does not require the physical examination of the patient and does not involve a substantial
alteration to the patient's treatment. Examples of consultations which could be regarded as being 'minor consultations' are
listed below (this is by no means an exhaustive list) :-
hospital visits where a physical examination does not result, or where only a limited examination is performed;
hospital visits where a significant alteration to the therapy or overall management plan does not ensue;
brief consultations or hospital visits not involving subsequent discussions regarding patient's progress with a
specialist colleague or the referring practitioner.

A.12 Prolonged Attendance in Treatment of a Critical Condition (Items 160-164)
A.12.1 The conditions to be met before services covered by Items 160-164 attract benefits are:-

)] the patient must be in imminent danger of death;

(i1) the constant presence of the medical practitioner must be necessary for the treatment to be
maintained; and

(1i1) the attention rendered in that period must be to the exclusion of all other patients.

A.13 Family Group Therapy (Items 170, 171, 172)

A.13.1  These items refer to family group therapy supervised by medical practitioners other than consultant psychiatrists.

To be used, these items require that a formal intervention with a specific therapeutic outcome, such as improved family
function and/or communication, is undertaken. Other types of group attendances do not attract benefits. It should be noted

that only one fee applies in respect of each group of patients.

A.14 Acupuncture (Item 173, 193, 195)

A.14.1  The service of "acupuncture" must be performed by a medical practitioner and itemised under Item 173, 193 or 195 to
attract benefits. These items cover not only the performance of the acupuncture but include any consultation on the same
occasion and any other attendance on the same day for the condition for which acupuncture was given. Items 193 and 195 may
only be performed by a general practitioner, (see Note 4 of ‘“Medicare Benefit Arrangements’ for a definition).

A.14.2  Other items in Category 1 of the Schedule should not be itemised for professional attendances when the service
"acupuncture" is provided.

A.143  For the purpose of payment of Medicare benefits "acupuncture" is interpreted as including treatment by means
other than the use of acupuncture needles where the same effect is achieved without puncture, eg by application of
ultrasound, laser beams, pressure or moxibustion, etc.

A5 Psychiatric Attendances (Item 319)
A.15.1  Medicare benefits are attracted under Item 319 only where patients are diagnosed as suffering from:

severe personality disorder (predominantly from cluster B groupings), or in persons under 18 years of age a severe

disruption of personality development; or

anorexia nervosa; or

bulimia nervosa; or

dysthymic disorder; or

substance-related disorder; or

somatoform disorder; or

a pervasive developmental disorder (including autism and Asperger's disorder)
according to the relevant criteria set out in the Diagnostic and Statistical Manual of the American Psychiatric Association -
Fourth Edition (DSM-1V).
A.15.2  Itis not sufficient for the patient's illness to fall within the diagnostic criteria. It must be evident that a significant
level of impairment exists which interferes with the patient's quality of life. For persons 18 years and over, the level of
impairment must be within the range 1 to 50 of the Global Assessment of Functioning (GAF) Scale contained in the DSM-IV
(ie. the patient is displaying at least “serious” symptoms). The GAF score, incorporating the parameters which have led to
the score, should be recorded at the time of commencement of the current course of treatment. Once a patient is identified as meeting
the criteria of item 319, he/she continues to be eligible under that item for the duration of the current course of treatment
(provided that attendances under items 300 to 308 and 319 do not exceed 160 in a calendar year). Where a patient commences a new
course of treatment, the GAF score in relation to item 319 is the patient’s score as assessed during the new course of treatment.
A.15.3

In addition to the above diagnostic criteria and level of functional impairment, it is also expected that other

appropriate psychiatric treatment has been used for a suitable period and the patient has shown little or no response to such
treatment. It is expected that such treatment would include, but not be limited to: shorter term psychotherapy; less frequent  but
long term psychotherapy; pharmacological therapy; cognitive behaviour therapy.
A.154 1t is the responsibility of the psychiatrist to ensure that the patient meets these criteria. The Health Insurance
Commission will be closely monitoring the use of Item 319.
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A.15.5  When a patient who meets the criteria defined in Item 319 attends a psychiatrist on more than 160 occasions in 12

months such attendances would be covered by Items 310 to 318.

A.15.6  The Royal Australian and New Zealand College of Psychiatrists (RANZCP) has undertaken to establish an
appropriate mechanism to enable use of Item 319 by suitably trained psychiatrists. In the interim it is expected that
psychiatrists whose usual practice includes long term intensive treatment of patients whose diagnoses meet the criteria
defined in the item will be using Item 319.

A.15.7  On the basis of advice from the RANZCP it is expected that it would be generally inappropriate in normal clinical practice
for psychiatric treatment performed out of hospital to extend beyond 220 sessions in any 12 month period. In this regard the Health
Insurance Commission will be monitoring providers’ practice patterns with a view to the referral of possible cases of
inappropriate practice to the Director of Professional Services Review.

A.16 Interview of Person other than a Patient by Consultant Psychiatrist (Items 348, 350, 352)

A.16.1  Ttems 348 and 350 refer to investigative interviews of a patient's relatives or close associates to determine whether
the particular problem with which the patient presented was focused in the patient or in the interaction between the patient
and the person being interviewed. These items do not cover counselling of family or friends of the patient. The term "in the
course of initial diagnostic evaluation of the patient" should normally be interpreted as extending for up to one month from
the date of the initial consultation. There is no strict limit to the number of interviews or persons interviewed in that period.
These items should not be used for interviews concerned with the continuing management of the patient. (See para A.16.2)
A.16.2  TItem 352 refers to investigative interviews of a patient's relatives or close associates to focus on a
particular clinically relevant problem arising in the continuing management of the patient. This item does not cover
counselling of family or friends of the patient. The payment of Medicare benefits under this item is limited to four in any
twelve month period.

A.16.3  Benefits are payable for Item 348, 350 or 352 and for a consultation with a patient (Items 300 - 328) on the same day
provided that separate attendances are involved.

A.16.4  For Medicare benefit purposes, charges relating to services covered by Items 348, 350 and 352 should be raised
against the patient rather than against the person interviewed.

A17 Consultant Occupational Physician attendances (Items 385 to 388)
A.17.1  Attendances by consultant occupational physicians will attract Medicare benefits only where the attendance relates to
one or more of the following:
i) evaluation and assessment of a patient’s rehabilitation requirements where the patient presents with an accepted
medical condition(s) which may be affected by his/her working environment or employability; or
ii) management of accepted medical condition(s) which may affect a patient’s capacity for continued employment or
return to employment following a non-compensable accident, injury or ill-health; or
iii) evaluation and opinion and/or management of a patient’s medical condition(s) where causation may be related to
acute or chronic exposures from scientifically accepted environmental hazards or toxins.

A.18 Contact Lenses (Items 10801-10809)
A.18.1  Benefits are paid for consultations concerned with the prescription and fitting of contact lenses only if patients fall into
specified categories (ie. patients with certain conditions). The classes of patients eligible for benefits for contact lens consultations
are described in Items 10801 to 10809. Benefits are not payable for Item 10809 in circumstances where patients want contact lenses
only for:

(a) reasons of appearance (because they do not want to wear spectacles);

(b) sporting purposes;

(c) work purposes; or

(d) psychological reasons (because they cannot cope with spectacles).
A.18.2  Benefits are payable for an initial referred consultation rendered in association with the fitting and prescribing of
the lenses.
A.18.3  Subsequent follow-up attendances attract benefits on a consultation basis.

A.19 Refitting of Contact Lenses (Item 10816)

A.19.1  This item covers the refitting of contact lenses where this becomes necessary within the thirty-six month time limit where
the patient requires a change in contact lens material or basic lens parameters, other than simple power change, because of
a structure or functional change in the eye or an allergic response.

A.20 Health Assessments (Items 700 to 706)

A.20.1  These items do not apply to in-patients of a hospital, day hospital facility or care recipients in residential aged care
facilities.

A.20.2 A health assessment should generally only be undertaken by the medical practitioner, or a practitioner working in the
medical practice, that has provided the majority of services to the patient over the previous 12 months and/or will provide the
majority of services to the patient over the coming 12 months.

A.20.3  The information collection component of the assessment may be rendered by a nurse or other assistant in
accordance with accepted medical practice, acting under the supervision of the medical practitioner. The other components of the
health assessment must include a personal attendance by the medical practitioner.
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A.20.4  For the purposes of A20.3, the services of a third party service provider such as a nurse or other assistant may only be used
to assist in the information collection component of health assessments where:
(a)  use of the third party service provider is initiated by the patient’s medical practitioner, after the patient has agreed to a health
assessment and to the use of a third party to collect information for the assessment; and
(b)  the patient is made aware whether information collected about them for the health assessment will be retained by the third party
service provider; and
(c)  the third party service provider must act under the supervision of the practitioner. The practitioner should:
be satisfied that the third party service provider has the necessary skills, expertise and training to collect the
information required for the health assessment;
have established how the information is to be collected and recorded (including any forms used);
set or approve the quality assurance procedures for the information collection;
be consulted on any issues arising during the information collection; and
review and analyse the information collected to prepare their report of the health assessment and communicate to the patient
their recommendations about matters covered by the health assessment.
A.20.5  For items 704 and 706, a person is of Aboriginal or Torres Strait Islander descent if the person identifies himself or herself
as being of that descent. Patients should be asked to self-identify their Indigenous status and state their age for the purposes of these
items, either verbally or by completing a form. Difficulties may arise in relation to establishing the age of  the patient. Knowledge
of a person's age or date of birth is sometimes considered irrelevant by Indigenous people and as such some people may not be able
to answer with a high degree of accuracy. The person’s Indigenous status and age should be accepted on the basis of their self-
identification.
A.20.6 A health assessment means the assessment of a patient’s health and physical, psychological and social function and
whether preventative health care and education should be offered to the patient, to improve that patient’s health and physical,
psychological and social function.
A.20.7  The assessment must include:
(a) measurement of the patient’s blood pressure, pulse rate and rhythm; and
(b) an assessment of the patient’s medication; and
(c) an assessment of the patient’s continence; and
(d) an assessment of the patient’s immunisation status for influenza, tetanus and pneumococcus; and
(e) an assessment of the patient’s physical function, including the patient’s activities of daily living, and whether or
not the patient has had a fall in the last 3 months; and
(f) an assessment of the patient’s psychological function, including the patient’s cognition and mood; and
(g) an assessment of the patient’s social function, including the availability and adequacy of paid and unpaid help, and
whether the patient is responsible for caring for another person.

A.20.8  The assessment must also include keeping a record of the health assessment and offering the patient a written
report about the health assessment, with recommendations about matters covered by the health assessment. Where the patient has an
informal or family carer, a copy of the report (or relevant extracts) should be offered to the carer, with the patient’s agreement.

Note: An informal or family carer is usually a family member who provides support to children or adults who have a
disability, mental illness, chronic condition or who are frail aged. Carers can be parents, partners, brothers, sisters, friends or children
of any age. Carers may care for a few hours a week, or all day every day. Some carers are eligible for government benefits, while
others are employed or have a private income.

A.20.9 In circumstances where the patient’s usual medical practitioner or practice, as defined in A20.2, does not undertake the
health assessment, a copy of the health assessment report should be forwarded to that medical practitioner or practice (subject to the
patient’s agreement).
A.20.10 The annual health assessment should not take the form of a health screening service, in particular the assessment
should not include category 5 (diagnostic imaging) services or category 6 (pathology) services unless the health assessment
detects problems that require clinically relevant diagnostic imaging or pathology services. (See General Notes 13.3.)
A.20.11 Practitioners should not conduct a separate consultation in conjunction with a health assessment unless it is clinically
indicated that a problem must be treated immediately.
A.20.12 Practitioners should establish a register of their patients seeking annual health assessments and remind registered patients
when their next health assessment is due.
A.20.13 Where a component of the health assessment is conducted at consulting rooms and a component is conducted in the
patient's home (including by a third party acting under the supervision of the practitioner) the latter item should be claimed.
A.20.14

The balance between the patient’s health and physical, psychological and social function domains is a matter for
professional judgement in relation to each patient. Practitioners should consider the following:

Medical: Medication
review
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This should include a review of medications taken including OTCs and prescriptions from other doctors; medications
prescribed but not taken; interactions; and review of indications. In this age group, the side effects and interactions of
medications occur more frequently and at lower dosage than in younger adults.

Blood pressure and pulse rate and rhythm
Where the assessment identifies a spot high blood pressure reading or evidence of atrial fibrillation (irregularly irregular
pulse), a follow up consultation should be arranged to determine further management.

Continence

Continence problems are under reported and a major cause of reduced quality of life in this age group. They are usually

easily detectable by direct questioning, and when first diagnosed are frequently amenable to improved management. If
identified, a follow up consultation should be arranged to investigate the underlying pathology and arrange management.

Immunisation status (Influenza, Tetanus, Pneumococcus)
Refer to the current Australian Standard Vaccination Schedule (NHMRC) for appropriate vaccination schedules for
individuals in this age group.

Physical function:

Activities of Daily Living

Assessment of activities of daily living is concerned with the interaction between the patient, their impairment (if any) and their
environment. As a minimum, the patient’s ability to transfer between bed, chair and toilet, bathe, dress, prepare food and eat
should be assessed. The assessment should also include whether the patient can: use the telephone; get to the shops or the bank;
read books; watch TV; listen to the radio or recorded music; and look after the house (cleaning, minor repairs etc).

Where significant functional impairment is identified, the use of a formal instrument such as the Index of Independence in
Activities of Daily Living; the Modified Barthel Index; or the Medical Outcome Study Physical Functioning Measure should be
considered.

Falls in last 3 months
The patient should be asked whether they have suffered any falls in the previous three months. A recent fall is the strongest
predictor of future fall related injury.

Psychological function:

Cognition

Unrecognised dementia is common in this age group. Detailed diagnosis can often improve quality of life. Where problems with
cognition are suspected clinically, assessment with a recognised tool such as the Folstein Mini Mental State Examination or the
Hodkinson Abbreviated Mental Assessment may be appropriate.

Mood
At a minimum, the assessment should include enquires about depressed affect. If mental symptoms are present (eg abnormal
affect or memory loss), the use of a formal depression scale such as the Geriatric Depression Scale may be considered.

Social function:

Availability and adequacy of paid and unpaid help when needed and wanted

This is the central component of an assessment of the patient's social support. People's social networks tend to become
smaller as they age, and the role of formal services may need to increase correspondingly.

Caring for another person

Being a carer for another person can significantly affect physical and psychological health and substantially reduce
opportunities to maintain social networks. When the person being assessed is a carer, the assessment should include: an
evaluation of the effect of this role on health and functioning; and the provision of information about local carer support
services, including regular or emergency respite care.

Consultation with patient’s carer

Where the patient has a carer, the practitioner may find it useful to consider having the carer present for the health assessment or
components thereof (subject to the patient’s agreement). The patient’s carer may be able to provide useful information on matters
such as medication usage and compliance, continence, and physical, psychological and social function. The practitioner
may also consider the degree of the patient’s reliance on the carer, the capacity of the carer to provide support to the patient, and
strategies to improve the patient’s independence.

NB: The tools referred to in the preceding explanatory notes should be used at the clinical discretion of the practitioner.
Practitioners using such tools should be familiar with their use and if not, should seek appropriate education/training.
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A.20.15 In addition, the assessment will usually cover additional matters of particular relevance to the patient. The medical
literature and consensus medical opinion support the following additional components: multi-system review; fitness to drive;
hearing; vision; oral health; diet and nutritional status; smoking; foot care; sleep; need for community services; home safety;
cardiovascular risk factors, including blood pressure; and alcohol use.

A.21 EPC Multidisciplinary Care Planning (Items 720 to 730)

A.21.1 EPC multidisciplinary team care planning is a specific, defined approach to care planning. An EPC
multidisciplinary team care plan is a written, comprehensive, longitudinal plan for the care of patients with one or more
chronic conditions and complex care needs, developed and managed by a multidisciplinary team comprising the patient’s GP

and other health and care providers. EPC multidisciplinary care planning involves team-based management of the patient’s complex
care needs.

A.21.2  The development or review of an EPC multidisciplinary team care plan involves collaboration by the members of the
team. Each of the members of the team must contribute to the development or review of the plan and not simply provide a

service specified in the plan to the patient.

Chronic conditions and complex care needs A.21.3

To be eligible for a Medicare rebate EPC multidisciplinary team care plans and case conferences may only be
provided for patients with one or more chronic conditions and complex care needs requiring multidisciplinary care from a
team of health and care providers, including the patient’s GP.
A.21.4 A chronic medical condition is a medical condition that has been, or is likely to be, present for at least 6 months, or that is
terminal. EPC multidisciplinary team care plans and case conferences have been found to be most useful for patient’s with complex
care needs, for example, where routine management of the condition is compounded by the presence of one or more of the
following: unstable or deteriorating condition; increasing frailty and/or dependence; development of complications,
including falls or incontinence; co-morbidities; significant change in social circumstances (eg death, illness or ‘burnout’ of carer); or
two or more hospital admissions in the past six months.

Items 720 - 730: Application

A21.5 Items 720, 724 and 726 apply only to a service in relation to a patient who suffers from at least one medical
condition that has been (or is likely to be) present for at least 6 months, or that is terminal, and IS NOT an in-patient of a

hospital, day hospital facility, or a care recipient in a residential aged care facility.

A.21.6  Items 722 and 728 apply only to a service in relation to a patient who suffers from at least one medical condition that
has been (or is likely to be) present for at least 6 months, or that is terminal, and IS an in-patient of a hospital or day hospital
facility, and IS NOT a care recipient in a residential aged care facility.

A.21.7  TItem 730 applies only to a service in relation to a care recipient in a residential aged care facility who suffers from at
least one medical condition that has been (or is likely to be) present for at least 6 months, or that is terminal.

A.21.8 For the purposes of items 720 to 730 a medical practitioner should generally be the medical practitioner or a
practitioner working in the medical practice that has provided the majority of services to the patient over the previous 12 months
and/or will provide the majority of services to the patient over the coming 12 months.

Preparation of an EPC multidisciplinary care plan
A.219 For items 720, 722, 724, 726, 728 and 730 preparation of an EPC multidisciplinary team care plan means the

preparation of a written plan in collaboration with all of the members of a multidisciplinary care plan team, describing the following
matters:

@) an assessment of the patient which considers their current and future health and care needs (refer to note A.21.4); and

(i1) management goals with which the patient agrees; and

(1ii) an assessment of the kinds of treatment, health services and health care that the patient is likely to need; and

(iv) an assessment of any other kind of services and care that the patient is likely to need (for example, home and
community care services); and

) arrangements for giving the treatment, services and care referred to in paragraph (b); and

(vi) arrangements to review the plan by a day specified in the plan (if this review is to be claimed as an EPC care plan

review item it must be done in collaboration with all of the other members of the EPC multidisciplinary care plan
team; if the review is undertaken by the GP alone it should be claimed as a normal consultation item).

A.21.10 Preparation of the plan must also include:

(a) a meeting with the patient (and the patient’s carer, where appropriate in the practitioner’s view and with the patient’s
agreement) to discuss the preparation of the plan; and

(b) telling the patient who will be included in the multidisciplinary care plan team; and

(c) collaborating with all of the other members of the multidisciplinary care plan team to identify the patient’s needs, the

management goals that should be documented in the plan, the ongoing care and services to be provided by each member
of the team, and any other services that may be required from other health and care providers to achieve the management
goals in the plan;

(d) recording the plan and the patient’s agreement to the preparation of the plan; and

(e) giving copies of relevant parts of the plan to the other members of the multidisciplinary care plan team and to any
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other persons who, under the plan, will give the patient the treatment, service and care mentioned in the plan; and
) offering a copy of the plan (and evidence of the contribution made to the plan by members of the team) to the patient
(and, if appropriate and with the patient’s agreement, to the patient’s carer).

A.21.11 A multidisciplinary care plan team includes a medical practitioner and at least two other members who collaborate with
the medical practitioner in the development of the plan and contribute to the implementation of the plan. Each of the members of
the multidisciplinary care plan team must provide a different kind of care or service to the patient. One of the members of the
team may be another medical practitioner (normally a specialist or consultant physician).

Example

Examples of persons who, for the purposes of care planning and case conferencing may be included in an EPC
multidisciplinary care plan team are allied health professionals such as, but not limited to: Aboriginal health care workers; asthma
educators; audiologists; dental therapists; dentists; diabetes educators; dieticians; mental health workers; occupational therapists;
optometrists; orthoptists; orthotists or prosthetists; pharmacists; physiotherapists; podiatrists; psychologists; registered
nurses; social workers; speech pathologists.

A team may also include home and community service providers, or care organisers, such as: education providers; “meals on
wheels” providers; personal care workers (workers who are paid to provide care services); probation officers; where they are
contributing to the plan and not simply providing a service identified in the plan.

The involvement of a patient’s carer in an EPC multidisciplinary care plan team can provide significant benefits in terms of input
to the development of the plan and coordination of care for the patient. Where the patient has a carer, the practitioner should
consider inviting the carer to be an additional member of the EPC multidisciplinary care plan team, with the patient’s agreement
and having regard to:

the patient’s circumstances;

the degree of support provided by the carer for the patient; and

the capacity of the carer to provide ongoing support to the patient and contribute to the work of the team.

Where the patient’s carer is not a member of the EPC multidisciplinary care plan team, the practitioner should involve the
patient’s carer and provide information to the carer where appropriate and with the patient’s agreement.

The patient’s informal or family carer may be included as a formal member of the team in addition to the minimum of three
health or care providers. The patient and the informal or family carer do not count towards the minimum of three.

A.21.12 The development or review of an EPC multidisciplinary team care plan involves collaboration between the
members of the team. Collaboration should be based on communication between the members of the team, preferably either in
person, by telephone or by videoconferencing. Where it is not practicable to communicate by these means, communication in the
development or review of an EPC care plan may be by two-way exchange of e-mails or faxes.
A.21.13 In making arrangements for implementation of the plan, the medical practitioner, in collaboration with the other
members of the EPC multidisciplinary care plan team, should specify the type of care to be provided and ascertain the
availability of care from other providers, taking into account any care and support provided by the patient’s carer and the
carer’s capacity to provide ongoing support. Additional responsibilities should not be assigned to the patient’s carer without
the carer’s agreement. The documentation of the care plan should note the agreement of the other providers specified in the
plan. This may be in the form of the medical practitioner's note of a face-to-face meeting, telephone conversation,
videoconference, or two-way exchange of e-mails or faxes.
A.21.14  While the patient must be present for a needs assessment by the medical practitioner in order to develop the care
plan, the patient need not be present while collaboration and consultation is undertaken with the other members of the EPC
multidisciplinary care plan team and formal documentation is prepared.
A.21.15 When discussing the preparation of the plan with the patient, practitioners should:
Inform the patient that his or her medical history, diagnosis and care preferences will be discussed with other care
providers; and
Provide an opportunity for the patient to specify what medical and personal information he or she wants to be
conveyed to, or withheld from, the other members of the EPC multidisciplinary care plan team;
Inform the patient that he or she will incur a charge for the service provided by the practitioner for which a Medicare
rebate will be payable;
Inform the patient of any additional costs he or she will incur.

A.21.16 While no standard format for the care plan is mandated, practitioners should consider a recognised care-planning
tool, for example those developed by the Royal Australian College of General Practitioners (RACGP) or Divisions of General
Practice.

A.21.17 Itis recommended that a community care plan be prepared only once per year. However, a new plan may
be prepared if in the judgement of the patient’s usual medical practitioner there have been significant changes in the patient's
clinical condition or in the patient’s care support arrangements which have significantly affected their clinical condition since
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the previous plan, but not within 6 months of the previous plan. Any changes to the plan required after 3 months of the plan
being prepared would attract a benefit under the review item 724 (see paragraphs A.21.21 and A.21.22).

A.21.18 Ongoing implementation and maintenance of the plan by the medical practitioner will be covered under normal
consultation items.

EPC Multidisciplinary Discharge care plans

A.21.19 For items 722 and 728 an EPC multidisciplinary discharge care plan is a multidisciplinary care plan that is
prepared for a patient with a chronic condition and complex care needs before the patient is discharged from a hospital.
A.21.20 Preparation of a discharge care plan (item 722) may be provided for private in-patients only, and must be prepared
by the medical practitioner who is providing in-patient care (in most cases this should be the patient’s usual medical
practitioner). Medical practitioners may contribute to a discharge care plan (item 728) for public in-patients.

Review of care plans
A.21.21 For item 724, review of an EPC multidisciplinary care plan means a process by which the medical practitioner who
prepared the care plan, in collaboration with the other members of the EPC multidisciplinary care plan team:

(a reviews a community care plan or discharge care plan prepared under item 720 or 722 including reviewing the
matters mentioned in A.21.9; and

(b) considers whether the arrangements for treatment, service and care have been carried out; and

© collaborates with each of the other members of the EPC multidisciplinary care plan team to consider whether
different arrangements need to be made to achieve the management goals mentioned in the plan; and

(d) if different arrangements need to be made, prepares a revised EPC multidisciplinary care plan, stating those
arrangements.

A.21.22 The review of the plan must also include:

(e) discussing the review of the plan with the patient (and the patient’s carer, where appropriate); and
® recording the patient’s agreement to reviewing the plan; and
(2) offering a copy of relevant parts of the revised EPC multidisciplinary care plan (if any) to the patient (and, if

appropriate and with the patient’s agreement, to the patient’s carer), and giving copies to the other members of the EPC
multidisciplinary care plan team and to any other persons who, under the revised plan, will give the patient the treatment,
service and care mentioned in the plan.

Contribution to EPC multidisciplinary care plans

A.21.23 For items 726 and 728, a contribution to a care plan must be at the request of the person who prepares the plan, and may
include preparation of a part of the plan that relates to the treatment, service or care that the medical practitioner will give to the
patient and giving advice to the person who prepares the plan.

A.21.24 Contribution to a care plan does not include preparation of an EPC multidisciplinary community care plan, a
multidisciplinary discharge care plan or a care plan in a residential aged care facility, but can include contribution to a review

of a care plan organised by another provider.

A.21.25 A medical practitioner's contribution to a community care plan, a discharge plan or a care plan in a residential aged

care facility should involve collaboration based on two-way communication between the GP and the person organising the

care plan. This communication should preferably be either in person, by telephone or by videoconferencing. Where it is not
practicable to communicate by these means, a GP’s contribution to a care plan may be by two-way exchange of e-mails or

faxes.

A.21.26 The medical practitioner should request a copy of the completed plan, or an extract of the plan relating to the
medical practitioner's contribution, for the patient's medical record. The medical practitioner must include a record of his or

her contribution in the patient's medical record.

A.21.27 For item 730, a contribution to an EPC multidisciplinary team care plan in a residential aged care facility must be

at the request of the residential aged care facility. It is expected that a medical practitioner would not normally be required to
contribute to an individual care plan in a residential aged care facility more than four times in a 12 month period. The
medical practitioner’s contribution should be documented in the care plan maintained by the residential aged care facility and

a record of the contribution included in the care recipient’s medical record.

General requirements

A.21.28 In circumstances where the patient’s usual medical practitioner, as defined in A21.8, is not a member of the EPC
multidisciplinary care plan team, a copy of the care plan should be forwarded to that medical practitioner (subject to patient’s
agreement).

A.21.29 Before commencing an EPC multidisciplinary team care plan, the medical practitioner should ascertain whether the
patient currently has another active care plan and if so, should not duplicate that plan.

A.21.30 The benefit is not claimable (and an account should not be rendered) until all components of these items have been
provided (see paragraph 7 of the General Explanatory Notes).
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A.22 Case Conferences by medical practitioners (other than specialist or consultant physician) (Items 734 to 779)
A22.1  Ttems 740, 742, 744, 759, 762 and 765 apply only to a service in relation to a patient who suffers from at least one
medical condition that has been (or is likely to be) present for at least 6 months, or that is terminal, and is not an in-patient of a
hospital, day hospital facility or a care recipient in a residential aged care facility.

A.22.2  Ttems 746, 749, 757, 768, 771 and 773 apply only to a service in relation to a patient who suffers from at least one
medical condition that has been (or is likely to be) present for at least 6 months, or that is terminal, and is an in-patient of a
hospital or day hospital facility and is not a care recipient in a residential aged care facility.

A.22.3  Ttems 734, 736, 738, 775, 778 and 779 apply only to a service in relation to a care recipient in a residential aged care
facility who suffers from at least one medical condition that has been (or is likely to be) present for at least 6 months, or that is
terminal.

A224 A case conference is a process by which a case conference team carries out the following activities:

(a) discussing a patient’s history; and

(b) identifying the patient’s multidisciplinary care needs; and

(©) identifying outcomes to be achieved by members of the case conference team giving care and service to the
patient; and

(d) identifying tasks that need to be undertaken to achieve these outcomes, and allocating those tasks to members of the
case conference team; and

(e) assessing whether previously identified outcomes (if any) have been achieved.

Where the patient has a carer, the practitioner should take account of the impact of the tasks identified in the case conference
on the capacity of the carer to provide support to the patient. Additional responsibilities should not be assigned to the
patient’s carer without the carer’s agreement.

A.22.5 Foritems 746, 749, 757, 768, 771 and 773, a discharge case conference is a case conference carried out in relation to a
patient before the patient is discharged from a hospital or day hospital facility.

A.22.6 For the purposes of items 734 to 779 a medical practitioner should generally be the medical practitioner or
a practitioner working in the medical practice that has provided the majority of services to the patient over the previous 12
months and/or will provide the majority of services to the patient over the coming 12 months.

A.22.7 A case conference team includes a medical practitioner and at least two other members, who participate in the case
conference, each of whom provides a different kind of care or service to the patient, and one of whom may be
another medical practitioner (normally a specialist or consultant physician).

The involvement of a patient’s carer in a multidisciplinary case conference team can provide significant benefits in terms of
coordination of care for the patient. Where the patient has a carer, the practitioner should consider inviting the carer to be an
additional member of the multidisciplinary case conference team, with the patient’s agreement and where the carer’s input is
likely to be relevant to the subject matter of the case conference. The carer’s membership of the team is in addition to the
minimum three members.

Where the patient’s carer is not a member of the multidisciplinary team, the practitioner should involve the carer and provide
information to the carer where appropriate and with the patient’s agreement.

Example

Examples of persons who, for the purposes of care planning and case conferencing may be included in a multidisciplinary

care team are allied health professionals such as, but not limited to: Aboriginal health care workers; asthma educators;
audiologists; dental therapists; dentists; diabetes educators; dieticians; mental health workers; occupational therapists;
optometrists; orthoptists; orthotists or prosthetists; pharmacists; physiotherapists; podiatrists; psychologists; registered nurses; social
workers; speech pathologists.

A team may also include home and community service providers, or care organisers, such as: education providers; “meals on
wheels” providers; personal care workers (workers who are paid to provide care services); probation officers.

The patient’s informal or family carer may be included as a formal member of the team in addition to the minimum of three health
or care providers. The patient and the informal or family carer do not count towards the minimum of three.

Organisation of a case conference
A.22.8 Organise and coordinate a case conference means undertaking the following activities in relation to a case
conference:

(@) explaining to the patient the nature of a case conference, and asking the patient whether the patient agrees to the case
conference taking place; and

(b) recording the patient’s agreement to the case conference; and

(©) recording the day on which the conference was held, and the times at which the conference started and ended; and

(d) recording the names of the participants; and

(e) recording the matters mentioned in A.22.4 and putting a copy of that record in the patient’s medical records; and

® offering the patient (and the patient’s carer, if appropriate and with the patient’s agreement), and giving each other
member of the team a summary of the conference; and

(2) discussing the outcomes of the case conference with the patient.

A.22.9  Organisation of a discharge case conference (items 746, 749 and 757), may be provided for private in-patients
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only, and must be organised by the medical practitioner who is providing in-patient care (in most cases this should be the patient’s
usual medical practitioner).

Participation in a case conference

A.22.10 Participation in a case conference must be at the request of the person who organises and coordinates the case

conference and includes ensuring that the following activities are completed and documented in the patient’s medical records:

(a) explaining to the patient the nature of a case conference, and asking the patient whether he or she agrees to the medical
practitioner participating in the case conference; and

(b)  recording the patient’s agreement to the medical practitioner participating in the case conference; and

(¢)  recording the day on which the conference was held, and the times at which the conference started and ended; and

(d) recording the names of the participants; and

(e) recording the matters mentioned in A.22.4 in so far as they relate to the medical practitioner’s participation in the case
conference, and putting a copy of that record in the patient’s medical records; and

® offering the patient (and the patient’s carer, if appropriate and with the patient’s agreement) a summary of

the conference.

Case conferences in a residential aged care facility A.22.11

facility means undertaking the relevant activities referred to in A.22.4, A.22.8 and A.22.10. For these items the medical
practitioner must give a record of the conference, or a record of the medical practitioner’s participation in the conference, to the
residential aged care facility, place a copy in the patient’s medical records, and offer a copy to the patient and to the patient’s
carer, if appropriate and with the patient’s agreement.

General requirements
A.22.12  In circumstances where the patient’s usual medical practitioner, as defined in A21.4, is not a member of the case
conference team, a record of the case conference should be forwarded to that medical practitioner (subject to the patient’s
agreement).
A.22.13 Ttis expected that a patient would not normally require more than 5 case conferences in a 12-month period.
A.22.14 The case conference must be arranged in advance within a time frame that allows for all the participants to attend. The
minimum three care providers must be present for the whole of the case conference. All participants must be in
communication with each other throughout the conference, either face to face, by telephone or by video link, or a
combination of these.
A.22.15 In explaining to the patient the nature of a case conference and asking the patient whether he or she agrees to the case
conference taking place, the medical practitioner should:
Inform the patient that his or her medical history, diagnosis and care preferences will be discussed with other care
providers;
provide an opportunity for the patient to specify what medical and personal information he or she wants to be conveyed to or
withheld from the other case conference team members; and
Inform the patient that he or she will incur a charge for the service provided by the practitioner for which a Medicare
rebate will be payable.
Inform the patient of any additional costs he or she will incur.

A.22.16 The benefit is not claimable (and an account should not be rendered) until all components of these items have been
provided. (See General Notes 7.6)

A.23 Public Health Medicine (Items 410 to 417)
A.23.1 Attendances by public health physicians will attract Medicare benefits under the new items only where the
attendance relates to one or more of the following;:-

1) management of a patient's vaccination requirements for accepted immunisation programs; or
i) prevention or management of sexually transmitted disease; or

i) prevention or management of disease due to environmental hazards or poisons; or

iv) prevention or management of exotic diseases; or

V) prevention or management of infection during outbreaks of infectious disease.

A.24 Case Conferences by consultant physician (Items 820 to 838)
A24.1 TItems 820, 822, 823, 825, 826 and 828 apply to a community case conference (including a case conference

conducted in a residential aged care facility) organised to discuss one patient in detail and applies only to a service in relation to
a patient who suffers from at least one medical condition that has been (or is likely to be) present for at least 6 months, or that is

not more than once for each hospital admission.
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A.243  The purpose of a case conference is to establish and coordinate the management of the care needs of the patient.
A.24.4 A case conference is a process by which a multidisciplinary team carries out the following activities:
e discusses a patient’s history;
e identifies the patient’s multidisciplinary care needs;
e identifies outcomes to be achieved by members of the case conference team giving care and service to the patient;
e identifies tasks that need to be undertaken to achieve these outcomes, and allocating those tasks to members of the
case conference team; and
e assesses whether previously identified outcomes (if any) have been

achieved.
A.24.5  For the purposes of items 820, 822, 823, 830, 832 and 834 (that is, where a consultant physician organises a case

conference) a multidisciplinary team requires the involvement of a minimum of four formal care providers from different
disciplines. The consultant physician is counted toward the minimum of four. Although they may attend the case
conference, neither the patient nor his or her informal carer, or any other medical practitioner (except where the
medical practitioner is the patient’s usual General Practitioner) can be counted toward the minimum of four.

A24.6 For the purposes of items 825, 826, 828, 835, 837 and 838 (that is, where a consultant physician participates in a

case conference) a multidisciplinary team requires the involvement of a minimum of three formal care providers
from different disciplines. The consultant physician is counted toward the minimum of three. Although they may attend the
case conference, neither the patient nor his or her informal carer, or any other medical practitioner (except where the
medical practitioner is the patient’s usual General Practitioner) can be counted toward the minimum of three.

A.247  For the purposes of A.24.5 and A24.6, “formal care providers” includes:

e the patient’s usual General Practitioner;

e allied health professionals, being: registered nurse, physiotherapist, occupational therapist, podiatrist, speech
pathologist, pharmacist; dietician; psychologist; orthoptist; orthotist and prosthetist, optometrist; audiologist,
social worker, Aboriginal health worker, mental health worker, asthma educator, diabetes educator, dental
therapist, dentist; and

e community service providers being: personal care worker, home and community care service provider, meals on
wheels provider, education provider and probation officer.

Organisation of a case conference

undertaking the following activities in relation to a case conference:

(a) explaining to the patient or the patient’s agent the nature of a case conference, and asking the patient or the patient’s
agent whether he or she agrees to the case conference taking place; and

(b) recording the patient’s or agent’s agreement to the case conference; and

(©) recording the day on which the conference was held, and the times at which the conference started and ended; and

(d) recording the names of the participants; and

(e) recording the matters mentioned in A.24.4 and putting a copy of that record in the patient’s medical records; and

® giving the patient or the patient’s agent, and each other member of the team a summary of the conference; and

(2) giving a copy of the summary of the conference to the patient’s usual general practitioner; and

(h) discussing the outcomes of the patient or the patient’s agent.

Participation in a case conference
who organises and coordinates the case conference and includes undertaking the following activities when
participating in a case conference:

(a) recording the day on which the conference was held, and the times at which the conference started and ended; and

(b) recording the matters mentioned in A.24.4 in so far as they relate to the medical practitioner’s participation in the
case conference, and putting a copy of that record in the patient’s medical records.

General requirements

A.24.10 The case conference must be arranged in advance, within a time frame that allows for all the participants to attend.
The minimum of three care providers for participating in a case conference or four care providers for organising a
case conference must be present for the whole of the case conference. All participants must be in communication with each
other throughout the conference, either face to face, by telephone or by video link, or a combination of these.

A.24.11 A record of the case conference which contains: a list of the participants; the times the conference commenced and
concluded; a description of the problems, goals and strategies; and a summary of the outcomes must be kept in the patient’s
record. The notes and summary of outcomes must be provided to all participants and to the patient’s usual general
practitioner.

A.24.12 Prior informed consent must be obtained from the patient, or the patient’s agent. In obtaining informed consent the
consultant physician should:

e Inform the patient that his or her medical history, diagnosis and care preferences will be discussed with other case
conference participants;
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e Provide an opportunity for the patient to specify what medical and personal information he or she wants to be
conveyed to, or withheld from, the other care providers;
e Inform the patient that he or she will incur a charge for the service for which a Medicare rebate will be payable.

A.24.13 Medicare benefits are only payable in respect of the service provided by the coordinating consultant physician or the
participating consultant physician. Benefits are not payable for another medical practitioner organising a case conference or for
participation by other medical practitioners at a case conference, except where a medical practitioner organises or
participates in a case conference in accordance with Items 734 to 779.

A.24.14 The benefit is not claimable (and an account should not be rendered) until all components of these items have been
provided. See point 7 of the General Explanatory Notes for further details on billing procedures.

A.24.15 It is expected that a patient would not normally require more than 5 case conferences in a 12 month period.

A.24.16 This item does not preclude the claiming of a consultation on the same day if other clinically relevant services are
provided.

A.25 Attendances by Medical Practitioners who are Sports Physicians

A.25.1 Items 444 to 447 relate specifically to attendances rendered by medical practitioners who are holders of the
Fellowship of the Australian College of Sport Physicians (FACSP) and who participate in, and meet the requirements for,
quality assurance and continuing medical education as required by the ACSP.

A.252  Ttems 444 to 447 cover four categories of attendance based largely on the tasks undertaken by the practitioner
during the attendance on the patient rather than simply on the time spent with the patient.

A.25.3  The attendances are divided into four categories relating to the level of complexity, namely:

(1) Level 1

(i1) Level 2
(iii) Level 3
(iv) Level 4

A.25.4  To assist medical practitioners who are sports physicians in selecting the appropriate item number for Medicare
benefit purposes the following notes in respect of the various levels are given.

LEVEL 1
These items are for the obvious and straightforward cases and the practitioner's records would reflect this. In this context
'limited examination' means examination of the affected part if required, and 'management' the action taken.

LEVEL 2

The descriptions of these items introduce the words 'selective history' and 'implementation of a management plan in relation to
one or more problems'. In this context a 'selective history' means a history relating to a specific problem or condition; and
'implementation of a management plan' includes formulation of the decision or plan of management and any immediate action
necessary such as advising or counselling the patient, ordering tests, or referring the patient to a specialist medical practitioner or
other allied health professional. The essential difference between Levels 1 and 2 relate not to time but to complexity.

LEVEL 3

Further levels of complexity are implied in these items by the introduction of 'taking a detailed history' and 'examination of
multiple systems'. A physical attendance of at least 20 minutes is necessary to qualify for a Level 3 attendance. The words
following 'OR' in the items for Levels 2 and 3 allow for the situation where an attendance involves some components of a more
complex level but the time taken is less than specified in the higher level. Benefit is claimable at the appropriate lower level, eg -
if an attendance involved a detailed history and examination of multiple systems, arranging investigations and implementing a
management plan, but the time taken was less than 20 minutes, it would constitute a Level 2 attendance.

LEVEL 4

These items cover the difficult problems where the diagnosis is elusive and highly complex, requiring consideration of several
possible differential diagnoses, and the making of decisions about the most appropriate investigations and the order in which they
should be performed. These items also cover cases which need prolonged discussion. Physical attendance of at least 40 minutes is
necessary to qualify for a Level 4 attendance.

Recording Clinical Notes

A.25.5 Inrelation to the time taken in recording appropriate details of the service, only clinical details recorded at the time of
the attendance count towards the time of consultation. It does not include information added at a later time, such as reports of
investigations.

Other Services at the Time of Attendance

A.25.6  Where, during the course of a single attendance by medical practitioners who are sports physicians, both a
consultation and another medical service are rendered, Medicare benefits are generally payable for both the consultation and
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the other service. Exceptions are in respect of medical services which form part of the normal consultative process, or
services which include a component for the associated consultation (see paragraph 14.3 of the General Explanatory Notes for further
details).

A.26 Domiciliary Medication Management Reviews

A.26.1 This item is available to people living in the community setting who meet the criteria for DMMR. The item is not
available for in-patients of a hospital, day hospital facility, or care recipients in residential aged care facilities. Patients may also
refer to DMMR as Home Medicines Review.

A.26.2  This item should generally be undertaken by the medical practitioner, or a medical practitioner working in the medical
practice, that has provided the majority of services to the patient over the previous 12 months and/or will provide the majority of
services to the patient over the coming 12 months.

A.26.3 DMMR’s are targeted at patients who are likely to benefit from such a review, and for whom quality use of
medicines may be an issue or who are at risk of medication misadventure because of their co-morbidities, age or social
circumstances, the characteristics of their medicines, the complexity of their medication treatment regimen, or because of a lack
of knowledge and skills to use medicines to their best effect.

A.26.4 A medical practitioner must assess that a DMMR is clinically necessary to ensure quality use of medicines or

address patient’s needs. Examples of risk factors known to predispose people to medication related adverse events are:
currently taking 5 or more regular medications;

taking more than 12 doses of medication per day;

significant changes made to medication treatment regimen in the last 3 months;

medication with a narrow therapeutic index or medications requiring therapeutic monitoring;

symptoms suggestive of an adverse drug reaction;

sub-optimal response to treatment with medicines;

suspected non-compliance or inability to manage medication related therapeutic devices;

patients having difficulty managing their own medicines because of literacy or language difficulties,
dexterity problems or impaired sight, confusion/dementia or other cognitive difficulties;

patients attending a number of different doctors, both general practitioners and specialists; and

e recent discharge from a facility / hospital (in the last 4 weeks).

A.26.5  Foritem 900 a DMMR includes all DMMR-related services provided by the medical practitioner from the time the
patient is identified as potentially needing a medication management review to the preparation of a draft medication management
plan, and discussion and agreement with the patient.

e The potential need for a DMMR may be identified either by the medical practitioner in the process of a
consultation or by receipt of advice from the patient, a carer or another health professional including a
pharmacist.

e  The medical practitioner must assess the clinical need for a DMMR from a quality use of
medicines perspective with the patient as the focus, and formally initiate a DMMR if appropriate.

e Ifthe DMMR is initiated during the course of a consultation undertaken for another purpose, this consultation
may also be claimed separately.

e Ifthe consultation at which the medication management review is initiated is only for the purposes
of initiating the review only item 900 should be claimed.

e Ifthe medical practitioner determines that a DMMR is not necessary, item 900 does not apply. In this case,
normal consultation items should be used.

e The item covers the consultation at which the results of the medication management review are discussed and
the medication management plan agreed with the patient. Any immediate action required to be done at the
time of completing the DMMR (eg writing prescriptions or making referrals) should be treated as part of the
DMMR item. Any subsequent follow up should be treated as a normal consultation item.

e  Practitioners should not conduct a separate consultation in conjunction with completing the DMMR unless it
is clinically indicated that a problem must be treated immediately.

e The benefit is not claimable and an account should not be rendered until all components of this item have been
rendered (See General Notes 7, Billing Procedures).

e  Where a DMMR cannot be completed due to circumstances beyond the control of the medical practitioner (for
example, because the patient decides to not proceed further with the DMMR, or because of a change in the
circumstances of the patient), the relevant MBS attendance items should be used.

A.26.6  The process of referral to a community pharmacy includes:

e Obtaining consent from the patient, consistent with normal clinical practice, for a pharmacist to undertake the
medication management review and for a charge to be incurred for the service for which a Medicare rebate is
payable. The patient must be clearly informed of the purpose and possible outcomes of the DMMR, the
process involved (including that the pharmacist will visit the patient at home, unless the patient prefers another
location or other exceptional circumstances apply), what information will be provided to the pharmacist as
part of the DMMR, and any additional costs that may be incurred; and
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e Provision to the patient’s preferred community pharmacy, of relevant clinical information, by the medical
practitioner for each individual patient, covering the patient’s diagnosis, relevant test results and medication
history, and current prescribed medications.

e A DMMR referral form is available for this purpose, if this form is not used the medical practitioner must
provide patient details and relevant clinical information to the patient’s preferred community pharmacy.

A.26.7  The discussion of the review findings and report including suggested medication management strategies with the
reviewing pharmacist includes:
e Receiving a written report from the reviewing pharmacist; and
e Discussing the relevant findings and suggested management strategies with the pharmacist (either by phone or
face to face); and
e Developing a summary of the relevant review findings as part of the draft medication management plan.
A.26.8  Development of a written medication management plan following discussion with the patient includes:
e Developing a draft medication management plan and discussing this with the patient; and
e  Once agreed, offering a copy of the written medication management plan to the patient and providing a copy
to the community pharmacist.

The agreed plan should identify the medication management goals and the proposed medication regimen for the patient.

A.26.9  Benefits for a DMMR service under this item are payable not more than once in each 12 month period, except where
there has been a significant change in the patient’s condition or medication regimen requiring a new DMMR (for example,
diagnosis of a new condition or recent discharge from hospital involving significant changes in medication). In such cases the
patient’s invoice or Medicare voucher should be annotated to indicate that the DMMR service was required to be provided within
12 months of another DMMR service.

A27 Taking a cervical smear from a woman who is unscreened or significantly under-screened (Items 2501 - 2509
and 2600 - 2616)
A.27.1  The item numbers 2501, 2503, 2504, 2506, 2507, 2509, 2600, 2603, 2606, 2610, 2613 and 2616 should be used in place of the
usual attendance item where as part of a consultation, a medical practitioner takes a cervical smear from a woman between the
ages of 20 and 69 inclusive, who has not had a cervical smear in the last 4 years.
A.27.2  The items apply only to women between the ages of 20 and 69 inclusive who have a cervix, have had intercourse and
have not had a cervical smear in the last four years.
A.27.3  When providing this service, the doctor must satisfy themselves that the woman has not had a cervical smear in the last
four years by:

- asking the woman if she can remember having a cervical screen in the last four years; and -

checking their own practice’s medical records.
If significant uncertainty still remains, the doctor may also contact his/her state cervical screening register.
A.27.4  Women from the following groups are more likely than the general population to be unscreened or significantly under-
screened - low socioeconomic status, culturally and linguistically diverse backgrounds, Indigenous communities, rural and remote
areas and older women.
A.27.5  Vault smears are not eligible for items 2501 - 2509 and 2600 - 2616.
A.27.6  Inaddition to attracting a Medicare rebate, the use of these items will initiate a cervical screening incentive
payment through the Practice Incentives Program (PIP).
A.27.7 From I November 2001, a PIP incentive for taking a cervical screen from women who have not been screened for four
years became available. This incentive is paid to the bank account nominated by the medical practitioner who provided the
service, in accordance with individual practice arrangements, if the service was provided in a general practice
participating in the PIP. More detailed information on this incentive was provided separately to practices participating in the PIP
and is available from the HIC PIP enquiry line on 1800 222 032 or www.hic.gov.au/pip.

A.28 Completion of an annual cycle of care for patients with diabetes mellitus (Items 2517 - 2526, 2620 - 2635)
A.28.1 The item numbers 2517, 2518, 2521, 2522, 2525, 2526, and 2620, 2622, 2624, 2631, 2633, 2635, should be used in place of
the usual attendance item when a consultation completes the minimum annual requirements of care for a patient with established
diabetes mellitus.
A.28.2  The minimum requirements of care are:

Assess diabetes control by measuring HbA;. At least once every year

Ensure that a comprehensive eye At least once every two years
examination is carried out

Measure weight and height and calculate At least once every six months
BMI*

Measure blood pressure At least once every six months
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Examine feet At least once every six months

Measure total cholesterol, triglycerides and HDIAt least once every year

cholesterol

Test for microalbuminuria At least once every year

Provide self-care education Review Patient education regarding diabetes management Reinforce
diet information about appropriate dietary choices Reinforce
Review levels of physical activity information about appropriate levels of physical activity

Encourage cessation of smoking (if relevant)
Check smoking status
Review of Medication Medication review

Initial visit: measure height and weight and calculate BMI as part of the initial assessment. Subsequent visits: measure
weight.

A.28.3  These requirements are based on the general practice guidelines produced by the Royal Australian College of
General Practitioners and Diabetes Australia (DA/RACGP, Diabetes Management in General Practice, 6™ ed., 2000). Doctors
using these items should familiarise themselves with these guidelines and with subsequent editions of these guidelines as they
become available.

A.28.4  Use of these items certifies that the minimum annual cycle of care has been completed for a patient with established
diabetes mellitus in accordance with the guidelines above.

A.28.5  Use of these items is restricted to only one in a 12-month period, per patient of either A18 Subgroup 2 or A19
Subgroup 2. For example, if item 2517 is claimed for a patient then no other diabetes item in groups A18 or A19 can be used for
this patient in the same 12-month period

A.28.6  The requirements for claiming this item are the minimum needed to provide good care to a patient with diabetes.
Additional levels of care will be needed by insulin-dependent patients and those with abnormal review findings, complications
and/or co-morbidities.

A.28.7  In addition to attracting a Medicare rebate, recording an annual completion of care cycle through the use of these
items will initiate a diabetes incentive payment through the Practice Incentives Program (PIP).

A.28.8  From November 2001, PIP diabetes incentive payments became available for completion of an annual cycle of
individual patient care. This incentive is only be paid once per year, per patient. The incentive is paid to the bank account
nominated by the medical practitioner who provided the service, in accordance with individual practice arrangements, if the
service was provided in a general practice participating in the PIP. A further payment through the PIP for practices reaching
target levels of care for their patients with diabetes will be introduced in 2003. More detailed information on these incentives
was provided separately to practices participating in the PIP and is available from the HIC PIP enquiry line on 1800 222 032 or
www.hic.gov.au/pip.

A.29 Completion of the Asthma 3+ Visit Plan (Items 2546 - 2559, 2664 - 2677) Minimum
Requirements
A29.1  The item numbers 2546, 2547, 2552, 2553, 2558, 2559 and 2664, 2666, 2668, 2673, 2675 and 2677 should be used in
place of the usual attendance item when a consultation completes the requirements of the Asthma ‘3+Visit Plan’. The Asthma
initiative is for patients with moderate to severe asthma who in the opinion of the doctor could benefit from review, eg those
whose asthma management could be improved. At a minimum the Asthma 3+ Visit Plan must include:
Documented diagnosis and assessment of severity,
At least 3 asthma related consultations in the previous 4 weeks (minimum) to 4 months (maximum)for a patient with
moderate to severe asthma,
Review of the patient's use of asthma related medication,
Planned recalls for at least two of these consultations,
Provision of a written asthma action plan and self-management education to the patient. (If the patient is unable to use a
written action plan, alternative patient education may be provided and documented in the medical record.) and
Review of asthma action plan.

It is expected that at some point in the future, the use of spirometry will become a requirement of the diagnosis and assessment
of severity for the purposes of the Asthma 3+ Visit Plan. All doctors will be given adequate notice of this change prior to its
introduction.

The Asthma 3+Visit Plan should be provided to a patient by one GP or in exceptional circumstances by another GP within the
same practice. In most cases, this will be the patient's usual medical practitioner. Completion of the Asthma 3+ Visit Plan does
not preclude referral to a specialist, although a specialist consultation cannot be counted as one of the three visits.

The patient’s medical record should include documentation of each of these requirements and the clinical content of
the patient held written action plan.
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These items will only be payable for the completion of one Asthma 3+ Visit Plan for each eligible patient per year, unless a
further plan is clinically indicated by exceptional circumstances.

If a subsequent plan is indicated and the incentive item is to be claimed more than once per year for a patient, then
the patient's invoice or Medicare voucher should be annotated to indicate that the Asthma 3+ Visit Plan was required to
be provided within 12 months of another Asthma 3+ Visit Plan.

Assessment of Severity
A.29.2  Generally, patients who meet the following criteria can be assumed to have been assessed as having moderate to
severe asthma:

Symptoms on most days, OR

Use of preventer medication, OR

Bronchodilator use at least 3 times per week, OR

Hospital attendance or admission following an acute exacerbation of asthma.

A.29.3  Where the general rule does not apply to a particular patient, the classification of severity described by the current
edition of the National Asthma Council’s Asthma Management Handbook can be used. The website address is:

www.NationalAsthma.org.au

A.29.4  Asthma 3+ Visit Plan

All visits should be billed under the normal attendance items with the exception of the visit that completes all of the
minimum requirements of the Asthma 3+ Visit Plan as per A29.1

The minimum requirements of the Asthma 3+ Visit Plan may be carried out in 3, 4 or more visits as clinically required. The
NAC recommendations below provide a guide for how the Asthma 3+ Visit Plan can be completed in 4 visits.

The visit that completes the Asthma 3+ Visit Plan should be billed using the appropriate item listed in Group A18 and Group A19

under Category 1- Professional Attendances. This will initiate the payment of an incentive through the Practice Incentives
Program (PIP) in addition to attracting a Medicare rebate.
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The National Asthma Council recommendations for their 3+ Visit Plan are as follows:
(NOTE: This is provided as a guide only and each case should be addressed on the patient's individual clinical needs)

Engagement Visit

If your patient presents solely for an asthma-related problem, or it is clinically appropriate and possible, include the items in
Visit 1. However, there will often be visits at which your patient presents with an unrelated problem and doesn’t mention
asthma until the end of the consultation. In either case:

Manage the issue that caused asthma to be discussed, e.g. worsening asthma symptoms, request for a script (ensure that

you record the asthma-related activities).

Introduce the concept of a ‘partnership’ for care: the Asthma 3+ Visit Plan and the reasons for review, and gain the
patient's agreement.

Give the Asthma 3+ Visit Plan handout to the patient.

Visit 1

New patient: ascertain status, including history, medication and management. (Asthma Management Handbook
p58-59)

Existing patient: assess present situation, including review of medical records and consolidation/collection of
information on history, medication and management. (p58-59)

What do they know and what do they need to know? (knowledge) (p60-61 & p65-66)

Adpvise patient about their local Asthma Foundation's 3+ Community Support Program - telephone 1800 645 130
How do they feel about their asthma? (perception)

What do they want from you, the GP? (expectations)

Review medication devices technique and adherence. (p33, p55-57 & p62-63)

Perform physical examination (including spirometry). (p4-7 & p36)

Grade asthma severity and level of control. (p14-15 & p28)

Consider 2 weeks of peak expiratory flow rate (PEFR) recording and charting. (p6-7 & p36)

Is a change in medication required? (p22 & p32)

Agree on a date for the next visit.

Visit 2 (approximately 2 weeks later)

Review patient and his/her PEFR record.

Perform spirometry (if not already done, or consider redoing). (p4-5 & p36)

Complete written Asthma Action Plan or review existing plan. (p23-25 & p33-35)

Further identify trigger factors: consider RAST, skin-prick tests (if not already done). (p17-19 & p37)
Is a change in medication required? (p22 & p32)

Check on, reinforce and expand education. (p65-66)

Answer any questions.

Agree on a date for the next visit.

Visit 3 (approximately 4 weeks later) [This is where the relevant MBS asthma item should be claimed to trigger the PIP
payment.]

Assess progress.

Review Asthma Action Plan.

Review medication requirements according to asthma control.
Discuss results of trigger factor tests (if applicable).

Check on, reinforce and expand education.

Answer any questions.

Subsequent visits (every 3 or 6 months as clinically appropriate) [These would be billed as usual consultation items. ]

Assess progress and asthma control, including spirometry.
Review Asthma Action Plan and medication needs.
Emphasise the benefits of adherence and assess medication device technique.
Check on, reinforce and expand education.
Answer any questions.
All references are from Asthma Management Handbook 2002. National Asthma Council, Melbourne, 2002.

45




A.29.5 From I November 2001, PIP Asthma 3+ Visit Plan incentive payments became available for completing the minimum
requirements of the Asthma 3+ Visit Plan as specified in clause A.29.1 above. This incentive is paid to the bank account
nominated by the medical practitioner who provided the service, in accordance with individual practice arrangements, if the
service was provided in a general practice participating in the PIP. More detailed information on this incentive was provided
separately to practices participating in the PIP and is available from the HIC PIP enquiry line on 1800 222 032 or

www.hic.gov.au/pip.

A.30 Completion of the 3 Step Mental Health Process (Items 2574, 2575, 2577, 2578 and 2704, 2705, 2707, 2708)

Minimum Requirements

A.30.1  From 1 July 2002, PIP Mental Health incentive payments will be available for providing the minimum
requirements of the 3 Step Mental Health Process as specified in clause A.30.5 below. This incentive will be paid to the
medical practitioner who provided the service if the service was provided in a general practice participating in the PIP or

which is accredited.

A.30.2  The item numbers 2574, 2575, 2577, 2578 and 2704, 2705, 2707, 2708 can be accessed by practitioners who have completed
the mental health Familiarisation Training and have the appropriate mental health skills as required by the General Practice Mental
Health Standards Collaboration. Continued access to item numbers 2574, 2575, 2577, 2578 and 2704, 2705, 2707,2708 will be
dependent on the medical practitioner meeting ongoing education requirements as determined by the General Practice Mental

Health Standards Collaboration.

A.30.3 The item numbers 2574, 2575, 2577, 2578 and 2704, 2705, 2707,2708 should be used in place of the usual

attendance item when a consultation completes the requirements of the 3 Step Mental Health Process.

A 304 Mental Health Disorder

A Mental Health disorder may be defined as a significant impairment of an individual’s cognitive, affective and/or relational
abilities which may require intervention and may be a recognised, medically diagnosable illness or disorder - this definition is
informed by the World Health Organisation, 1996, Diagnostic and Management Guidelines for Mental Disorders in Primary
Care: ICD-10 Chapter V Primary Care Version. These disorders include:

Alcohol use disorders

Chronic psychotic disorders
Bipolar disorder

Phobic disorders

Generalised anxiety

Adjustment disorder
Unexplained somatic complaints
Eating disorders

Sexual disorders

Conduct disorder
Bereavement disorders

Drug use disorders

Acute psychotic disorders
Depression

Panic disorder

Mixed anxiety and depression
Dissociative (conversion) disorder
Neurasthenia

Sleep problems

Hyperkinetic (attention deficit)
disorder

Enuresis

Mental disorder, not otherwise
specified

but exclude dementia, delirium, tobacco use disorder and mental retardation.

A.30.5 3 Step Mental Health Process

At a minimum the 3 Step Mental Health Process must include:

- atleast 3 consultations of more than 20 minutes each for a patient with an assessed mental health disorder;

- atleast two of the consultations to have been planned visits;

- assessment and formulation or diagnosis of the mental health disorder/s;
- provision of a written mental health plan and appropriate education to the patient and/or carer (with patient’s agreement); and

- review of the patient’s progress against the goals included in the mental health plan. This review to have been conducted a
minimum of 4 weeks and a maximum of 6 months from the consultation in which the mental health plan was prepared.

The patient’s medical record should include documentation of each of these requirements and the clinical content of the

patient-held mental health plan.

These items will only be payable for the completion of one 3 Step Mental Health Process for each eligible patient per year,
unless a further plan is clinically indicated by exceptional circumstances.



If a subsequent 3 step process is indicated and the incentive item is to be claimed more than once per year for a patient, then the
patient’s invoice or Medicare voucher should be annotated to indicate that the 3 Step Mental Health Process was required to be
provided within 12 months of another 3 Step Mental Health Process.

The 3 Step Mental Health Process must include three steps, 1) assessment, 2) preparation of a mental health plan and
3) review of the mental health plan. Multiple consultations may be required for any or all steps.
At a minimum one consultation is required for each step.

All consultations conducted as part of the 3 Step Mental Health Process must be rendered by a medical practitioner (including a
general practitioner, but not including a specialist or consultant physician).

A.30.6  Step I Assessment
An assessment of a patient must include:

- taking a detailed biological, psychological and social history including the presenting complaint;
- conducting a mental state examination;

- conducting a risk assessment;

- adiagnosis and/or formulation; and

- the administration of an outcome tool, except where it is considered clinically inappropriate.

A formulation is important for the development of a mental health plan and includes an assessment of the biological,
psychological and social factors predisposing, precipitating, perpetuating and/or protecting against a mental health problem.

In order to facilitate ongoing patient focussed management, an outcome tool will be utilised during the assessment and the
review stages of the 3 Step Mental Health Process, except where it is considered clinically inappropriate. The choice of
outcome tools to be used is at the clinical discretion of the practitioner, however the following outcome tools are
recommended:

Recommended Outcome Tools
Kessler Psychological Distress Scale (K10)
Short Form Health Survey (SF12)
Health of the Nation Outcome Scales (HoNOS)

Practitioners using such tools should be familiar with their appropriate clinical use, and if not, should seek the appropriate
education and training.

It should be noted that the outcome tools referred to above are not diagnostic tools.

Where the patient has a carer, the practitioner may find it useful to consider having the carer present for the assessment or
components thereof (subject to patient agreement).

Consultations conducted as part of Step 1 (Assessment) should be billed under the normal attendance items.

A.30.7  Step 2 Mental Health Plan

Preparation of the mental health plan should be in consultation with the patient and/or carer (with agreement from the
patient). A written copy of the mental health plan must be provided to the patient and/or carer (with agreement from the
patient) where appropriate. Additionally a copy of the mental health plan must be kept in the patient’s medical records.

If an assessment shows that it may be clinically appropriate to involve other health professionals in the patient’s care it may be
appropriate to prepare a multidisciplinary care plan. An Enhanced Primary Care (EPC) multidisciplinary care plan item (See
Items 720 - 730) may be claimed if the preparation of the mental health plan fulfils the conditions required for the EPC care plan.
(See Note A21.5).

The development of a mental health plan must include: -
discussion with the patient about the mental health formulation and/or diagnosis;

- discussion with the patient on treatment options including appropriate support services;

- provision of psycho-education;

- the written mental health plan must include a plan for treatment of the assessed mental health disorder/s and crisis
intervention; and

- aplan for relapse prevention, if appropriate at this stage.

Treatment options could include psychological and pharmacological treatments, referral and coordination with community
support and rehabilitation agencies, mental health services and other health professionals.
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Consultations conducted as part of Step 2 (Mental Health Plan) should be billed under the normal attendance items.

A.30.8  Step 3 Review of Mental Health Plan
This step must occur a minimum of 4 weeks and a maximum of 6 months after the completion of step 2, the preparation of a
mental health plan.

The review stage must include: -
a review of the patient’s progress against the goals outlined in the mental health plan;
- modification of the mental health plan if required;
- check, reinforce and expand education;
- aplan for relapse prevention if not previously provided; and
- re-administration of the outcome tool used in the assessment stage, except where considered clinically inappropriate.

Note:  This review is a formal review point only and it is expected that there may be further consultations between the
patient and the GP.

Step 3 should be billed under the appropriate item listed in Group A18 or Group A19 of the Medicare Benefits Schedule Book
which list - Professional Attendances - which will initiate the payment of an incentive directly to the practitioner through the
PIP, in addition to attracting a Medicare rebate.

A.31 Provision of Focussed Psychological Strategies (Items 2721 - 2727)

A31.1 Focussed psychological strategies are specific mental health care management strategies, derived from evidence based
psychological therapies that have been shown to integrate the best research evidence of clinical effectiveness with general practice
clinical expertise. The decision to recommend Focused Psychological Strategies to a patient must be made in the context of a 3
Step Mental health Process.

Minimum Requirements

A31.2 All consultations providing Focussed Psychological Strategies must be rendered by a medical practitioner (including a
general practitioner, but not including a specialist or consultant physician). The service must be provided from a general practice
that is either participating in the PIP or which is accredited.

A31.3 To ensure appropriate standards for the provision of Focussed Psychological Strategies, payment of Medicare
rebates for these items will be limited to medical practitioners who are registered with the Health Insurance Commission to
participate in the Better Outcomes in Mental Health Care initiative; and who satisfy the General Practice Mental Health

Standards Collaboration that they have the required higher level mental health skills for provision of the service.

A31.4  Continued access to item numbers 2721 - 2727 will be dependent on the practitioner meeting the ongoing mental
health education requirements as determined by the General Practice Mental Health Standards Collaboration.

A31.5 Patients will in general be permitted to claim Medicare rebates for up to 6 services under these item numbers per
year, however in certain circumstances relating to the patient’s clinical status, a further 6 services can be claimed per 12 month
period. After one group of six services, the practitioner managing the 3 Step Mental Health Process must conduct a review, and
the conclusion of the review noted on the patient’s record, before a further 6 services may be provided.

Out-of-Surgery Consultation

A31.6  TItis expected that this service would be provided only for patients who are unable to attend the practice.

Specific Focussed Psychological Strategies

A31.7 A range of acceptable strategies has been approved for use by medical practitioners in this context. These are:

1. Psycho-education
(including motivational interviewing)

2. Cognitive-behavioural Therapy including:
Behavioural interventions
Behaviour modification

Exposure techniques
Activity scheduling
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Cognitive interventions
Cognitive therapy

3 Relaxation strategies
Progressive muscle relaxation
Controlled breathing

4  SKkills training
Problem solving skills and training
Anger management
Social skills training
Communication training
Stress management
Parent management training

S. Interpersonal Therapy

Mental Health Disorder

A31.8 A mental health disorder may be defined as a significant impairment of an individual’s cognitive, affective and/or
relational abilities which may require intervention and may be a recognised, medically diagnosable illness or disorder - this
definition is informed by the World Health Organisation, 1996, Diagnostic and Management Guidelines for Mental Disorders

in Primary Care:ICD - 10 Chapter V Primary Health Care Version.

These disorders include:

Alcohol use disorders

Chronic psychotic disorders
Bipolar disorder

Phobic disorders

Generalised anxiety

Adjustment disorder
Unexplained somatic complaints
Eating disorders

Sexual disorders

Conduct disorder
Bereavement disorders

Drug use disorders

Acute psychotic disorders
Depression

Panic disorder

Mixed anxiety and depression
Dissociative (conversion) disorder
Neurasthenia

Sleep problems

Hyperkinetic (attention deficit)
disorder

Enuresis

Mental disorder, not otherwise
specified

But exclude dementia, delirium, tobacco use disorder and mental retardation.

A.33 Attendances by Medical Practitioners who are Emergency Physicians (Items 501 to 536)

A33.1 Items 501 to 536 relate specifically to attendances rendered by medical practitioners who are holders of the
Fellowship of the Australasian College for Emergency Medicine (FACEM) and who participate in, and meet the requirements
for, quality assurance and maintenance of professional standards by the ACEM.

A.33.2  Ttems 501 to 511 cover five categories of attendance based largely on the tasks undertaken in a recognised
emergency medicine department of a private hospital by the practitioner during the attendance on the patient rather than
simply on the time spent with the patient. The emergency department must be part of a hospital and this department must be
licensed as an “emergency department” by the appropriate State government authority.

A.33.3  The attendances for items 501 to 515 are divided into five categories relating to the level of complexity, namely:

(i) Levell
(i) Level 2
(iii) Level 3
(iv) Level 4
(v) Level5

A33.4  To assist medical practitioners who are emergency physicians in selecting the appropriate item number for Medicare
benefit purposes the following notes in respect of the various levels are given.

LEVEL 1

This item is for the obvious and straightforward cases and the practitioner’s records would reflect this. In this context “limited
examination”, means examination of the affected part if required, and management of the action taken.



LEVEL 2

The description of this item introduces the words “expanded problem focussed history”” and “formulation and documentation of a
diagnosis and management plan in relation to one or more problems”. In this context an “expanded problem focussed history”
means a history relating to a specific problem or condition; and “formulation and documentation of a management plan” includes
formulation of the decision or plan of management and any immediate action necessary such as advising or counselling the
patient, ordering tests, or referring the patient to a specialist medical practitioner or other allied health professional. The essential
difference between Levels 1 and 2 relate not to time but to complexity.

LEVEL 3
Further levels of complexity are implied in these terms by the introduction of “medical decision making of moderate
complexity”.

LEVEL 4

This item covers more difficult problems requiring the taking of a “detailed history” and “detailed examination of one or more
systems”, with or without liaison with other health care professionals and subsequent discussion with the patient, his or her agent
and/or relatives.

LEVEL 5

This item covers the difficult problems where the diagnosis is elusive and highly complex, requiring consideration of several
possible differential diagnoses, and the making of decisions about the most appropriate investigations and the order in which they
are performed. These items also cover cases which need prolonged discussion. It involves the taking of a comprehensive history,
comprehensive examination and involving medical decision making of high complexity.

A33.5 Inrelation to the time in recording appropriate details of the service, only clinical details recorded at the time of the
attendance count towards the time of consultation. It does not include information added at a later time, such as reports of
investigations.

A34 Prolonged Attendance by an Emergency Physician in Treatment of a Critical Condition (Items 519 to 536)
A34.1 The conditions to be met before services covered by items 519 to 536 attract benefits are:

6)] the patient must be in imminent danger of death ;

(i1) the times relate to the total time spent with a single patient, even if the time spent by the physician is not continuous.

A.35 Case Conferences by Consultant Psychiatrists (855 to 866)
A.35.1 A range of new items has been introduced for case conferences by consultant psychiatrists in community settings
and for discharge planning for hospital in-patients. These items are introduced to improve the effectiveness of psychiatric
case conferences and facilitate for psychiatrists working with general practitioners and allied health professionals, thereby ensuring
better coordinated care for patients. Three new items (855, 857 and 858) cover the organisation of a community case conference and
a further three (861, 864 and 866) cover the organisation of a discharge case conference. Where a consultant psychiatrist organises a
case conference a multidisciplinary team requires the involvement of a minimum of three formal care providers from different
disciplines. The consultant psychiatrist and one other medical practitioner (other than a specialist or
a consultant physician) are counted towards the minimum of three.
A.35.2 Items 855, 857, and 858 apply to a community case conference (including a case conference conducted in a
residential aged care facility) organised to discuss one patient in detail and applies only to a service in relation to a patient
who suffers from at least one medical condition that has been (or is likely to be) present for at least 6 months, or that is
terminal. Items 855, 857, and 858 do not apply to an in-patient of a hospital or day hospital facility.
A.35.3 For items 861, 864 and 866 a discharge case conference is a case conference carried out in relation to a patient
before the patient is discharged from a hospital or day hospital facility. Items 861, 864 or 866 are payable not more than once
for each hospital admission.
A.35.4 The purpose of a case conference is to establish and coordinate the management of the care needs of the patient.
A.35.5 A case conference is a process by which a multidisciplinary team carries out the following activities:
discusses a patient’s history;
identifies the patient’s multidisciplinary care needs;
identifies outcomes to be achieved by members of the case conference team giving care and service to the patient;
identifies tasks that need to be undertaken to achieve these outcomes, and allocates those tasks to members of the case
conference team; and
assesses whether previously identified outcomes (if any) have been achieved.
A.35.6 For the purposes of items 855 to 866, a multidisciplinary team requires the involvement of a minimum of three formal
care providers from different disciplines, each of whom provides a different kind of care or service to the patient, and one of
whom must be the patient's usual medical practitioner. The consultant psychiatrist and the medical practitioner are counted
toward the minimum of three.
The patient's carer may be included as a member of the team (See A.35.8 below), in addition to the minimum of three health or
care providers but do not count towards the minimum of three for Medicare purposes.
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A.35.7 For the purposes of items 855 to 866 a consultant psychiatrist should generally be the consultant psychiatrist that has
provided the majority of services to the patient over the previous 12 months and/or will provide the majority of services to the
patient over the coming 12 months.
A.35.8 For the purposes of A.34.5, “formal care provider” includes in addition to the consultant psychiatrist and a medical
practitioner (other than a specialist or consultant physician):
allied health professionals such as, but not limited to: Aboriginal health care workers; asthma educators; audiologists;
dental therapists; dentists; diabetes educators; dieticians; mental health workers; occupational therapists; optometrists;
orthoptists; orthotists or prosthetists; pharmacists; physiotherapists; podiatrists; psychologists; registered nurses; social
workers; speech pathologists.
home and community service providers, or care organisers, such as: education providers; “meals on wheels” providers;

personal care workers (workers who are paid to provide care services); probation officers.
A.35.9 The involvement of a patient’s carer, such as a friend or family member, in a multidisciplinary case conference team can

provide significant benefits in terms of coordination of care for the patient. Where the patient has a carer, the consultant
psychiatrist should consider inviting the carer to be an additional member of the multidisciplinary case conference team, with the
patient’s agreement and where the carer’s input is likely to be relevant to the subject matter of the case conference. The
involvement of the patient’s carer is not counted towards the minimum of three members.

A.35.10 Where the patient’s carer is not a member of the multidisciplinary team, the practitioner should involve the carer and
provide information to the carer where appropriate and with the patient’s agreement. However, the practitioner should take
account of the impact of the tasks identified in the case conference on the capacity of the carer to provide support to the patient.
Additional responsibilities should not be assigned to the patient’s carer without the carer’s agreement.

Organisation of a case conference
A.35.11 Organise and coordinate a case conference means undertaking the following activities in relation to a case
conference:
explaining to the patient the nature of a case conference, and asking the patient whether the patient agrees to the case
conference taking place; and
recording the patient’s agreement to the case conference; and
recording the day on which the conference was held, and the times at which the conference started and ended; and
recording the names of the participants; and
recording the matters mentioned in A.34.4 and putting a copy of that record in the patient’s medical records; and
offering the patient (and the patient’s carer, if appropriate and with the patient’s agreement), and giving each other
member of the team a summary of the conference; and
discussing the outcomes of the case conference with the patient.

General requirements

A.35.12 In circumstances where the patient’s usual medical practitioner, as defined in A34.5, is not available to be a member of
the case conference team, another medical practitioner known to the patient may be substituted.

A.35.13 It is expected that a patient would not normally require more than 5 case conferences in a 12-month period. A.35.14
The case conference must be arranged in advance within a time frame that allows for all the participants to attend. The minimum
three care providers must be present for the whole of the case conference. All participants must be in communication with each
other throughout the conference, either face to face, by telephone or by video link, or a combination of these.

A.35.15 In explaining to the patient the nature of a case conference and asking the patient whether he or she agrees to the case
conference taking place, the medical practitioner should:

Inform the patient that his or her medical history, diagnosis and care preferences will be discussed with other care
providers;

Provide an opportunity for the patient to specify what medical and personal information he or she wants to be conveyed to
or withheld from the other case conference team members; and

Inform the patient that he or she will incur a charge for the service provided by the practitioner for which a Medicare
rebate will be payable.

Inform the patient of any additional costs he or she will incur. The benefit is not claimable (and an account should not be
rendered) until all components of these items have been provided. (See General Notes 7.6)
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FEES AND BENEFITS FOR GP ATTENDANCES (OTHER THAN CONSULTING ROOMS) AT A
RESIDENTIAL AGED CARE FACILITY, HOSPITAL, INSTITUTION OR HOME

LEVEL A LEVEL B

FEE BENEFITS FEE BENEFITS
PATIENTS 85% 75% 85% 75%
ONE TWO 34.05 28.95 25.55 50.05 42.55 37.55
THREE 23.75 21.20 17.85 39.75 33.80 29.85
FOUR FIVE 20.30 17.30 15.25 36.30 30.90 27.25
SIX 18.60 15.85 13.95 34.60 29.45 25.95
SEVEN+ 17.55 14.95 13.20 33.55 28.55 25.20

16.90 14.40 12.70 32.90 28.00 24.70

14.90 12.70 11.20 30.90 26.30 23.20

LEVEL C LEVEL D

FEE BENEFITS FEE BENEFITS
PATIENTS 85% 75% 85% 75%
ONE TWO 76.55 65.10 57.45 103.00 87.55 77.25
THREE 66.25 56.35 49.70 92.70 78.80 69.55
FOUR FIVE 62.80 53.40 47.10 89.25 75.90 66.95
SIX 61.10 51.95 45.85 87.55 74.45 65.70
SEVEN+ 60.05 51.05 45.05 86.50 73.55 64.90

59.40 50.50 44.55 85.85 73.00 64.40

57.40 48.80 43.05 83.85 71.30 62.90

FEES AND BENEFITS FOR OTHER NON REFERRED ATTENDANCES (OTHER THAN CONSULTING
ROOMS) AT A RESIDENTIAL AGED CARE FACILITY, HOSPITAL, INSTITUTION OR HOME

BRIEF STANDARD

FEE BENEFITS FEE BENEFITS
PATIENTS 85% 75% 85% 75%
ONE TWO 24.00 20.40 18.00 33.50 28.50 25.15
THREE 16.25 13.85 12.20 24.75 21.05 18.60
FOUR FIVE 13.70 11.65 10.30 21.85 18.60 16.40
SIX 12.40 10.55 9.30 20.40 17.35 15.30
SEVEN+ 11.60 9.90 8.70 19.50 16.60 14.65

11.10 9.45 8.35 18.95 16.15 14.25

9.20 7.85 6.90 16.70 14.20 12.55

LONG PROLONGED

FEE BENEFITS FEE BENEFITS
PATIENTS 85% 75% 85% 75%
ONE TWO 51.00 43.35 38.25 73.00 62.05 54.75
THREE 43.25 36.80 3245 65.25 55.50 48.95
FOUR FIVE 40.70 34.60 30.55 62.70 53.30 47.05
SIX 39.40 33.50 29.55 61.40 52.20 46.05
SEVEN+ 38.60 32.85 28.95 60.60 51.55 45.45

38.10 32.40 28.60 60.10 51.10 45.10

36.20 30.80 27.15 58.20 49.50 43.65
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ATTENDANCES GENERAL PRACTITIONER

GROUP A1l - GENERAL PRACTITIONER ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

EMERGENCY ATTENDANCES - AFTER HOURS

EMERGENCY ATTENDANCE AFTER HOURS
(on not more than 1 patient on 1 occasion)

Professional attendance AT A PLACE OTHER THAN CONSULTING ROOMS where the attendance is initiated by or on
behalf of the patient in the same unbroken after hours period and where the patient's medical condition requires
immediate treatment - each attendance other than an attendance between 11pm and 7am, on a public holiday, on a Sunday,
before 8am or after 1pm on a Saturday, or at any time other than between 8am and 8pm on a day not being a Saturday, Sunday or
public holiday (See para A.5 and A.10 of explanatory notes to this Category)

Fee: $93.70 Benefit: 75% = $70.30 85% = $79.65

Professional attendance AT CONSULTING ROOMS where the attendance is initiated by or on behalf of the patient in the same
unbroken after hours period and where the patient's medical condition requires immediate treatment and where it is necessary for
the doctor to return to, and specially open, consulting rooms for the attendance - each attendance_other than an

11pm m, on lic holi n a Sunday, before 8am or after 1pm on a Saturday, or at any time other
than
between 8am and 8pm on a day not being a Saturday, Sunday or public holiday
(See para A.5 and A.10 ofexplanamﬁy notes to this Category)
2 Fee: $93.70 enefit: 75% = $70.30 85% =$79.65
Professional attendance, at a place OTHER THAN CONSULTING ROOMS, where the attendance is initiated by or on behalf
of the patient in the same unbroken after hours period and where the patient's medical condition requires immediate treatment -
each attendance on any day of the week between 11pm and 7am
(See para A.5 and A.10 of explanatory notes to this Category)
601 Fee: $112.05 Benefit: 75% = $84.05 85% = $95.25
Professional attendance, AT CONSULTING ROOMS, where the attendance is initiated by or on behalf of the patient in the
same unbroken after hours period and where the patient's medical condition requires immediate treatment and where it
is necessary for the doctor to return to, and specially open, consulting rooms for the attendance - each attendance on any day of the
week between 11pm and 7am
(See para A.5 and A.10 of explanatory notes to this Category)
602 Fee: $112.05 Benefit: 75% = $84.05 85% = $95.25
GENERAL PRACTITIONER ATTENDANCES
LEVEL 'A’
Professional attendance for an obvious problem characterised by the straightforward nature of the task that requires a short patient
history and, if required, limited examination and management
SURGERY CONSULTATION
(Professional attendance at consulting rooms)
(See para A.5 of explanatory notes to this Category)
3 Fee: $13.45 Benefit: 75% = $10.10 85% =$11.45
HOME VISIT
(Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms, hospital, residential aged care
facility or institution)
(See para A.S of explanatory notes to this Category)
Derived Fee: The fee for item 3, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
4 or more patients - the fee for item 3 plus $1.45 per patient
CONSULTATION AT AN INSTITUTION OTHER THAN A HOSPITAL OR RESIDENTIAL AGED CARE FACILITY
(Professional attendance on 1 or more patients in 1 institution on 1 occasion) each patient
(See para A.5 and A.6 of explanatory notes to this Category)
Derived Fee: The fee for item 3, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
13 or more patients - the fee for item 3 plus $1.45 per patient
CONSULTATION AT A HOSPITAL
(Professional attendance on 1 or more patients in 1 hospital on 1 occasion) each patient
(See para A.5 and A.7 of explanatory notes to this Category)
Derived Fee: The fee for item 3, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
19 or more patients - the fee for item 3 plus $1.45 per patient
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ATTENDANCES GENERAL PRACTITIONER

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attendance at a self-
contained unit) or attendance at consulting rooms situated within such a complex where the patient is accommodated in
the residential aged care facility (excluding accommodation in a self-contained unit) on 1 occasion) each patient

(See para A.5 and A.8 of explanatory notes to this Category)

Derived Fee: The fee for item 3, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven

20 or more patients - the fee for item 3 plus $1.45 per patient
LEVEL 'B'

Professional attendance involving taking a selective history, examination of the patient with implementation of a

management plan in relation to 1 or more problems, OR a professional attendance of less than 20 minutes duration involving

components of a service to which item 36, 37, 38, 40, 43, 44, 47, 48, 50 or 51 applies

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.5 of explanatory notes to this Category)
23 Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05

HOME VISIT

(Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms, hospital, residential aged care

facility or institution)

(See para A.5 of explanatory notes to this Category)

Derived Fee: The fee for item 23, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
24 or more patients - the fee for item 23 plus $1.45 per patient

CONSULTATION AT AN INSTITUTION OTHER THAN A HOSPITAL OR RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 institution on 1 occasion) each patient

(See para A.5 and A.6 of explanatory notes to this Category)

Derived Fee: The fee for item 23, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
25 or more patients - the fee for item 23 plus $1.45 per patient

CONSULTATION AT A HOSPITAL

(Professional attendance on 1 or more patients in 1 hospital on 1 occasion) each patient

(See para A.S and A.6 of explanatory notes to this Category)

Derived Fee: The fee for item 23, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
33 or more patients - the fee for item 23 plus $1.45 per patient

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attendance at a self-

contained unit) or attendance at consulting rooms situated within such a complex where the patient is accommodated in

the residential aged care facility (excluding accommodation in a self-contained unit) on 1 occasion) each patient

(See para A.5 and A.8 of explanatory notes to this Category)

Derived Fee: The fee for item 23, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
35 or more patients - the fee for item 23 plus $1.45 per patient

LEVEL 'C'

Professional attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary

investigations and implementing a management plan in relation to 1 or more problems, and lasting at least 20 minutes,

OR a professional attendance of less than 40 minutes duration involving components of a service to which item 44, 47, 48, 50 or

51 applies

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.5 of explanatory notes to this Category)
36 Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60

HOME VISIT

(Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms, hospital, residential aged care

facility or institution)

(See para A.5 of explanatory notes to this Category)

Derived Fee: The fee for item 36, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
37 or more patients - the fee for item 36 plus $1.45 per patient

CONSULTATION AT AN INSTITUTION OTHER THAN A HOSPITAL OR RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 institution on 1 occasion) each patient

(See para A.5 and A.6 of explanatory notes to this Category)

Derived Fee: The fee for item 36, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
38 or more patients - the fee for item 36 plus $1.45 per patient
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ATTENDANCES GENERAL PRACTITIONER

CONSULTATION AT A HOSPITAL

(Professional attendance on 1 or more patients in 1 hospital on 1 occasion) each patient

(See para A.5 and A.7 of explanatory notes to this Category)

Derived Fee: The fee for item 36, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven

40 or more patients - the fee for item 36 plus $1.45 per patient

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attendance at a self-

contained unit) or attendance at consulting rooms situated within such a complex where the patient is accommodated in

the residential aged care facility (excluding accommodation in a self-contained unit) on 1 occasion) each patient

(See para A.5 and A.8 of explanatory notes to this Category)

Derived Fee: The fee for item 36, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
43 or more patients - the fee for item 36 plus $1.45 per patient

LEVEL 'D'

Professional attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any

necessary investigations and implementing a management plan in relation to 1 or more complex problems, and lasting at least 40

minutes, OR a professional attendance of at least 40 minutes duration for implementation of a management plan

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.5 of explanatory notes to this Category)
44 Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05

HOME VISIT

(Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms, hospital, residential aged care

facility or institution)

(See para A.5 of explanatory notes to this Category)

Derived Fee: The fee for item 44, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
47 or more patients - the fee for item 44 plus $1.45 per patient

CONSULTATION AT AN INSTITUTION OTHER THAN A HOSPITAL OR RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 institution on 1 occasion) each patient

(See para A.5 and A.6 of explanatory notes to this Category)

Derived Fee: The fee for item 44, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
48 or more patients - the fee for item 44 plus $1.45 per patient

CONSULTATION AT A HOSPITAL

(Professional attendance on 1 or more patients in 1 hospital on 1 occasion) each patient

(See para A.5 and A.7 of explanatory notes to this Category)

Derived Fee: The fee for item 44, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
50 or more patients - the fee for item 44 plus $1.45 per patient

CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY

(Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attendance at a self-

contained unit) or attendance at consulting rooms situated within such a complex where the patient is accommodated in

the residential aged care facility (excluding accommodation in a self-contained unit) on 1 occasion) each patient

(See para A.5 and A.8 of explanatory notes to this Category)

Derived Fee: The fee for item 44, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For seven
51 or more patients - the fee for item 44 plus $1.45 per patient
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ATTENDANCES OTHER NON-REFERRED

GROUP A2 - OTHER NON-REFERRED ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

SURGERY CONSULTATIONS

52

(Professional attendance at consulting rooms)

BRIEF CONSULTATION of not more than 5 minutes duration
Fee: $11.00 Benefit: 75% = $8.25 85% = $9.35

53

STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration
Fee: $21.00 Benefit: 75% = $15.75 85% =$17.85

54

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration
Fee: $38.00 Benefit: 75% = $28.50 85% = $32.30

57

PROLONGED CONSULTATION of more than 45 minutes duration
Fee: $61.00 Benefit: 75% = $45.75 85% = $51.85

58

HOME VISITS
(Professional attendance on 1 or more patients on 1 occasion at a place other than consulting rooms, hospital, residential aged care
facility or institution)

BRIEF HOME VISIT of not more than 5 minutes duration
Derived Fee: An amount equal to $8.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - an amount equal to $8.50 plus $.70 per patient

59

STANDARD HOME VISIT of more than 5 minutes duration but not more than 25 minutes duration
Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $16.00 plus $.70 per patient

60

LONG HOME VISIT of more than 25 minutes duration but not more than 45 minutes duration
Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $35.50 plus $.70 per patient

65

PROLONGED HOME VISIT of more than 45 minutes duration
Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $57.50 plus $.70 per patient

81

CONSULTATION AT AN INSTITUTION OTHER THAN A HOSPITAL OR RESIDENTIAL AGED CARE FACILITY
(Professional attendance on 1 or more patients in 1 institution on 1 occasion) each patient

BRIEF CONSULTATION of not more than 5 minutes duration

(See para A.6 of explanatory notes to this Category)

Derived Fee: An amount equal to $8.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - an amount equal to $8.50 plus $.70 per patient

83

STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration

(See para A.6 of explanatory notes to this Category)

Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $16.00 plus $.70 per patient

84

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

(See para A.6 of explanatory notes to this Category)

Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $35.50 plus $.70 per patient

86

PROLONGED CONSULTATION of more than 45 minutes duration

(See para A.6 of explanatory notes to this Category)

Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $57.50 plus $.70 per patient
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ATTENDANCES OTHER NON-REFERRED

CONSULTATION AT A HOSPITAL
(Professional attendance on 1 or more patients in 1 hospital on 1 occasion) each patient

BRIEF CONSULTATION of not more than 5 minutes duration
(See para A.7 of explanatory notes to this Category)
Derived Fee: An amount equal to $8.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. For

87 seven or more patients - an amount equal to $8.50 plus $.70 per patient
STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration
(See para A.7 of explanatory notes to this Category)
Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients.
89 For seven or more patients - an amount equal to $16.00 plus $.70 per patient
LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration
(See para A.7 of explanatory notes to this Category)
Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
90 For seven or more patients - an amount equal to $35.50 plus $.70 per patient
PROLONGED CONSULTATION of more than 45 minutes duration
(See para A.7 of explanatory notes to this Category)
Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
91 For seven or more patients - an amount equal to $57.50 plus $.70 per patient
CONSULTATION AT A RESIDENTIAL AGED CARE FACILITY
(Professional attendance on 1 or more patients in 1 residential aged care facility (but excluding a professional attendance at a self-
contained unit) or attendance at consulting rooms situated within such a complex where the patient is accommodated in
the residential aged care facility (excluding accommodation in a self-contained unit) on 1 occasion) - each patient
BRIEF CONSULTATION of not more than 5 minutes duration
(See para A.8 of explanatory notes to this Category)
Derived Fee: An amount equal to $8.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. For
92 seven or more patients - an amount equal to $8.50 plus $.70 per patient
STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration
(See para A.8 of explanatory notes to this Category)
Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients. Fo
93 seven or more patients - an amount equal to $16.00 plus $.70 per patient
LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration
(See para A.8 of explanatory notes to this Category)
Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. Fo
95 seven or more patients - an amount equal to $35.50 plus $.70 per patient
PROLONGED CONSULTATION of more than 45 minutes duration
(See para A.8 of explanatory notes to this Category)
Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. Fot
96 seven or more patients - an amount equal to $57.50 plus $.70 per patient
EMERGENCY ATTENDANCE - AFTER HOURS
(on not more than 1 patient on 1 occasion)
Professional attendance after hours AT A PLACE OTHER THAN CONSULTING ROOMS where the attendance is initiated
by or on behalf of the patient in the same unbroken after hours period and where the patient's medical condition
requires immediate treatment each attendance other than an attendance between 11pm and 7am, on a public holiday, on a
Sunday, before 8am or after 1pm on a Saturday, or at any time other than between 8am and 8pm on a day not being a Saturday,
Sunday or public  holiday
+ (See para A.10 of explanatory notes to this Category)
97 Fee: $80.30 Benefit: 75% = $60.25 85% = $68.30
Professional attendance AT CONSULTING ROOMS where the attendance is initiated by or on behalf of the patient in the same
unbroken after hours period and where the patient's medical condition requires immediate treatment and where it is necessary for
the doctor to return to, and specially open, consulting rooms for the attendance - each attendance_other than an
attendance between 11pm and 7am, on a public holiday, on a Sunday, before 8am or after 1pm on a Saturday, or at any time other
than
between 8am and 8pm on a day not being a Saturday, Sunday or public holiday
+ (See para A.10 of explanatory notes to this Category)
98 Fee: $80.30 Benefit: 75% = $60.25 85% = $68.30
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ATTENDANCES OTHER NON-REFERRED

Professional attendance AT A PLACE OTHER THAN CONSULTING ROOMS where the attendance is initiated by or on
behalf of the patient in the same unbroken after hours period and where the patient's medical condition requires
immediate treatment - each attendance on any day of the week between 11pm and 7am

+ (See para A.10 of explanatory notes to this Category)

697 Fee: $97.00 Benefit: 75% = $72.75 85% = $82.45
Professional attendance AT CONSULTING ROOMS where the attendance is initiated by or on behalf of the patient in the same
unbroken after hours period and where the patient's medical condition requires immediate treatment and where it is necessary for
the doctor to return to, and specially open, consulting rooms for the attendance - each attendance on any day of the week between
11pm and 7am

+ (See para A.10 of explanatory notes to this Category)

698 Fee: $97.00 Benefit: 75% = $72.75 85% = $82.45
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SPECIALIST SPECIALIST

GROUP A3 - SPECIALIST ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

SPECIALIST, REFERRED CONSULTATION - SURGERY OR HOSPITAL
(Professional attendance at consulting rooms or hospital by a specialist in the practice of his or her specialty where the patient is
referred to him or her)

- INITIAL attendance in a single course of treatment, not being a service to which item 106 applies

104 Fee: $69.35 Benefit: 75% = $52.05 85% = $58.95
Each attendance SUBSEQUENT to the first in a single course of treatment

105 Fee: $34.80 Benefit: 75% = $26.10 85% = $29.60
- INITIAL ATTENDANCE in a single course of treatment, being an attendance at which refraction is performed by a specialist
ophthalmologist, and the attendance results in the issuing of a prescription for spectacles or contact lenses, including any
consultation on the same occasion and any other attendance on the same day (other than a service to which items 10801 to 10816
apply)

106 Fee: $57.15 Benefit: 75% = $42.90 85% = $48.60
SPECIALIST, REFERRED CONSULTATION - HOME VISITS
(Professional attendance at a place other than consulting rooms or hospital by a specialist in the practice of his or her specialty
where the patient is referred to him or her)
- INITIAL attendance in a single course of treatment

107 Fee: $101.70 Benefit: 75% = $76.30 85% = $86.45
Each attendance SUBSEQUENT to the first in a single course of treatment

108 Fee: $64.35 Benefit: 75% = $48.30 85% = $54.70
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CONSULTANT PHYSICIAN CONSULTANT PHYSICIAN

GROUP A4 - CONSULTANT PHYSICIAN ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY), REFERRED CONSULTATION - SURGERY
OR HOSPITAL

(Professional attendance at consulting rooms or hospital by a consultant physician in the practice of his or her specialty (other than
in psychiatry) where the patient is referred to him or her by a medical practitioner)

- INITIAL attendance in a single course of treatment

110 Fee: $122.35 Benefit: 75% = $91.80 85% = $104.00
- Each attendance (other than a service to which item 119 applies) SUBSEQUENT to the first in a single course of treatment
116 Fee: $61.25 Benefit: 75% = $45.95 85% = $52.10
- Each MINOR attendance SUBSEQUENT to the first in a single course of treatment
(See para A.11 of explanatory notes to this Category)
119 Fee: $34.80 Benefit: 75% = $26.10 85% = $29.60
CONSULTANT PHYSICIAN (OTHER THAN IN PSYCHIATRY), REFERRED CONSULTATION - HOME VISITS
(Professional attendance at a place other than consulting rooms or hospital by a consultant physician in the practice of his or her
specialty (other than in psychiatry) where the patient is referred to him or her by a medical practitioner)
- INITIAL attendance in a single course of treatment
122 Fee: $148.50 Benefit: 75% = $111.40 85% = $126.25
- Each attendance (other than a service to which item 131 applies) SUBSEQUENT to the first in a single course of treatment
128 Fee: $89.75 Benefit: 75% = $67.35 85% = $76.30
- Each MINOR attendance SUBSEQUENT to the first in a single course of treatment
(See para A.11 of explanatory notes to this Category)
131 Fee: $64.65 Benefit: 75% = $48.50 85% = $55.00
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PROLONGED

PROLONGED

GROUP AS - PROLONGED ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

160

PROLONGED PROFESSIONAL ATTENDANCES

(Professional attendance (not being a service to which another item in this Category applies) on a patient in imminent danger of

death requiring continuous attendance on the patient to the exclusion of all other patients)

- For a period of not less than 1 hour but less than 2 hours
(See para_A.12 of explanatory notes to this Category)
Fee: $176.05 Benefit: 75% = $132.05

85% = $149.65

161

For a period of not less than 2 hours but less than 3 hours
(See para A.12 of explanatory notes to this Category)
Fee: $293.40 Benefit: 75% = $220.05

85% = $249.40

162

For a period of not less than 3 hours but less than 4 hours
(See para A.12 of explanatory notes to this Category)
Fee: $410.70 Benefit: 75% = $308.05

85% = $353.60

163

For a period of not less than 4 hours but less than 5 hours
(See para_A.12 of explanatory notes to this Category)
Fee: $528.20 Benefit: 75% = $396.15

85% = $471.10

164

- For a period of 5 hours or more
(See para A.12 of explanatory notes to this Category)
Fee: $586.90 Benefit: 75% = $440.20

85% = $529.80
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GROUP THERAPY

GROUP THERAPY

GROUP A6 - GROUP THERAPY

FAMILY GROUP THERAPY
(Professional attendance for the purpose of group therapy of not less than 1 hours duration given under the direct continuous
supervision of a medical practitioner, other than a consultant physician in the practice of his or her specialty of
psychiatry, involving members of a family and persons with close personal relationships with that family)

- each group of 2 patients
(See para A.13 of explanatory notes to this Category)

170 Fee: $93.45 Benefit: 75% = $70.10 85% = $79.45
- each group of 3 patients
(See para A.13 of explanatory notes to this Category)

171 Fee: $98.50 Benefit: 75% = $73.90 85% = $83.75
- each group of 4 or more patients
(See para A.13 of explanatory notes to this Category)

172 Fee: $119.80 Benefit: 75% = $89.85 85% =$101.85
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ACUPUNCTURE ACUPUNCTURE

GROUP A7 - ACUPUNCTURE

ATTENDANCE at which ACUPUNCTURE is performed by a medical practitioner by application of stimuli on or through the
surface of the skin by any means, including any consultation on the same occasion and any other attendance on the same day
related to the condition for which the acupuncture was performed

(See para A.14 of explanatory notes to this Category)

173 Fee: $21.65 Benefit: 75% = $16.25 85% =$18.45
Professional attendance by a general practitioner at a place other than a hospital, involving either:
>i) taking a selective history, examination of the patient with implementation of a management plan in relation to 1
or more problems; OR
(ii) a professional attendance of less than 20 minutes duration involving components of a service to which item 36,
37,38, 40, 43, 44, 47, 48, 50 or 51 applies
AND at which ACUPUNCTURE is performed by the medical practitioner by the application of stimuli on or through the surface
of the skin by any means; including any consultation on the same occasion and any other attendance on the same day related to the
condition for which the acupuncture was performed
(See para A.S and A.14 of explanatory notes to this Category)
193 Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
Professional attendance by a general practitioner on 1 or more patients at a hospital, on one occasion, involving either:
1) taking a selective history, examination of the patient with implementation of a management plan in relation to 1
or more problems; OR
(ii))  a professional attendance of less than 20 minutes duration involving components of a service to which item 36,
37, 38, 40, 43, 44, 47, 48, 50 or 51 applies
AND at which ACUPUNCTURE is performed by the medical practitioner by the application of stimuli on or through the surface
of the skin by any means; including any consultation on the same occasion and any other attendance on the same day related to the
condition for which the acupuncture was performed
(See para A.5 and A.14 of explanatory notes to this Category)
Derived Fee: The fee for item 193, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
195 seven or more patients - the fee for item 193 plus $1.45 per patient

63




CONSULTANT PSYCHIATRIST CONSULTANT PSYCHIATRIST

GROUP A8 - CONSULTANT PSYCHIATRIST ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION, CONSULTING ROOMS (Professional
attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY where the patient is referred to him
or her by a medical practitioner)

- An attendance of not more than 15 minutes duration at consulting rooms, where that attendance and any other attendance to
which item 300, 302, 304, 306 or 308 apply have not exceeded the sum of 50 attendances in a calendar year.
300 Fee: $35.10 Benefit: 75% = $26.35 85% = $29.85

- An attendance of more than 15 minutes duration but not more than 30 minutes duration at consulting rooms, where
that attendance and any other attendance to which item 300, 302, 304, 306 or 308 apply have not exceeded the sum of 50
attendances

in a calendar year.
302 Fee: $70.15 Benefit: 75% = $52.65 85% = $59.65

- An attendance of more than 30 minutes duration but not more than 45 minutes duration at consulting rooms, where
that attendance and any other attendance to which item 300, 302, 304, 306 or 308 apply have not exceeded the sum of 50
attendances

in a calendar year.
304 Fee: $102.80 Benefit: 75% = $77.10 85% = $87.40

- An attendance of more than 45 minutes duration but not more than 75 minutes duration at consulting rooms, where
that attendance and any other attendance to which item 300, 302, 304, 306 or 308 apply have not exceeded the sum of 50
attendances

in a calendar year.
306 Fee: $141.90 Benefit: 75% = $106.45 85% = $120.65

- An attendance of more than 75 minutes duration at consulting rooms, where that attendance and any other attendance to which
item 300, 302, 304, 306 or 308 apply have not exceeded the sum of 50 attendances in a calendar year.
308 Fee: $172.85 Benefit: 75% = $129.65 85% = $146.95

- An attendance of not more than 15 minutes duration at consulting rooms, where that attendance and any other attendance to

310 Fee: $17.55 Benefit: 75% = $13.20 85% =$14.95

- An attendance of more than 15 minutes duration but not more than 30 minutes duration at consulting rooms, where

exceed 50 attendances in a calendar year.
312 Fee: $35.10 Benefit: 75% = $26.35 85% = $29.85

- An attendance of more than 30 minutes duration but not more than 45 minutes duration at consulting rooms, where

exceed 50 attendances in a calendar year.
314 Fee: $51.40 Benefit: 75% = $38.55 85% = $43.70

- An attendance of more than 45 minutes duration but not more than 75 minutes duration at consulting rooms, where

exceed 50 attendances in a calendar year.
316 Fee: $71.00 Benefit: 75% = $53.25 85% = $60.35

- An attendance of more than 75 minutes duration at consulting rooms, where that attendance and any other attendance to which

318 Fee: $86.50 Benefit: 75% = $64.90 85% =$73.55

- An attendance of more than 45 minutes duration at consulting rooms, where the patient has: (i)
been diagnosed as suffering severe personality disorder, anorexia nervosa, bulimia nervosa, dysthymic disorder,
substance-related disorder, somatoform disorder or a pervasive development disorder; and

(ii))  for persons 18 years and over, been rated with a level of functional impairment within the range 1 to 50 according to the
Global Assessment of Functioning Scale

where that attendance and any other attendance to which items 300 to 308 apply do not exceed 160 attendances in a calendar

year. (See para A.15 of explanatory notes to this Category)

319 Fee: $141.90 Benefit: 75% = $106.45 85% = $120.65
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CONSULTANT PSYCHIATRIST CONSULTANT PSYCHIATRIST

CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION,
HOSPITAL

(Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY where the patient is
referred to him or her by a medical practitioner)

- An attendance of not more than 15 minutes duration at hospital.

320 Fee: $35.10 Benefit: 75% = $26.35 85% =$29.85
- An attendance of more than 15 minutes duration but not more than 30 minutes duration at hospital
322 Fee: $70.15 Benefit: 75% = $52.65 85% = $59.65
- An attendance of more than 30 minutes duration but not more than 45 minutes duration at hospital
324 Fee: $102.80 Benefit: 75% = $77.10 85% = $87.40
- An attendance of more than 45 minutes duration but not more than 75 minutes duration at hospital
326 Fee: $141.90 Benefit: 75% = $106.45 85% = $120.65
- An attendance of more than 75 minutes duration at hospital Fee:
328 $172.85 Benefit: 75% = $129.65 85% = $146.95
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION, HOME VISITS
(Professional attendance by a consultant physician in the practice of his or her speciality of PSYCHIATRY where the patient is
referred to him or her by a medical practitioner)
- An attendance of not more than 15 minutes duration where that attendance is at a place other than consulting rooms or hospital
330 Fee: $64.45 Benefit: 75% = $48.35 85% = $54.80
- An attendance of more than 15 minutes duration but not more than 30 minutes duration where that attendance is at a place other
than consulting rooms or hospital
332 Fee: $101.10 Benefit: 75% = $75.85 85% = $85.95
- An attendance of more than 30 minutes duration but not more than 45 minutes duration where that attendance is at a place other
than consulting rooms or hospital
334 Fee: $140.25 Benefit: 75% = $105.20 85% =$119.25
- An attendance of more than 45 minutes duration but not more than 75 minutes duration where that attendance is at a place other
than consulting rooms or hospital
336 Fee: $169.70 Benefit: 75% = $127.30 85% = $144.25
- An attendance of more than 75 minutes duration where that attendance is at a place other than consulting rooms or hospital
338 Fee: $202.30 Benefit: 75% = $151.75 85% = $172.00
CONSULTANT PSYCHIATRIST - GROUP PSYCHOTHERAPY
Group psychotherapy (including any associated consultation with a patient taking place on the same occasion and relating to the
condition for which group therapy is conducted) of not less than 1 hours duration given under the continuous direct supervision of
a consultant physician in the practice of his or her specialty of psychiatry where the patients are referred to him or her
by a medical practitioner.
- GROUP PSYCHOTHERAPY on a group of 2 to 9 unrelated patients OR FAMILY GROUP psychotherapy on a group of more
than 3 patients, EACH PATIENT
342 Fee: $40.00 Benefit: 75% = $30.00 85% = $34.00
- FAMILY GROUP PSYCHOTHERAPY on a group of 3 patients, EACH PATIENT
344 Fee: $53.10 Benefit: 75% = $39.85 85% = $45.15
- FAMILY GROUP PSYCHOTHERAPY on a group of 2 patients, EACH PATIENT
346 Fee: $78.50 Benefit: 75% = $58.90 85% = $66.75
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CONSULTANT PSYCHIATRIST CONSULTANT PSYCHIATRIST

348

CONSULTANT PSYCHIATRIST - INTERVIEW OF A PERSON OTHER THAN A PATIENT -
SURGERY, HOSPITAL OR RESIDENTIAL AGED CARE FACILITY

Professional attendance by a consultant physician in the practice of his or her recognised specialty of psychiatry, where the patient
is referred to him or her by a medical practitioner involving an interview of a person other than the patient of not less than 20
minutes duration but less than 45 minutes duration, in the course of initial diagnostic evaluation of a patient, where that interview
is at consulting rooms, hospital or residential aged care facility

(See para A.16 of explanatory notes to this Category)

Fee: $42.45 Benefit: 75% = $31.85 85% = $36.10

350

- An attendance of not less than 45 minutes duration
(See para A.16 of explanatory notes to this
Category) Fee: $95.40 Benefit: 75% = $71.55 85% = $81.10

352

CONSULTANT PSYCHIATRIST - INTERVIEW OF A PERSON OTHER THAN A PATIENT - IN THE COURSE OF
CONTINUING MANAGEMENT OF A PATIENT

Professional attendance by a consultant physician in the practice of his or her specialty of psychiatry, where the patient is referred
to him or her by a medical practitioner, involving an interview of a person other than the patient of not less than 20
minutes duration, in the course of continuing management of a patient - payable not more than 4 times in any 12 month period
(See para A.16 of explanatory notes to this Category)

Fee: $42.45 Benefit: 75% = $31.85 85% = $36.10

66




CONSULT OCCUPATIONAL PHYSICIAN CONSULT OCCUPATIONAL PHYSICIAN

GROUP A12 - CONSULTANT OCCUPATIONAL PHYSICIAN ATTENDANCES TO WHICH NO OTHER
ITEM APPLIES

CONSULTANT OCCUPATIONAL PHYSICIAN, REFERRED CONSULTATION - SURGERY OR HOSPITAL
(Professional attendance at consulting rooms or hospital by a consultant occupational physician in the practice of his or
her specialty of occupational medicine where the patient is referred to him or her by a medical practitioner)

-INITIAL attendance in a single course of treatment
(See para A.17 of explanatory notes to this Category)

385 Fee: $69.35 Benefit: 75% = $52.05 85% = $58.95
- Each attendance SUBSEQUENT to the first in a single course of treatment
(See para A.17 of explanatory notes to this Category)

386 Fee: $34.80 Benefit: 75% = $26.10 85% = $29.60
CONSULTANT OCCUPATIONAL PHYSICIAN, REFERRED CONSULTATION - HOME VISITS
(Professional attendance at a place other than consulting rooms or hospital by a consultant occupational physician in the practice of]
his or her specialty of occupational medicine where the patient is referred to him or her by a medical practitioner)
- INITIAL attendance in a single course of treatment
(See para A.17 of explanatory notes to this Category)

387 Fee: $101.70 Benefit: 75% = $76.30 85% = $86.45
- Each attendance SUBSEQUENT to the first in a single course of treatment
(See para A.17 of explanatory notes to this Category)

388 Fee: $64.35 Benefit: 75% = $48.30 85% = $54.70
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PUBLIC HEALTH PUBLIC HEALTH

GROUP A13 - PUBLIC HEALTH PHYSICIAN ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

PUBLIC HEALTH PHYSICIAN ATTENDANCES - SURGERY

(Professional attendance at consulting rooms by a public health physician in the practice of his or her specialty of public health
medicine)

- Attendance for an obvious problem characterised by the straightforward nature of the task that requires a short patient history
and, if required, limited examination and management
(See para A.23 of explanatory notes to this Category)

410 Fee: $13.45 Benefit: 75% = $10.10 85% =$11.45
- Attendance involving taking a selective history, examination of the patient with implementation of a management plan
in relation to 1 or more problems, OR an attendance of less than 20 minutes duration involving components of a service to which
item 412 applies
(See para A.23 of explanatory notes to this Category)

411 Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
- Attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary investigations and
implementing a management plan in relation to 1 or more problems, and lasting at least 20 minutes, OR an attendance of less than
40 minutes duration involving components of a service to which item 413 applies
(See para A.23 of explanatory notes to this Category)

412 Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60
- Attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to 1 or more complex problems, and lasting at least 40 minutes,
OR an attendance of at least 40 minutes duration for implementation of a management plan
(See para A.23 of explanatory notes to this Category)

413 Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05
PUBLIC HEALTH PHYSICIAN ATTENDANCES - OTHER THAN AT CONSULTING ROOMS
(Professional attendance at other than consulting rooms by a public health physician in the practice of his or her specialty of public
health medicine)
- Attendance for an obvious problem characterised by the straightforward nature of the task that requires a short patient history
and, if required, limited examination and management
(See para A.23 of explanatory notes to this Category)
Derived Fee: The fee for item 410, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For

414 seven or more patients - the fee for item 410 plus $1.45 per patient
- Attendance involving taking a selective history, examination of the patient with implementation of a management plan
in relation to 1 or more problems, OR an attendance of less than 20 minutes duration involving components of a service to which
item 416 applies
(See para A.23 of explanatory notes to this Category)
Derived Fee: The fee for item 411, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For

415 seven or more patients - the fee for item 411 plus $1.45 per patient
- Attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary investigations and
implementing a management plan in relation to 1 or more problems, and lasting at least 20 minutes, OR an attendance of less than
40 minutes duration involving components of a service to which item 417 applies
(See para A.23 of explanatory notes to this Category)
Derived Fee: The fee for item 412, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For

416 seven or more patients - the fee for item 412 plus $1.45 per patient
- Attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to 1 or more complex problems, and lasting at least 40 minutes,
OR an attendance of at least 40 minutes duration for implementation of a management plan
(See para A.23 of explanatory notes to this Category)
Derived Fee: The fee for item 413, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For

417 seven or more patients - the fee for item 413 plus $1.45 per patient
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ATTENDANCES MEDICAL PRACTITIONER - SPORTS

GROUP A16 - MEDICAL PRACTITIONER (SPORTS PHYSICIAN) ATTENDANCES TO WHICH NO
OTHER ITEM APPLIES

SUBGROUP 1 - SURGERY CONSULTATIONS

MEDICAL PRACTITIONER (SPORTS PHYSICIAN) ATTENDANCES - SURGERY
LEVEL 1
Professional attendance at consulting rooms by a medical practitioner who is a sports physician in the practice of sports medicine

- Attendance for an obvious problem characterised by the straightforward nature of the task that requires a short patient history
and, if required, limited examination and management
(See para A.25 of explanatory notes to this Category)

444 Fee: $13.45 Benefit: 75% = $10.10 85% =$11.45
LEVEL 2
Professional attendance at consulting rooms by a medical practitioner who is a sports physician in the practice of sports medicine
- Attendance involving taking a selective history, examination of the patient with implementation of a management plan
in relation to 1 or more problems, or an attendance of less than 20 minutes duration involving components of a service to which
item 446 applies
(See para A.25 of explanatory notes to this Category)
445 Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
LEVEL 3
Professional attendance at consulting rooms by a medical practitioner who is a sports physician in the practice of sports medicine
- Attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary investigations and
implementing a management plan in relation to 1 or more problems, and lasting at least 20 minutes, or an attendance of less than
40 minutes duration involving components of a service to which item 447 applies
(See para A.25 of explanatory notes to this Category)
446 Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60
LEVEL 4
Professional attendance at consulting rooms by a medical practitioner who is a sports physician in the practice of sports medicine
- Attendance involving taking an exhaustive history, an comprehensive examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to 1 or more complex problems, and lasting at least 40 minutes, or
an attendance of at least 40 minutes duration for implementation of a management plan
(See para A.25 of explanatory notes to this Category)
447 Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05
SUBGROUP 2 - EMERGENCY ATTENDANCES - AFTER HOURS
MEDICAL PRACTITIONER (SPORTS PHYSICIAN) ATTENDANCES - EMERGENCY AFTER HOURS
Professional attendance at consulting rooms by a medical practitioner who is a sports physician in the practice of sports medicine
Professional attendance AT CONSULTING ROOMS where the attendance is initiated by or on behalf of the patient in the same
unbroken after hours period and where the patient's medical condition requires immediate treatment and where it is necessary for
the doctor to return to, and specially open, consulting rooms for the attendance - each attendance other than an
attendance between 11pm and 7am, on a public holiday, on a Sunday, before 8am or after 1pm on a Saturday, or at any time other
than between 8am and 8pm on a day not being a Saturday, Sunday or public holiday
(See para A.10 of explanatory notes to this Category)
448 Fee: $93.70 Benefit: 75% = $70.30 85% = $79.65
Professional attendance at consulting rooms by a medical practitioner who is a sports physician in the practice of sports medicine
Professional attendance, AT CONSULTING ROOMS, where the attendance is initiated by or on behalf of the patient in the
same unbroken after hours period and where the patient's medical condition requires immediate treatment and where it
is necessary for the doctor to return to, and specially open, consulting rooms for the attendance - each attendance on any day of
the week between 11pm and 7am
(See para A.10 of explanatory notes to this Category)
449 Fee: $112.05 Benefit: 75% = $84.05 85% = $95.25
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MEDICAL PRACTITIONER EMERGENCY MEDICINE

GROUP A21 - MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES TO WHICH
NO OTHER ITEM APPLIES

SUBGROUP 1 - CONSULTATIONS

501

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES - EMERGENCY DEPARTMENT
LEVEL 1
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical practitioner who is
an emergency physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of a problem focussed
history, limited examination, diagnosis and initiation of appropriate treatment interventions involving straightforward medical
decision making.

(See para A.33 of explanatory notes to this Category)

Fee: $13.45 Benefit: 75% = $10.10 85%=811.45

503

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES - EMERGENCY DEPARTMENT
LEVEL 2
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical practitioner who is
an emergency medicine physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of an expanded problem focussed
history, expanded examination of one or more systems and the formulation and documentation of a diagnosis and management
plan in relation to one or more problems, and the initiation of appropriate treatment interventions involving medical decision
making of low complexity.

(See para A.33 of explanatory notes to this Category)

Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05

507

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES - EMERGENCY DEPARTMENT
LEVEL 3
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical practitioner who is
an emergency physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of an expanded problem focussed
history, expanded examination of one or more systems, ordering and evaluation of appropriate investigations, the formulation and
documentation of a diagnosis and management plan in relation to one or more problems, and the initiation of appropriate treatment
interventions involving medical decision making of moderate complexity.

(See para A.33 of explanatory notes to this Category)

Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60

511

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES - EMERGENCY DEPARTMENT
LEVEL 4
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical practitioner who is
an emergency physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of a detailed history,
detailed examination of one or more systems, ordering and evaluation of appropriate investigations, the formulation and
documentation of a diagnosis and management plan in relation to one or more problems, the initiation of appropriate treatment
interventions, liaison with relevant health care professionals and discussion with the patient, his/her agent/s and/or relatives,
involving medical decision making of moderate complexity.

(See para A.33 of explanatory notes to this Category)

Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05

515

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES - EMERGENCY DEPARTMENT
LEVEL 5
Professional attendance on a patient at a recognised emergency department of a private hospital by a medical practitioner who is an
emergency physician in the practice of emergency medicine

Attendance for the unscheduled evaluation and management of a patient requiring the taking of a comprehensive history,
comprehensive examination of one or more systems, ordering and evaluation of appropriate investigations, the formulation and
documentation of a diagnosis and management plan in relation to one or more problems, the initiation of appropriate treatment
interventions, liaison with relevant health care professionals and discussion with the patient, his/her agent/s and/or
relatives, involving medical decision making of high complexity.

(See para A.33 of explanatory notes to this Category)

Fee: $131.80 Benefit: 75% = $98.85 85% =$112.05
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SUBGROUP 2 - PROLONGED PROFESSIONAL ATTENDANCES TO WHICH NO OTHER GROUP
APPLIES

MEDICAL PRACTITIONER (EMERGENCY PHYSICIAN) ATTENDANCES - EMERGENCY DEPARTMENT

Professional attendance on a patient at a recognised emergency department of a private hospital by a medical practitioner who is an
emergency physician in the practice of emergency medicine

Attendance for emergency evaluation of a critically ill patient with an immediately life threatening problem requiring immediate
and rapid assessment, initiation of resuscitation and electronic vital signs monitoring, comprehensive history and evaluation whilst
undertaking resuscitative measures, ordering and evaluation of appropriate investigations, transitional evaluation and monitoring,
the formulation and documentation of a diagnosis and management plan in relation to one or more problems, the initiation of
appropriate treatment interventions, liaison with relevant health care professionals and discussion with the patient, his/her agent/s
and/or relatives prior to admission to an in-patient hospital bed

-For a period of not less than 30 minutes but less than 1 hours of total physician time spent with each patient (See
para A.34 of explanatory notes to this Category)

519 Fee: $88.00 Benefit: 75% = $66.60 85% =$74.80
-For a period of not less than 1 hour but less than 2 hours of total physician time spent with each patient (See
para A.34 of explanatory notes to this Category)
520 Fee: $176.05 Benefit: 75% = $132.05 85% = $149.65
-For a period of not less than 2 hours but less than 3 hours of total physician time spent with each patient (See
para A.34 of explanatory notes to this Category)
530 Fee: $293.40 Benefit: 75% = $220.05 85% = $249.40
-For a period of not less than 3 hours but less than 4 hours of total physician time spent with each patient. (See
para A.34 of explanatory notes to this Category)
532 Fee: $410.70 Benefit: 75% = $308.05 85% = $353.60
-For a period of not less than 4 hours but less than 5 hours of total physician time spent with each patient (See
para A.34 of explanatory notes to this Category)
534 Fee: $528.20 Benefit: 75% = $396.15 85% = $471.10
-For a period of 5 hours or more of total physician time spent with each patient.
(See para A.34 of explanatory notes to this Category)
536 Fee: $586.90 Benefit: 75% = $440.20 85% = $529.80
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GROUP A14 - HEALTH ASSESSMENTS

700

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician) AT
CONSULTING ROOMS for a health assessment - of a patient who is at least 75 years old - not being a health assessment of a
patient in respect of whom, in the preceding 12 months, a payment has been made under this item or item 702, 704 or 706

(See para A.20 of explanatory notes to this Category)

Fee: $153.65 Benefit: 75% = $115.25 85% = $130.65

702

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician) NOT
BEING AN ATTENDANCE AT CONSULTING ROOMS, A HOSPITAL OR A RESIDENTIAL AGED CARE
FACILITY for a health assessment - of a patient who is at least 75 years old - not being a health assessment of a patient in
respect of whom, in the preceding 12 months, a payment has been made under this item or item 700, 704 or 706

(See para A.20 of explanatory notes to this Category)

Fee: $217.30 Benefit: 75% = $163.00 85% = $184.75

704

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician) AT
CONSULTING ROOMS for a health assessment - of a patient who is at least 55 years old and of Aboriginal or Torres Strait
Islander descent - not being a health assessment of a patient in respect of whom, in the preceding 12 months, a payment has been
made under this item or item 700, 702 or 706

(See para A.20 of explanatory notes to this Category)

Fee: $153.65 Benefit: 75% = $115.25 85% = $130.65

706

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician) NOT
BEING AN ATTENDANCE AT CONSULTING ROOMS, A HOSPITAL OR A RESIDENTIAL AGED CARE
FACILITY, for a health assessment - of a patient who is at least 55 years old and of Aboriginal or Torres Strait Islander
descent - not being a health assessment of a patient in respect of whom, in the preceding 12 months, a payment has been made
under this item or item 700, 702 or 704

(See para A.20 of explanatory notes to this Category)

Fee: $217.30 Benefit: 75% = $163.00 85% = $184.75
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GROUP A15 - MULTIDISCIPLINARY CARE PLANS AND CASE CONFERENCES

SUBGROUP 1 - MULTIDISCIPLINARY CARE PLANS

720

PREPARATION by a medical practitioner (including a general practitioner, but not including a specialist or consultant
physician), in consultation with a multidisciplinary care plan team, of a multidisciplinary COMMUNITY CARE PLAN for a
patient (not being a service associated with a service to which items 734 to 779 apply) - payable not more than once in any 6
month period

(See para A.21 of explanatory notes to this Category)

Fee: $197.55 Benefit: 75% = $148.20 85% = $167.95

722

PREPARATION by a medical practitioner (including a general practitioner, but not including a specialist or consultant
physician), in consultation with a multidisciplinary care plan team, of a multidisciplinary DISCHARGE CARE PLAN for a
patient (not being a service associated with a service to which items 734 to 779 apply) - payable not more than once for each
HOSPITAL ADMISSION

(See para A.21 of explanatory notes to this Category)

Fee: $197.55 Benefit: 75% = $148.20 85% =$167.95

724

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), to
REVIEW a multidisciplinary COMMUNITY CARE PLAN or a DISCHARGE CARE PLAN prepared by that
medical practitioner for a patient and claimed for under item 720 or 722 (not being a payment for a service to which items 734 to
779 apply) - payable not more than once in any 3 month period, and not being an attendance in relation to a patient:

(a)  for whom, in the preceding 3 months, a payment has been made under item 720; or

(b)  for whom, in the preceding month, a payment has been made under item 722

(See para A.21 of explanatory notes to this Category)

Fee: $98.80 Benefit: 75% = $74.10 85% = $84.00

726

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a multidisciplinary care plan team, to contribute to a multidisciplinary COMMUNITY CARE PLAN or to
a REVIEW of a multidisciplinary COMMUNITY CARE PLAN prepared by another provider (not being a payment for a
service to which items 734 to 779 apply) - not being an attendance in relation to a patient for whom, in the preceding 6
months, a payment has been made under item 720

(See para A.21 of explanatory notes to this Category)

Fee: $39.80 Benefit: 75% = $29.85 85% = $33.85

728

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a multidisciplinary care plan team, to CONTRIBUTE to a multidisciplinary DISCHARGE CARE PLAN or to a
REVIEW of a multidisciplinary DISCHARGE CARE PLAN prepared by another provider (not being a service associated with a
service to which items 722, 734 to 779 apply)

(See para A.21 of explanatory notes to this Category)

Fee: $39.80 Benefit: 75% = $29.85 85% = $33.85

730

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a multidisciplinary care plan team, to make a CONTRIBUTION to a multidisciplinary CARE PLAN IN A
RESIDENTIAL AGED CARE FACILITY or to a REVIEW of a multidisciplinary CARE PLAN IN A
RESIDENTIAL AGED CARE FACILITY prepared by the residential aged care facility (not being a payment in respect of a
service to which items 734 to 779 apply)

(See para A.21 of explanatory notes to this Category)

Fee: $39.80 Benefit: 75% = $29.85 85% = $33.85

SUBGROUP 2 - CASE CONFERENCES

734

CASE CONFERENCE - MEDICAL PRACTITIONER (OTHER THAN A SPECIALIST OR CONSULTANT
PHYSICIAN)

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A CASE CONFERENCE IN A RESIDENTIAL
AGED CARE FACILITY, where the conference time is at least 15 minutes, but less than 30 minutes (not being a
service associated with a service to which item 730 applies)

(See para A.22 of explanatory notes to this Category)

Fee: $76.90 Benefit: 75% = $57.70 85% = $65.40

736

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A CASE CONFERENCE IN A RESIDENTIAL
AGED CARE FACILITY, where the conference time is at least 30 minutes, but less than 45 minutes (not being a
service associated with a service to which item 730 applies)

(See para A.22 of explanatory notes to this Category)

Fee: $115.25 Benefit: 75% = $86.45 85% = $98.00

73




MULTIDISCIPLINARY CARE PLANS CASE CONFERENCES

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A CASE CONFERENCE IN A RESIDENTIAL
AGED CARE FACILITY, where the conference time is at least 45 minutes, (not being a service associated with a service to

which item 730 applies)
(See para A.22 of explanatory notes to this Category)

738 Fee: $153.65 Benefit: 75% = §115.25 85% = $130.65
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A COMMUNITY CASE CONFERENCE, where
the conference time is at least 15 minutes, but less than 30 minutes (not being a service associated with a service to which items
720 to 730 apply)
(See para A.22 of explanatory notes to this Category)

740 Fee: $76.90 Benefit: 75% = $57.70 85% = $65.40
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A COMMUNITY CASE CONFERENCE, where
the conference time is at least 30 minutes, but less than 45 minutes (not being a service associated with a service to which items
720 to 730 apply)
(See para A.22 of explanatory notes to this Category)

742 Fee: $115.25 Benefit: 75% = $86.45 85% = $98.00
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A COMMUNITY CASE CONFERENCE, where
the conference time is at least 45 minutes (not being a service associated with a service to which items 720 to 730 apply)
(See para A.22 of explanatory notes to this Category)

744 Fee: $153.65 Benefit: 75% = $115.25 85% = $130.65
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A DISCHARGE CASE CONFERENCE, where
the conference time is at least 15 minutes, but less than 30 minutes (not being a service associated with a service to which items
720 to 730 apply) - payable not more than once for each HOSPITAL ADMISSION
(See para A.22 of explanatory notes to this Category)

746 Fee: $76.90 Benefit: 75% = $57.70 85% = $65.40
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A DISCHARGE CASE CONFERENCE, where
the conference time is at least 30 minutes, but less than 45 minutes (not being a service associated with a service to which items
720 to 730 apply) - payable not more than once for each HOSPITAL ADMISSION
(See para A.22 of explanatory notes to this Category)

749 Fee: $115.25 Benefit: 75% = $86.45 85% = $98.00
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to ORGANISE AND CO-ORDINATE A DISCHARGE CASE CONFERENCE, where
the conference time is at least 45 minutes (not being a service associated with a service to which items 720 to 730 apply) - payable
not more than once for each HOSPITAL ADMISSION
(See para A.22 of explanatory notes to this Category)

757 Fee: $153.65 Benefit: 75% = $115.25 85% = $130.65
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A COMMUNITY CASE CONFERENCE, (other than to organise
and co-ordinate the conference), where the conference time is at least 15 minutes, but less than 30 minutes (not being a service
associated with a service to which items 720 to 730 apply)
(See para A.22 of explanatory notes to this Category)

759 Fee: $54.85 Benefit: 75% = $41.15 85% = $46.65
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise
and co-ordinate the conference), where the conference time is at least 30 minutes, but less than 45 minutes (not being a service
associated with a service to which items 720 to 730 apply)
(See para A.22 of explanatory notes to this Category)

762 Fee: $87.80 Benefit: 75% = $65.85 85% = $74.65
Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise
and co-ordinate the conference), where the conference time is at least 45 minutes (not being a service associated with a service to
which items 720 to 730 apply)
(See para A.22 of explanatory notes to this Category)

765 Fee: $120.70 Benefit: 75% = $90.55 85% = $102.60
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768

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A DISCHARGE CASE CONFERENCE (other than to organise and
co-ordinate the conference), where the conference time is at least 15 minutes, but less than 30 minutes (not being a
service associated with a service to which items 720 to 730 apply) - payable not more than once for each HOSPITAL ADMISSION
(See para A.22 of explanatory notes to this Category)

Fee: $54.85 Benefit: 75% = $41.15 85% = $46.65

771

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A DISCHARGE CASE CONFERENCE (other than to organise and
co-ordinate the conference), where the conference time is at least 30 minutes, but less than 45 minutes (not being a
service associated with a service to which items 720 to 730 apply) - payable not more than once for each HOSPITAL ADMISSION
(See para A.22 of explanatory notes to this Category)

Fee: $87.80 Benefit: 75% = $65.85 85% = $74.65

773

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A DISCHARGE CASE CONFERENCE (other than to organise and
co-ordinate the conference), where the conference time is at least 45 minutes (not being a service associated with a service to
which items 720 to 730 apply) - payable not more than once for each HOSPITAL ADMISSION

(See para A.22 of explanatory notes to this Category)

Fee: $120.70 Benefit: 75% = $90.55 85% = $102.60

775

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A CASE CONFERENCE IN A RESIDENTIAL AGED CARE
FACILITY, (other than to organise and co-ordinate the conference), where the conference time is at least 15 minutes, but less
than 30 minutes (not being a service associated with a service to which item 730 applies)

(See para A.22 of explanatory notes to this Category)

Fee: $54.85 Benefit: 75% = $41.15 85% = $46.65

778

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A CASE CONFERENCE IN A RESIDENTIAL AGED CARE
FACILITY, (other than to organise and co-ordinate the conference), where the conference time is at least 30 minutes, but less
than 45 minutes (not being a service associated with a service to which item 730 applies)

(See para A.22 of explanatory notes to this Category)

Fee: $87.80 Benefit: 75% = $65.85 85% = $74.65

779

Attendance by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician), as a
member of a case conference team, to PARTICIPATE IN A CASE CONFERENCE IN A RESIDENTIAL AGED CARE
FACILITY, (other than to organise and co-ordinate the conference), where the conference time is at least 45 minutes, (not being a
service associated with a service to which item 730 applies)

(See para A.22 of explanatory notes to this Category)

Fee: $120.70 Benefit: 75% = $90.55 85% = $102.60

820

CASE CONFERENCE - CONSULTANT PHYSICIAN

Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 15 minutes but less than 30 minutes,
with a multidisciplinary team of at least three other formal care providers of different disciplines (see note A24.7 on permissible
combinations)

(See para A.24 of explanatory notes to this Category)

Fee: $112.75 Benefit: 75% = $84.60 85% = $95.85

822

Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 30 minutes but less than 45 minutes,
with a multidisciplinary team of at least three other formal care providers of different disciplines (see note A24.7 on permissible
combinations)

(See para A.24 of explanatory notes to this Category)

Fee: $169.15 Benefit: 75% = $126.90 85% = $143.80

823

Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
ORGANISE AND COORDINATE A COMMUNITY CASE CONFERENCE of at least 45 minutes, with a multidisciplinary
team of at least three other formal care providers of different disciplines (see note A24.7 on permissible combinations)

(See para A.24 of explanatory notes to this Category)

Fee: $225.50 Benefit: 75% = $169.15 85% = $191.70
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Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise and to coordinate the conference) of a
least 15 minutes but less than 30 minutes, with a multidisciplinary team of at least two other formal care providers of different
disciplines (see A24.7 on permissible combinations)

(See para A.24 of explanatory notes to this Category)

825 Fee: $81.00 Benefit: 75% = $60.75 85% = $68.85
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise and to coordinate the conference) of at
least 30 minutes but less than 45 minutes, with a multidisciplinary team of at least two other formal care providers of different
disciplines (see note A24.7 on permissible combinations)
(See para A.24 of explanatory notes to this Category)

826 Fee: $129.15 Benefit: 75% = $96.90 85% = $109.80
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
PARTICIPATE IN A COMMUNITY CASE CONFERENCE (other than to organise and to coordinate the conference) of at
least 45 minutes, with a multidisciplinary team of at least two other formal care providers of different disciplines (see note A24.7
on permissible combinations)
(See para A.24 of explanatory notes to this Category)

828 Fee: $177.35 Benefit: 75% = $133.05 85% = $150.75
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE of at least 15 minutes but less than 30 minutes,
with a multidisciplinary team of at least three other formal care providers of different disciplines (see note A24.7 on permissible
combinations)
(See para A.24 of explanatory notes to this Category)

830 Fee: $112.75 Benefit: 75% = $84.60 85% = $95.85
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE of at least 30 minutes but less than 45 minutes,
with a multidisciplinary team of at least three other formal care providers of different disciplines (see note A24.7 on permissible
combinations)
(See para A.24 of explanatory notes to this Category)

832 Fee: $169.15 Benefit: 75% = $126.90 85% = $143.80
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
ORGANISE AND COORDINATE A DISCHARGE CASE CONFERENCE of at least 45 minutes, with a multidisciplinary
team of at least three other formal care providers of different disciplines (see note A24.7 on permissible combinations)
(See para A.24 of explanatory notes to this Category)

834 Fee: $225.50 Benefit: 75% = $169.15 85% = $191.70
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
PARTICIPATE IN A DISCHARGE CASE CONFERENCE of at least 15 minutes but less than 30 minutes, with a
multidisciplinary team of at least two other formal care providers of different disciplines (see note A24.7 on permissible
combinations)
(See para A.24 of explanatory notes to this Category)

835 Fee: $81.00 Benefit: 75% = $60.75 85% = $68.85
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
PARTICIPATE IN A DISCHARGE CASE CONFERENCE of at least 30 minutes but less than 45 minutes, with a
multidisciplinary team of at least two other formal care providers of different disciplines (see note A24.7 on permissible
combinations)
(See para A.24 of explanatory notes to this Category)

837 Fee: $129.15 Benefit: 75% = $96.90 85% = $109.80
Attendance by a consultant physician in the practice of his or her specialty, as a member of a case conference team, to
PARTICIPATE IN A DISCHARGE CASE CONFERENCE of at least 45 minutes, with a multidisciplinary team of at least
two other formal care providers of different disciplines (see note A24.7 on permissible combinations)
(See para A.24 of explanatory notes to this Category)

838 Fee: $177.35 Benefit: 75% = $133.05 85% = $150.75

CASE CONFERENCE - CONSULTANT PSYCHIATRIST

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case conference
team, to ORGANISE AND CO-ORDINATE A COMMUNITY CASE CONFERENCE of at least 15 minutes, but less than 30
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines
(See para A.35 of explanatory notes to this Category)

855 Fee: $112.75 Benefit: 75% = $84.60 85% = $95.85
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857

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case conference
team, to ORGANISE AND CO-ORDINATE A COMMUNITY CASE CONFERENCE of at least 30 minutes, but less than 45
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines

(See para A.35 of explanatory notes to this Category)

Fee: $169.15 Benefit: 75% = $126.90 85% = $143.80

858

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case conference
team, to ORGANISE AND CO-ORDINATE A COMMUNITY CASE CONFERENCE of at least 45 minutes with a
multidisciplinary team of at least two other formal care providers, of different disciplines

(See para A.35 of explanatory notes to this Category)

Fee: $225.50 Benefit: 75% = $169.10 85% = $191.65

861

CASE CONFERENCE - CONSULTANT PSYCHIATRIST

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case conference
team, to ORGANISE AND CO-ORDINATE A DISCHARGE CASE CONFERENCE, of at least 15 minutes, but less than 30
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines

(See para A.35 of explanatory notes to this Category)

Fee: $112.75 Benefit: 75% = $84.60 85% = $95.85

864

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case conference
team, to ORGANISE AND CO-ORDINATE A DISCHARGE CASE CONFERENCE, of at least 30 minutes, but less than 45
minutes with a multidisciplinary team of at least two other formal care providers of different disciplines

(See para A.35 of explanatory notes to this Category)

Fee: $169.15 Benefit: 75% = $126.90 85% = $143.80

866

Attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, as a member of a case conference
team, to ORGANISE AND CO-ORDINATE A DISCHARGE CASE CONFERENCE, of at least 45 minutes with a
multidisciplinary team of at least two other formal care providers of different disciplines

(See para A.35 of explanatory notes to this Category)

Fee: $225.50 Benefit: 75% = $169.10 85% =$191.65
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GROUP A17 - DOMICILIARY MEDICATION MANAGEMENT REVIEW

900

Participation by a medical practitioner (including a general practitioner, but not including a specialist or consultant physician) in a
Domiciliary Medication Management Review (DMMR) for patients living in the community setting, where the medical
practitioner:

- assesses a patient's medication management needs, and following that assessment, refers the patient to a community
pharmacy for a DMMR, and provides relevant clinical information required for the review, with the patient's consent; and

- discusses with the reviewing pharmacist the results of that review including suggested medication management
strategies; and

- develops a written medication management plan following discussion with the patient.

Benefits under this item are payable not more than once in each 12 month period, except where there has been a significant change
in the patient's condition or medication regimen requiring a new DMMR.

(See para A.26 of explanatory notes to this Category)

Fee: $123.00 Benefit: 75% = $92.25 85% = $104.55
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GROUP A18 - GENERAL PRACTITIONER ATTENDANCE ASSOCIATED WITH PIP INCENTIVE
PAYMENTS

SUBGROUP 1 - TAKING OF A CERVICAL SMEAR FROM AN UNSCREENED OR SIGNIFICANTLY
UNDERSCREENED WOMAN

2501

LEVEL 'B'
Professional attendance involving taking a selective history, examination of the patient with the implementation of a management
plan in relation to one or more problems, OR a professional attendance of less than 20 minutes duration involving components of a

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.27 of explanatory notes to this Category)

Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05

2503

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.27 of explanatory notes to this Category)

Derived Fee: The fee for item 2501, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2501 plus $1.45 per patient

2504

LEVEL 'C'
Professional attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to one or more problems and lasting at least 20 minutes, OR a
professional attendance of less than 40 minutes duration involving components of a service to which item 44, 47, 48, 50 or 51
applies;

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.27 of explanatory notes to this Category)

Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60

2506

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.27 of explanatory notes to this Category)

Derived Fee: The fee for item 2504, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2504 plus $1.45 per patient

2507

LEVEL 'D'
Professional attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any
necessary investigations and implementing a management plan in relation to one or more complex problems and lasting at least 40
minutes, OR a professional attendance of at least 40 minutes duration for implementation of a management plan;

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.27 of explanatory notes to this Category)

Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05

2509

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.27 of explanatory notes to this Category)

Derived Fee: The amount for item 2507, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2507 plus $1.45 per patient
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SUBGROUP 2 - COMPLETION OF AN ANNUAL CYCLE OF CARE FOR PATIENTS WITH DIABETES
MELLITUS

2517

Note: Benefits are payable for only one service included in Subgroup 2 or A19, Subgroup 2 in a 12-month period

The minimum requirements of care needed to be assessed to complete an annual cycle of care for patients with diabetes mellitus
are:

- Assess diabetes control by measuring HbA At least once every year

- Ensure that a comprehensive eye examination is carried out: At least once every two years

- Measure weight and height and calculate BMI*: At least once every six months

- Measure blood pressure: At least once every six months

- Examine feet: At least once every six months

- Measure total cholesterol, triglycerides and HDL cholesterol: At least once every year

- Test for microalbuminuria: At least once every year

- Provide self-care education: Patient education regarding diabetes management

- Review diet: Reinforce information about appropriate dietary
choices

- Review levels of physical activity: Reinforce information about appropriate levels of
physical activity

- Check smoking status: Encourage cessation of smoking (if relevant)

- Review of medication: Medication review

* Initial visit: measure height and weight and calculate BMI as part of the initial patient assessment. Subsequent visits: measure
weight.

LEVEL 'B'
Professional attendance involving taking a selective history, examination of the patient with the implementation of a management
plan in relation to one or more problems, OR a professional attendance of less than 20 minutes duration involving components of a

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.28 of explanatory notes to this Category)

Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05

2518

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.28 of explanatory notes to this Category)

Derived Fee: The fee for item 2517, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2517 plus $1.45 per patient

2521

LEVEL 'C'
Professional attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to one or more problems and lasting at least 20 minutes, OR a
professional attendance of less than 40 minutes duration involving components of a service to which item 44, 47, 48, 50 or 51
applies;

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.28 of explanatory notes to this Category)

Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60

2522

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.28 of explanatory notes to this Category)

Derived Fee: The fee for item 2521, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for 2521 plus $1.45 per patient
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LEVEL 'D'
Professional attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any
necessary investigations and implementing a management plan in relation to one or more complex problems and lasting at least 40
minutes, OR a professional attendance of at least 40 minutes duration for implementation of a management plan;

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus

SURGERY CONSULTATION
(Professional attendance at consulting rooms)
(See para A.28 of explanatory notes to this Category)

2525 Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05
OUT-OF-SURGERY CONSULTATION
(Professional attendance at a place other than consulting rooms)
(See para A.28 of explanatory notes to this Category)
Derived Fee: The fee for item 2525, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
2526 seven or more patients - the fee for 2525 plus $1.45 per patient
SUBGROUP 3 - COMPLETION OF THE ASTHMA 3+ VISIT PLAN
Note: Benefits are payable for only one service included in Subgroup 3 or A19, Subgroup 3 in a 12-month period, unless a
further Asthma 3+ Visit Plan is clinically indicated.
At a minimum the Asthma 3+ Visit Plan must include:
- documented diagnosis and assessment of severity
- at least 3 asthma related consultations in the previous 4 weeks (minimum) to 4 months (maximum) for a patient with moderate
to severe asthma
- review of the patient's use of asthma related medication
- planned recalls for at least two of these consultations
- provision of a written asthma action plan and self-management education to the patient, (if the patient is unable to use a written
action plan, alternative patient education may be provided and documented in the medical record).
- review of asthma action plan
LEVEL 'B'
Professional attendance involving taking a selective history, examination of the patient with the implementation of a management
plan in relation to one or more problems, OR a professional attendance of less than 20 minutes duration involving components of a
service to which item 36, 37, 38, 40, 43, 44, 47, 48, 50 or 51 applies;
AND which completes the minimum requirements of the Asthma 3+ Visit Plan.
SURGERY CONSULTATION
(Professional attendance at consulting rooms)
(See para A.29 of explanatory notes to this Category)
2546 Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
OUT-OF-SURGERY CONSULTATION
(Professional attendance at a place other than consulting rooms)
(See para A.29 of explanatory notes to this Category)
Derived Fee: The fee for item 2546, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
2547 seven or more patients - the fee for item 2546 plus $1.45 per patient
LEVEL 'C'
Professional attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to one or more problems and lasting at least 20 minutes, OR a
professional attendance of less than 40 minutes duration involving components of a service to which item 44, 47, 48, 50 or 51
applies;
AND which completes the minimum requirements of the Asthma 3+ Visit Plan.
SURGERY CONSULTATION
(Professional attendance at consulting rooms)
(See para A.29 of explanatory notes to this Category)
2552 Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60
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2553

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.29 of explanatory notes to this Category)

Derived Fee: The fee for item 2552, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2552 plus $1.45 per patient

2558

LEVEL 'D'
Professional attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any
necessary investigations and implementing a management plan in relation to one or more complex problems and lasting at least 40
minutes, OR a professional attendance of at least 40 minutes duration for implementation of a management plan;

AND which completes the minimum requirements of the Asthma 3+ Visit Plan.

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.29 of explanatory notes to this Category)

Fee: $82.40 Benefit: 75% = $61.80 85% = §$70.05

2559

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.29 of explanatory notes to this Category)

Derived Fee: The fee or item 2558, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2558 plus $1.45 per patient

SUBGROUP 4 - COMPLETION OF THE 3 STEP MENTAL HEALTH PROCESS

2574

Note: Benefits included in Subgroup 4, A18 or A19, are payable for one 3 step Mental Health Process per patient only in a
12-month period, unless a further 3 Step Mental Health Process is clinically indicated.

At a minimum the 3 Step Mental Health Process must include:

- at least 3 consultations of more than twenty minutes each for a patient with an assessed mental health disorder;

- at least two of the consultations to have been planned visits;

- an assessment and formulation or diagnosis of the mental health disorder/s;

- provision of a written mental health plan and appropriate education to the patient and/or the carer (with the patient's
agreement);

- a review of the patient's progress against the goals included in the mental health plan. This review to have
been conducted a minimum of 4 weeks and a maximum of 6 months from the consultation in which the mental health
plan was prepared; and

- utilising an outcome tool in the assessment and review stages except where considered clinically inappropriate.

The 3 Step Mental Health Process can only be provided by a general practitioner, who practices in general practice and has been
notified to the HIC as having the required credentials (See Note A30.2)

LEVEL C

Professional attendance involving taking a detailed history, an examination of multiple systems, arranging any necessary
investigations and implementing a management plan in relation to one or more problems and lasting at least 20 minutes, OR a
professional attendance of less than 40 minutes duration involving components of a service to which item 44, 47, 48, 50 or 51
applies;

AND which completes the requirements of the 3 Step Mental Health Process.

SURGERY CONSULTATION
(Professional attendance at consulting rooms)
Fee: $55.95 Benefit: 75% = $42.00 85% = $47.60

2575

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

Derived Fee: The fee for item 2574, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2574 plus $1.45 per patient.
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LEVEL 'D'
Professional attendance involving taking an exhaustive history, a comprehensive examination of multiple systems, arranging any
necessary investigations and implementing a management plan in relation to 1 or more complex problems, and lasting at least 40
minutes, OR a professional attendance of at least 40 minutes duration for implementation of a management plan;

AND which completes the requirements of the 3 Step Mental Health Process.

SURGERY CONSULTATION

(Professional attendance at consulting rooms)
2577 Fee: $82.40 Benefit: 75% = $61.80 85% = $70.05

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

Derived Fee: The fee for item 2577, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
2578 seven or more patients - the fee for item 2578 plus $1.45 per patient.
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GROUP A19 - OTHER NON-REFERRED ATTENDANCES ASSOCIATED WITH PIP INCENTIVE
PAYMENTS TO WHICH NO OTHER ITEM APPLIES

SUBGROUP 1 - TAKING OF A CERVICAL SMEAR FROM AN UNSCREENED OR SIGNIFICANTLY
UNDERSCREENED WOMAN

2600

SURGERY CONSULTATIONS
(Professional attendance at consulting rooms)
STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration
AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

(See para A.27 of explanatory notes to this Category)
Fee: $21.00 Benefit: 75% = $15.75 85% =$17.85

2603

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

(See para A.27 of explanatory notes to this Category)

Fee: $38.00 Benefit: 75% = $28.50 85% =$32.30

2606

PROLONGED CONSULTATION of more than 45 minutes duration

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive who has not had a cervical smear
in the last 4 years

(See para A.27 of explanatory notes to this Category)

Fee: $61.00 Benefit: 75% = $45.75 85% =$51.85

2610

OUT-OF-SURGERY CONSULTATIONS
(Professional attendance at a place other than consulting rooms)
STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

(See para A.27 of explanatory notes to this Category)

Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $16.00 plus $0.70 per patient

2613

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive, who has not had a cervical smear
in the last 4 years

(See para A.27 of explanatory notes to this Category)

Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $35.50 plus $0.70 per patient

2616

PROLONGED CONSULTATION of more than 45 minutes duration

AND at which a cervical smear is taken from a woman between the ages of 20 and 69 inclusive who has not had a cervical smear
in the last 4 years

(See para A.27 of explanatory notes to this Category)

Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $57.50 plus $0.70 per patient
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SUBGROUP 2 - COMPLETION OF AN ANNUAL CYCLE OF CARE FOR PATIENTS WITH DIABETES
MELLITUS

2620

Note: Benefits are payable for only one service included in Subgroup 2 or A18, Subgroup 2 in a 12-month period

The minimum requirements of care needed to be assessed to complete an annual cycle of care for patients with diabetes mellitus
are:

- Assess diabetes control by measuring HbA | At least once every year

- Ensure that a comprehensive eye examination is carried out: At least once every two years

- Measure weight and height and calculate BMI*: At least once every six months

- Measure blood pressure: At least once every six months

- Examine feet: At least once every six months

- Measure total cholesterol, triglycerides and HDL cholesterol: At least once every year

- Test for microalbuminuria: At least once every year

- Provide self-care education: Patient education regarding diabetes management

- Review diet: Reinforce information about appropriate dietary
choices

- Review levels of physical activity: Reinforce information about appropriate levels of
physical activity

- Check smoking status: Encourage cessation of smoking (if relevant)

- Review of medication: Medication review

* Initial visit: measure height and weight and calculate BMI as part of the initial patient assessment. Subsequent visits: measure
weight.

SURGERY CONSULTATIONS

(Professional attendance at consulting rooms)

STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration
AND which completes the requirements for a full year of care of a patient with established diabetes mellitus

(See para A.28 of explanatory notes to this Category)
Fee: $21.00 Benefit: 75% = $15.75 85% =$17.85

2622

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus
(See para A.28 of explanatory notes to this Category)
Fee: $38.00 Benefit: 75% = $28.50 85% =$32.30

2624

PROLONGED CONSULTATION of more than 45 minutes duration

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus
(See para A.28 of explanatory notes to this Category)
Fee: $61.00 Benefit: 75% = $45.75 85% = $51.85

2631

OUT-OF-SURGERY CONSULTATIONS
(Professional attendance at a place other than the consulting rooms)
STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus

(See para A.28 of explanatory notes to this Category)

Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $16.00 plus $0.70 per patient
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2633

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus

(See para A.28 of explanatory notes to this Category)

Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $35.50 plus $0.70 per patient

2635

PROLONGED CONSULTATION of more than 45 minutes duration

AND which completes the requirements for a full year of care of a patient with established diabetes mellitus
(See para A.28 of explanatory notes to this Category)

Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - an amount equal to $57.50 plus $0.70 per patient

SUBGROUP 3 - COMPLETION OF THE ASTHMA 3+ VISIT PLAN

2664

Note: Benefits are payable for only one service included in Subgroup 3 or A18, Subgroup 3 in a 12-month period, unless a
further Asthma 3+ Visit Plan is clinically indicated.

At a minimum the Asthma 3+ Visit Plan must include:

- documented diagnosis and assessment of severity

- at least 3 asthma related consultations in the previous 4 weeks (minimum) to 4 months (maximum) for a patient with moderate
to severe asthma

- review of the patient's use of asthma related medication

- planned recalls for at least two of these consultations

- provision of a written asthma action plan and self-management education to the patient, (if the patient is unable to use a written
action plan, alternative patient education may be provided and documented in the medical record)

- review of asthma action plan

SURGERY CONSULTATIONS

(Professional attendance at consulting rooms)

STANDARD CONSULTATIONS of more than 5 minutes duration but not more than 25 minutes duration
AND which completes the minimum requirements of the Asthma 3+ Visit Plan.

(See para A.29 of explanatory notes to this Category)
Fee: $21.00 Benefit: 75% = $15.75 85% =$17.85

2666

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

AND which completes the minimum requirements of the Asthma 3+ Visit Plan.
(See para A.29 of explanatory notes to this Category)
Fee: $38.00 Benefit: 75% = $28.50 85% = $32.30

2668

PROLONGED CONSULTATION of more than 45 minutes duration

AND which completes the minimum requirements of the Asthma 3+ Visit Plan.
(See para A.29 of explanatory notes to this Category)
Fee: $61.00 Benefit: 75% = $45.75 85% =$51.85

2673

OUT-OF-SURGERY CONSULTATIONS
(Professional attendance at a place other than the consulting rooms)
STANDARD CONSULTATION of more than 5 minutes duration but not more than 25 minutes duration
AND which completes the minimum requirements of the Asthma 3+ Visit Plan.
(See para A.29 of explanatory notes to this Category)

Derived Fee: An amount equal to $16.00, plus $17.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $16.00 plus $0.70 per patient.
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2675

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration

AND which completes the minimum requirements of the Asthma 3+ Visit Plan.

(See para A.29 of explanatory notes to this Category)

Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $35.50 plus $0.70 per patient

2677

PROLONGED CONSULTATION of more than 45 minutes duration

AND which completes the minimum requirements of the Asthma 3+ Visit Plan.

(See para A.29 of explanatory notes to this Category)

Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $57.50 plus $0.70 per patient

SUBGROUP 4 - COMPLETION OF THE 3 STEP MENTAL HEALTH PROCESS

2704

Note: Benefits included in Subgroup 4, A18 or A19, are payable for one service per patient only in a 12-month period,
unless a further 3 Step Mental Health Process is clinically indicated.

At a minimum the 3 Step Mental Health Process must include:

- at least 3 consultations of more than twenty minutes each for a patient with an assessed mental health disorder;

- at least two of the consultations to have been planned visits;

- an assessment and formulation or diagnosis of the mental health disorder/s;

- provision of a written mental health plan and appropriate education to the patient and/or the carer (with the patient's
agreement);

- a review of the patient's progress against the goals included in the mental health plan. This review to have
been conducted a minimum of 4 weeks and a maximum of 6 months from the consultation in which the mental health
plan was prepared; and

- utilising an outcome tool in the assessment and review stages except where considered clinically inappropriate.

The 3 Step Mental Health Process can only be provided by a medical practitioner (not including a general practitioner, a specialist
or consultant physician), who practices in general practice and has been notified to the HIC as having the required credentials (See
Note A30.2).

SURGERY CONSULTATIONS
(Professional attendance at consulting rooms)

LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration.

AND which completes the requirements of the 3 Step Mental Health Process.
Fee: $38.00 Benefit: 75% = $28.50 85% = $32.30

2705

PROLONGED CONSULTATION of more than 45 minutes duration

AND which completes the requirements of the 3 Step Mental Health Process.
Fee: $61.00 Benefit: 75% = $45.75 85% = $51.85

2707

OUT-OF-SURGERY CONSULTATIONS
(Professional attendance at a place other than the consulting rooms)
LONG CONSULTATION of more than 25 minutes duration but not more than 45 minutes duration
AND which completes the requirements of the 3 Step Mental Health Process.

Derived Fee: An amount equal to $35.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $35.50 plus $0.70 per patient.

2708

PROLONGED CONSULTATION of more than 45 minutes duration

AND which completes the requirements of the 3 Step Mental Health Process.
Derived Fee: An amount equal to $57.50, plus $15.50 divided by the number of patients seen, up to a maximum of six patients.
For seven or more patients - an amount equal to $57.50 plus $0.70 per patient.
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GROUP A20 - FOCUSSED PSYCHOLOGICAL STRATEGIES

2721

MEDICAL PRACTITIONER ATTENDANCE (INCLUDING A GENERAL PRACTITIONER, BUT NOT INCLUDING
A SPECIALIST OR CONSULTANT PHYSICIAN) ASSOCIATED WITH PROVISION OF FOCUSSED
PSYCHOLOGICAL STRATEGIES

Note: These services may only be provided by a medical practitioner who is registered with the HIC as meeting
the requirements to participate in the Better Outcomes in Mental Health Care Initiative. The medical practitioner
must provide the service in a general practice participating in the PIP or which is accredited.

Focussed psychological strategies are specific mental health care management strategies, derived from evidence based
psychological therapies, that have been shown to integrate the best external evidence of clinical effectiveness with general practice
clinical expertise. These strategies are required to be provided to patients by a credentialled medical practitioner and are time
limited; being deliverable, in general, in up to 6 planned sessions. In some instances, following review by the
practitioner managing the 3 Step Mental Health Process, up to a further 6 sessions may be approved in any 12 month period to an
individual patient. Medical practitioners must be notified to the HIC by the General Practice Mental Health Standards
Collaboration that they have met the required standards for higher level mental health skills.

A session should last for a minimum of 30 minutes.

FPS ATTENDANCE
Professional attendance for the purpose of providing focussed psychological strategies (from the list included in the Explanatory
Notes) for assessed mental health disorders by a medical practitioner registered with the Health Insurance Commission as meeting
the credentialling requirements for provision of this service, and lasting at least 30 minutes to less than 40 minutes.

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.31 of explanatory notes to this Category)

Fee: $70.50 Benefit: 75% = $52.90 85% =$59.90

2723

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.31 of explanatory notes to this Category)

Derived Fee: The fee for item 2721, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2721 plus $1.45 per patient.

2725

FPS EXTENDED ATTENDANCE
Professional attendance for the purpose of providing focussed psychological strategies (from the list included in the Explanatory
Notes) for assessed mental health disorders, by a medical practitioner registered with the Health Insurance Commission as meeting
the credentialling requirements for provision of this service, and lasting at least 40 minutes.

SURGERY CONSULTATION

(Professional attendance at consulting rooms)

(See para A.31 of explanatory notes to this Category)

Fee: $100.95 Benefit: 75% = $75.75 85% = $85.85

2727

OUT-OF-SURGERY CONSULTATION

(Professional attendance at a place other than consulting rooms)

(See para A.31 of explanatory notes to this Category)

Derived Fee: The fee for item 27235, plus $20.60 divided by the number of patients seen, up to a maximum of six patients. For
seven or more patients - the fee for item 2725 plus $1.45 per patient.
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CONTACT LENSES CONTACT LENSES

GROUP A9 - CONTACT LENSES - ATTENDANCES

CONTACT LENSES FOR SPECIFIED CLASSES OF PATIENTS

Note: Benefits may not be claimed under Item 10809 where the patient wants the contact lenses for appearance, sporting, work or
psychological reasons

ATTENDANCE FOR THE INVESTIGATION and EVALUATION of a patient for the fitting of CONTACT LENSES,
with keratometry and testing with trial lenses and the issue of a prescription - 1 SERVICE IN ANY PERIOD OF 36
CONSECUTIVE MONTHS

- patients with myopia of 5.0 dioptres or greater (spherical equivalent) in 1 eye
(See para_A.18 of explanatory notes to this Category)

10801 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients with manifest hyperopia of 5.0 dioptres or greater (spherical equivalent) in 1 eye
(See para _A.18 of explanatory notes to this Category)
10802 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients with astigmatism of 3.0 dioptres or greater in 1 eye
(See para _A.18 of explanatory notes to this Category)
10803 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients with irregular astigmatism in either eye, being a condition the existence of which has been confirmed
by keratometric observation, if the maximum visual acuity obtainable with spectacle correction is worse
than 0.3logMAR (6/12) and if that corrected acuity would be improved by an additional 0.1 logMAR by the
use of a contact lens
(See para _A.18 of explanatory notes to this Category)
10804 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients with anisometropia of 3.0 dioptres or greater (difference between spherical equivalents)
(See para_A.18 of explanatory notes to this Category)
10805 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients with corrected visual acuity of 0.7 logMAR (6/30) or worse in both eyes, being patients for whom a
contact lens is prescribed as part of a telescopic system
(See para _A.18 of explanatory notes to this Category)
10806 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients for whom a wholly or segmentally opaque contact lens is prescribed for the alleviation of
dazzle, distortion or diplopia caused by:
(i)  pathological mydriasis; or
(i)  aniridia; or
(iii)  coloboma of the iris; or
(iv)  pupillary malformation or distortion; or
(v)  significant ocular deformity or corneal opacity
whether congenital, traumatic or surgical in origin
(See para _A.18 of explanatory notes to this Category)
10807 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients who, by reason of physical deformity, are unable to wear spectacles
(See para _A.18 of explanatory notes to this Category)
10808 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
- patients who have a medical or optical condition (other than myopia, hyperopia, astigmatism, anisometropia or
a condition to which item 10806, 10807 or 10808 applies) requiring the use of a contact lens for correction, where the
condition is specified on the patient's account
(See para _A.18 of explanatory notes to this Category)
10809 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
ATTENDANCE FOR THE REFITTING OF CONTACT LENSES with keratometry and testing with trial lenses and the issue of
a prescription, where the patient requires a change in contact lens material or basic lens parameters, other than simple
power change, because of a structural or functional change in the eye or an allergic response within 36 months of the
fitting of a contact lens to which Items 10801 to 10809 apply
(See para A.19 of explanatory notes to this Category)
10816 | Fee: $98.70 Benefit: 75% = $74.05 85% = $83.90
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A.32 Telepsychiatry
A.32.1  Telepsychiatry is defined as electronic transmission of psychiatric consultations, advice or services in digital form
from one location to another using a data communication link provided by a third party carrier, or carriers. It requires the
providers to comply with the International Telecommunications Union Standards which cover all types of videoconferencing
from massive bandwidth to internet use. If X-rays are required for a psychiatric consultation then the consultant psychiatrist
must comply with the DICOM Standards.
A32.2  Education and Training
Consultant Psychiatrists must have completed the online Telepsychiatry Certification Module available on the Royal
Australian and New Zealand College of Psychiatrists (RANZCP) website. The RANZCP will keep a register of those
consultant psychiatrists who have completed the online Telepsychiatry Certification Module and make it available to the
Health Insurance Commission (HIC) for auditing purposes.
A.32.3  Duration of Telepsychiatry Consultation
For items 353 to 358 the time provides a range of options equal to those provided in items 300 to 308 to allow for the
appropriate treatment depending on the requirements of the treatment plan.
A324  Number of Consultations in a Calendar Year
Items 353 to 358 may only be claimed for up to a maximum of 12 consultations in aggregate for each patient in a calendar year. After every
fourth telepsychiatry session the consultant psychiatrist must see the patient face-to-face. Items 364 to 370 may be claimed for up to a
maximum of three face-to-face consultations for each patient per calendar year. Items 364 to 370 must be used to ensure that Medicare
payments continue for further telepsychiatry consultations.
If the number of attendances in aggregate to which items 300 to 308 and items 353 to 370 apply exceeds 50 for a single patient in any
calendar year, any further attendances on that patient in that calendar year would be covered by items 310 to 318.
A.32.5 Documenting the Telepsychiatry Session
For items 353 to 370 the psychiatrist must keep a record of the treatment provided during an episode of care via telepsychiatry sessions or
face-to-face consultations and must convey this in writing to the referring medical practitioner after the first session and then, at a
minimum, after every six consultations.
A.32.6  Geographical
Telepsychiatry items 353 to 358 are available for use when a consultant psychiatrist is located in the following Statistical Local Areas
(SLAs):
M1 (Capital City Urban Centre)
M2 (Other Metropolitan Urban Centre population 100,000+)
R1 (Large Rural Centre population 25,000 to 99,000)
And a referred patient is located in:
R1 (Large Rural Centre population 25,000 to 99,000)
R2 (Small Rural Centre population 10,000 to 24,999)
R3 (Other Rural Area population <10,000)
Reml (Remote Centre population 5,000+)
Rem?2 (Other remote area population <5,000+)
The consultant psychiatrist cannot be located in the same SLA as the patient. For example:
1. A consultant psychiatrist conducts telepsychiatry consultations with a patient from his/her consulting rooms in Sydney
CBD to the patient who is located in Albury, NSW. The consultant also visits Albury once a month as part of a "fly-in,
fly-out" psychiatry service. When the consultant is in Albury and a consultation is required, he/she must conduct a
face-to-face session with the patient. If 4 telepsychiatry session have already been conducted the consultant
psychiatrist would claim an item in the ranges 364 to 370. If less than 4 telepsychiatry sessions have been conducted
then the psychiatrist would use the current items 300 to 308.
2. If a consultant psychiatrist is located in Ballarat and the patient is also in Ballarat, the consultant would not be
permitted to claim Medicare items for a consultation via telepsychiatry.
A32.7 Formal Review
A formal review mechanism will be developed to monitor the effectiveness of the Telepsychiatry items.



CONSULTANT PSYCHIATRIST CONSULTANT PSYCHIATRIST

GROUP A8 - CONSULTANT PSYCHIATRIST ATTENDANCES TO WHICH NO OTHER ITEM APPLIES

CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION VIA TELEPSYCHIATRY FOR ASSESSMENT,
DIAGNOSIS AND TREATMENT

A telepsychiatry consultation by a consultant physician in the practice of his or her specialty of PSYCHIATRY (not being an
attendance to which items 300 to 319 apply), where:
-the patient is referred to him or her by a medical practitioner for assessment, diagnosis and/or treatment,
-that consultation and any other consultation to which items 353 to 358 apply, have not exceeded 12 consultations in a
calendar year,
-a minimum of one face-to-face consultation (items 364 to 370) is conducted with the patient after every fourth
telepsychiatry consultation, and
-any other attendance to which items 300 to 308 and 353 to 370 apply, have not exceeded the sum of 50 attendances in a
calendar year.

A telepsychiatry consultation of not more than 15 minutes duration.

T (See para A.32 of explanatory notes to this Category)
353 Fee: $40.40 Benefit: 75% = $30.30 85% = $34.35
A telepsychiatry consultation of more than 15 minutes duration but not more than 30 minutes duration.
T (See para A.32 of explanatory notes to this Category)
355 Fee: $80.65 Benefit: 75% = $60.50 85% = $68.60
A telepsychiatry consultation of more than 30 minutes duration but not more than 45 minutes duration.
1 (See para A.32 of explanatory notes to this Category)
356 Fee: $118.25 Benefit: 75% = $88.70 85% = $100.55
A telepsychiatry consultation of more than 45 minutes duration but not more than 75 minutes duration
T (See para A.32 of explanatory notes to this Category)
357 Fee: $163.20 Benefit: 75% = $122.40 85% = §138.75
A telepsychiatry consultation of more than 75 minutes duration
T (See para A.32 of explanatory notes to this Category)
358 Fee: $198.80 Benefit: 75% = $149.10 85% = $169.00
CONSULTANT PSYCHIATRIST, REFERRED CONSULTATION FOR ASSESSMENT, DIAGNOSIS AND
TREATMENT FOLLOWING TELEPSYCHIATRY
Professional attendance by a consultant physician in the practice of his or her specialty of PSYCHIATRY, where:
-the patient is referred to him or her by a medical practitioner,
-that attendance occurs following four telepsychiatry consultations (items 353 to 358),
- where that attendance and any other attendance to which items 364 to 370 apply does not exceed three consultations per
patient in a calendar year.
-any other attendance to which items 300 to 308 and 353 to 370 apply, have not exceeded the sum of 50 attendances in a
calendar year.
These items may only be used after every fourth telepsychiatry consultation conducted in accordance with items 353 to 358.
A face-to-face attendance of not more than 15 minutes duration.
T (See para A.32 of explanatory notes to this Category)
364 Fee: $35.10 Benefit: 75% = $26.35 85% = $29.85
A face-to-face attendance of more than 15 minutes duration but not more than 30 minutes duration
1 (See para A.32 of explanatory notes to this Category)
366 Fee: $70.15 Benefit: 75% = $52.65 85% = $59.65
A face-to-face attendance of more than 30 minutes duration but not more than 45 minutes duration.
T (See para A.32 of explanatory notes to this Category)
367 Fee: $102.80 Benefit: 75% = $77.10 85% = $87.40
A face-to-face attendance of more than 45 minutes duration but not more than 75 minutes duration
T (See para A.32 of explanatory notes to this Category)
369 Fee: $141.90 Benefit: 75% = $106.45 85% = $120.65
A face-to-face attendance of more than 75 minutes duration.
1 (See para A.32 of explanatory notes to this Category)
370 Fee: $172.85 Benefit: 75% = $129.65 85% = $146.95




DIAGNOSTIC PROCEDURES AND
INVESTIGATIONS

CATEGORY 2






CATEGORY 2 - DIAGNOSTIC PROCEDURES AND INVESTIGATIONS

EXPLANATORY NOTES

Para No.
Miscellaneous Diagnostic Procedures and Investigations
AUAIOLOZY SETVICES...uveuveuienieiiieieeieiietietestestesteeteete et eaessessessessessesseeseenseseeseeseeseessens D1.8
BONE DENSItOMELIY ....ovevieeviiieeieiieiieieietee sttt tesae e ssesaesseeseeseeneeneen D1.18
Computerised Perimetry..........cccccevenenen. .D1.4

ECG Recording of Ambulatory Patient....

ECG Signal Averaged Recording.............
ElectrocoChleography.........coevieiieieieieieieiet ettt ettt
ElectroretinO@IapI . ....cc.eovieuietietietietietiettetetet ettt
Epicutaneous Patch Testing ....DL.
Investigation of Central Nervous System Evoked Responses ...........cccceeeverenenncnne. D1.2
Investigation of Vascular DiSEase..........ccceruerierienierienienienienesceieeeeeee e Dl1.11
Investigation for Sleep Apnoea......

Non-determinate Audiometry ...

Neuromuscular Diagnosis ..........
OIDItA] CONLENLS. ...ttt ettt be e eaenenens .
Oto-Acoustic Emission AUdiOmEtry ........cccoeereirienieinieineeieseeeiee s D1.9
Respiratory Function Tests
Twelve Lead ECG......cooiviiiiiiiieiiiccirececeeece ettt
Twelve Lead ECG, RepOrt ONly........cccecveierierierierienene et D1.13

SCHEDULE OF SERVICES

Item No.
GROUP D1 MISCELLANEOUS DIAGNOSTIC PROCEDURES
AND INVESTIGATIONS
Subgroup 1 NEUIOLOZY ...ttt bbb 11000-11027
2 OphthalmolOogy.......coeviiriiriieieieeeee s 11200-11243
3 OtolaryNZOLOZY .vevevieiieiieiieiieiiet ettt st 11300-11339
4 RESPITALOTY ...ttt 11500-11512
5 VASCUIAT ..ot 11600-11627
6 Cardiovascular 11700-11724
7 Gastroenterology & Colorectal...........cecoviiiirieiieniiiieeeeeeeeeeens 11800-11833
8 Genito/Urinary Physiological Investigations............cc.ceceveereereinencnnnns 11900-11921
9 Allergy Testing 12000-12021
10 Other .......cc....... 12200-12321
GROUP D2 NUCLEAR MEDICINE (NON-IMAGING) ....ccoveuieirieriniieicreineeicienenenae 12500-12533

93

Page No.

95
97
95
96
97
95
95
97
95
96
97
95
95
95
95
96
96
96

Page No.

100
100
102
103
103
104
105
106
106
107

111






CATEGORY 2 - DIAGNOSTIC PROCEDURES AND INVESTIGATIONS

EXPLANATORY NOTES
MISCELLANEOUS DIAGNOSTIC PROCEDURES AND INVESTIGATIONS

D1.1 Neuromuscular Diagnosis (Item 11012)

DI1.1.1  Based on advice from the Australian Association of Neurologists, Medicare benefits are not payable under Item
11012 for quantitative sensory nerve testing using ‘“Neurometer CPT” diagnostic devices. The advice indicated that
the device was still in the evaluation and research stage and did not have widespread clinical application.

D1.2 Investigation of Central Nervous System Evoked Responses (Items 11024 and 11027)

DI1.2.1  In the context of these items a study refers to one or more averaged samples of electrical activity recorded from
one or more sites in the central nervous system in response to the same stimulus.

D1.2.2  Second or subsequent studies refer to either stimulating the point of stimulation (e.g. right eye or left
median nerve) with a different stimulus or stimulating another point of stimulation (e.g. left eye or right median nerve).
DI1.2.3  Items 11024 and 11027 are not intended to cover bio-feedback techniques.

D1.3 Electroretinography (Items 11204, 11205, 11210, 11211)
D1.3.1  Current professional guidelines and standards for electroretinography, electroculography and pattern retinography
are produced by the International Society for Clinical Electrophysiology of Vision (ISCEV).

D1.4 Computerised Perimetry (Items 11222 and 11225)

D1.4.1  These items relate to computerised perimetry (bilateral or unilateral) where a third or subsequent
examination becomes necessary in a 12 month period. As indicated in the descriptions, these items apply only where a
further examination is indicated in the presence of one of the following conditions:-

established glaucoma where surgery is being considered or has been performed, and where there has been
definite progression of damage over a 12 month period;

established neurologic disease which may be progressive; or

for the monitoring of systemic drug toxicity, where there is also other disease such as glaucoma
or neurologic disease.

D1.42  Claims for benefits in respect of Items 11222 and 11225 should be accompanied by clinical details confirming the
presence of one of the above conditions. The claim and the additional information should be lodged with Medicare,
for referral to the Central Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.7 of
the General Explanatory Notes.)

D1.5 Orbital Contents (Items 11240, 11241, 11242, 11243)
DI1.5.1  Where an additional service is necessary items 11242 and 11243 should be utilised.

D1.6 Electrocochleography (Item 11304)
DI1.6.1  This item refers to electrochleography with insertion of electrodes through the tympanic membrane.

D1.7 Non-determinate Audiometry (Item 11306)
D1.7.1  This refers to screening audiometry covering those services, one or more, referred to in Items 11309-11321 when not
performed under the conditions set out in paragraph D1.8.1.

D1.8 Audiology Services (Items 11309 - 11321)
D1.8.1 A medical service specified in Items 11309 to 11321 shall be taken to be a medical service for the purposes of
payment of benefits if, and only if] it is rendered:
(a) in conditions that allow the establishment of determinate thresholds;
(b) in a sound attenuated environment with background noise conditions that comply with Australian Standard
AS 1269.3.1998 of the Standards Association of Australia, being that Standard as in force or existing on 1
August 1987; and
() using calibrated equipment that complies with Australian Standard AS 2586-1983 of the Standards
Association of Australia, being that Standard as in force or existing on 1 August 1987.

D.1.9 Oto-acoustic Emission Audiometry (Item 11332)
D1.9.1  Medicare benefits are not payable under Item 11332 for routine screening of infants. The equipment used to provide
this service must be capable of displaying the recorded emission and not just a pass/fail indicator.
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D1.10 Respiratory Function Tests (Item 11503)
D1.10.1 The investigations listed hereunder would attract benefits under Item 11503. This list has been prepared in
consultation with the Thoracic Society of Australia and New Zealand.

(a) Carbon monoxide diffusing capacity by any method

(b) Absolute lung volumes by any method

(o) Assessment of arterial carbon dioxide tension or cardiac output - re breathing method

(d) Assessment of pulmonary distensibility involving measurement of lung volumes and oesophageal pressure

(e) Measurement of airway or pulmonary resistance by any method

® Measurement of respiratory muscle strength involving the measurement of trans-diaphragmatic or
oesophageal pressures

(2) Assessment of phrenic nerve function involving percutaneous stimulation and measurement of the
compound action potential of the diaphragm

(h) Measurement of the resistance of the anterior nares or pharynx

(1) Inhalation provocation testing, including pre-provocation spirometry, the construction of a dose response
curve, using histamine, cholinergic agents or non-istonic fluids and post-bronchodilator spirometry

)] Exercise testing using incremental workloads with monitoring of ventilatory and cardiac responses at rest,
during exercise and recovery on premises equipped with a mechanical ventilator and defibrillator

(k) Tests of distribution of ventilation involving inhalation of inert gases

)] Measurement of gas exchange involving simultaneous collection of arterial blood and expired air with
measurements of the partial pressures of oxygen and carbon dioxide in gas and blood

(m) Multiple inert gas elimination techniques for measuring ventilation perfusion ratios in the lung

(n) Continuous monitoring of pulmonary function other than spirometry, tidal breathing and minute ventilation, of
at least 6 hours duration

(0) Ventilatory and/or occlusion pressure responses to progressive hypercapnia and progressive hypoxia

(p) Monitoring pulmonary arterial pressure at rest or during exercise

(@ Measurement of the strength of inspiratory and expiratory muscles at multiple lung volumes

(r) Measurement of the respiratory muscle endurance/fatigability by any technique

(s) Measurement of respiratory muscle strength before and after intravenous injection of placebo and
anticholinesterase drugs

) Simulated altitude test involving exposure to hypoxic gas mixtures and measurement of ventilation, heart
rate and oxygen saturation at rest and/or during exercise and observation of the effect of supplemental
oxygen

(u) Inhalation provocation testing to specific sensitising agents

) Spirometry performed before and after simple exercise testing undertaken as a provocation test for the

investigation of asthma, in premises capable of performing complex lung function tests and equipped with a
mechanical ventilator and defibrillator.

D1.11 Investigations of Vascular Disease (Items 11603-11624)
D1.11.1 These items relate to examinations performed in the investigation of vascular disease. The fees include components for
interpretation of the results and provision of the report which must be performed by a medical practitioner.

D1.12 Twelve-lead Electrocardiography (Item 11700)

D1.12.1 Benefits are precluded under this item unless a full 12-lead ECG is performed. Examinations involving less than
twelve leads are regarded as part of the accompanying consultation. A 12-lead ECG refers to the recordings produced of 12
views of the heart by various combinations of placement of electrodes.

D1.13 Twelve-lead Electrocardiography, Report Only (Item 11701)

D1.13.1 This item provides a benefit where tracings are referred to a medical practitioner for a report without an attendance on
the patient by that practitioner. Where a patient is referred to a consultant for a consultation and takes ECG tracings with
him/her, a separate benefit is not payable for the consultant's interpretation of the tracings.

D1.14 Electrocardiographic (ECG) Recording of Ambulatory Patient (Items 11708, 11709)

D1.14.1 Medicare benefits are not payable for ambulatory blood pressure monitoring (under Item 11708 or 11709 or any  other
item). Likewise, where blood pressure monitoring and continuous ECG recording are undertaken conjointly on an ambulatory
patient for 12 hours or more, benefits are not payable for the blood pressure monitoring or for the continuous

ECG recording under Item 11708 or 11709.

D1.14.2 Items 11708 and 11709 require the continuous ECG recording of an ambulatory patient for twelve hours or more. Benefits
are only payable under these items if the ECG data is analysed and reported on by a specialist physician or consultant
physician.

D1.14.3 The changing of a tape or batteries is regarded as a continuation of the service and does not constitute a separate service for
benefit purposes. Where a recording is analysed and reported on and a decision is made to undertake a further period of monitoring,
the second episode would be regarded as a separate service.
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D1.15 Signal Averaged ECG Recording (Item 11713)
D1.15.1 Benefits are only payable under this item if the ECG data is analysed and reported on by a specialist physician or a
consultant physician.

D1.16 Epicutaneous Patch Testing (Items 12012, 12015 & 12018)
D1.16.1 A standard epicutaneous patch test battery refers to the European Standard Series or the International Contact
Research Group Standard Series.

D1.17 Investigations for Sleep Apnoea (Items 12203, 12207, 12210, 12213, 12215 and 12217)

D1.17.1 A “qualified adult sleep medicine practitioner” as described in Items 12203 and 12207, a “qualified paediatric sleep
medicine practitioner” as described in Items 12210 and 12213 and a “qualified sleep medicine practitioner” as described in Items
12215 and 12217 means:

For practitioners who commence providing sleep studies before 1 March 1999:

(a) a person who, before 1 March 1999, has been assessed by the Credentialling Subcommittee (the Credentialling
Subcommittee) of the Specialist Advisory Committee in Thoracic and Sleep Medicine of the Royal Australasian College of
Physicians as having sufficient training and experience in either adult or paediatric sleep medicine to be competent in
independent clinical assessment and management of patients with respiratory sleep disorders and in reporting sleep studies; or

(b) a person who, before 1 March 1999, has been assessed by the Credentialling Subcommittee as having substantial
training or experience in either adult or paediatric sleep medicine but as requiring further specified training or experience in
sleep medicine to be competent in independent clinical assessment and management of patients with respiratory sleep
disorders and in reporting sleep studies. This will apply for two years after the assessment; or

(c) a person mentioned in paragraph (b) who has finished the training or gained the experience specified for that
person that has been verified by the Credentialling Subcommittee; OR

For practitioners who commence providing sleep studies after 1 March 1999

(d) a person who after completing at least 12 months core training, including clinical practice in sleep medicine and in
reporting sleep studies, has attained Level I or Level II of the Advanced Training program in either Adult or Paediatric Sleep
Medicine of the Thoracic Society of Australia and New Zealand and the Australasian Sleep Association; or"

(e) a person whom the Specialist Advisory Committee in Thoracic and Sleep Medicine of the Royal Australasian
College of Physicians has recognised, in writing, as having training equivalent to the training mentioned in paragraph (d)
above.

DI1.17.2 In relation to paragraph (d) of these items, generally, the patient should be seen in consultation by a qualified sleep
medicine practitioner to determine the necessity for the investigation unless the necessity has been clearly established by
other means.

D1.17.3 TItem 12207 relates to overnight investigation of sleep aponea where a fourth or subsequent investigation becomes
necessary in a twelve month period where all of the following conditions apply:-
the patient has severe cardio-respiratory failure; and
previous studies have demonstrated failure of continuous positive airway pressure or oxygen; and
the study is for the adjustment and/or testing of the effectiveness of a positive pressure ventilatory support device (other than
nasal continuous positive airway pressure)

DI1.17.4 Items 12215 and 12217 relate to overnight investigation for sleep apnoea where a fourth or subsequent investigation
becomes necessary in a twelve month period when therapy with Continuous Positive Airway Pressure (CPAP), bilevel pressure
support and/or ventilation is instigated or in the presence of recurring hypoxia and supplemental oxygen is required.

D1.17.5 Claims for benefits in respect of items 12207, 12215 and 12217 should be accompanied by clinical details confirming
the presence of the conditions set out in D1.17.3 and D1.17.4. The claim and the additional information should be lodged with
Medicare, for referral to the Central Office of the Commission, in a sealed envelope marked “Medical-in- Confidence”. (see
note 8.7 of the General Explanatory Notes.)

D1.18 Bone Densitometry (Items 12306 to 12321)
D1.18.1 Item 12321 is intended to allow for bone mineral density measurement following a significant change in therapy - e.g.
a change in the class of drugs - rather than for a change in the dosage regimen.
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D1.18.2 An examination under any of these items covers the measurement of 2 or more sites, interpretation and provision of
areport. Two or more sites must include the measurement of bone density of the lumbar spine and proximal femur. If technical
difficulties preclude measurement at these sites, other sites can be used for the purpose of measurements. The measurement of
bone mineral density at both forearms or both heels or in combination is excluded for the purpose of Medicare benefit.

Referrals
D1.18.3 Bone densitometry services are available on the basis of referral by a medical practitioner to a specialist or

consultant physician. However, providers of bone densitometry to whom a patient is referred for management may determine that a
bone densitometry service is required in line with the provisions of Items 12306, 12309, 12312, 12315, 12318 and 12321.

D1.18.4 For Items 12306 and 12309 the referral should specify the indication for the test, namely:

(a) 1 or more fractures occurring after minimal trauma; or
(b) monitoring of low bone mineral density proven by previous bone densitometry.

D1.18.5 For Item 12312 the referral should specify the indication for the test, namely:

(a) prolonged glucocorticoid therapy;

(b) conditions associated with excess glucocorticoid secretion;

() male hypogonadism; or

(d) female hypogonadism lasting more than 6 months before the age of 45.

D1.18.6 For Item 12315 the referral should specify the indication for the test, namely:

(a) primary hyperparathyroidism;

(b) chronic liver disease;

(c) chronic renal disease;

(d) proven malabsorptive disorders;

(e) rheumatoid arthritis; or

® conditions associated with thyroxine excess.

D1.18.7 For Item 12318 the referral should specify the indication for the test, namely:

(a) prolonged glucocorticoid therapy;

(b) conditions associated with excess glucocorticoid secretion;

(c) male hypogonadism;

(d) female hypogonadism lasting more than 6 months before the age of 45;
(e) primary hyperparathyroidism;

63} chronic liver disease;

(2) chronic renal disease;

(h) proven malabsorptive disorders;

1) rheumatoid arthritis; or

)] conditions associated with thyroxine excess.

Definitions

D1.18.8 Low bone mineral density is present when the bone (organ) mineral density falls more than 1.5 standard deviations
below the age matched mean or more than 2.5 standard deviations below the young normal mean at the same site and in the same
gender.

D1.18.9 For Items 12312 and 12318

(a) 'Prolonged glucocorticoid therapy' is defined as the commencement of a dosage of inhaled
glucocorticoid equivalent to or greater than 800 micrograms beclomethasone dipropionate or
budesonide per day; or

(b) a supraphysiological glucocorticoid dosage equivalent to or greater than 7.5 mg prednisolone in an
adult taken orally per day for a period anticipated to last for at least 4 months.

D1.18.10 For Items 12312 and 12318

(a) Male hypogonadism is defined as serum testosterone levels below the age matched normal range.
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(b) Female hypogonadism is defined as serum oestrogen levels below the age matched normal range.
D1.18.11 For Items 12315 and 12318

A malabsorptive disorder is defined as one or more of the following:

(a) malabsorption of fat, defined as faecal fat estimated at greater than 18 gm per 72 hours on a
normal fat diet; or

(b) bowel disease with presumptive vitamin D malabsorption as indicated by a sub-normal circulating 25-
hydroxyvitamin D level; or

() histologically proven Coeliac disease.
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DIAGNOSTIC NEUROLOGY

GROUP D1 - MISCELLANEOUS DIAGNOSTIC PROCEDURES AND INVESTIGATIONS

SUBGROUP 1 - NEUROLOGY

ELECTROENCEPHALOGRAPHY, not being a service: (a)
associated with a service to which item 11003, 11006 or 11009 applies; or
(b)  involving quantitative topographic mapping using neurometrics or similar devices (Anaes.)

11000 | Fee: $99.80 Benefit: 75% = $74.85 85% = $84.85
ELECTROENCEPHALOGRAPHY, prolonged recording of at least 3 hours duration, not being a service: (a)
associated with a service to which item 11000, 11006 or 11009 applies; or
(b) involving quantitative topographic mapping using neurometrics or similar devices

11003 | Fee: $264.10 Benefit: 75% = $198.10 85% = $224.50
ELECTROENCEPHALOGRAPHY, temporosphenoidal, not being a service involving quantitative topographic mapping
using neurometrics or similar devices

11006 | Fee: $135.40 Benefit: 75% = $101.55 85% =$115.10
ELECTROCORTICOGRAPHY

11009 | Fee: $184.65 Benefit: 75% = $138.50 85% = $157.00
NEUROMUSCULAR ELECTRODIAGNOSIS conduction studies on 1 nerve OR ELECTROMYOGRAPHY of 1 or
more muscles using concentric needle electrodes OR both these examinations (not being a service associated with a service to
which item 11015 or 11018 applies)
(See para D1.1 of explanatory notes to this Category)

11012 | Fee: $90.75 Benefit: 75% = $68.10 85% =$77.15
NEUROMUSCULAR ELECTRODIAGNOSIS conduction studies on 2 or 3 nerves with or without electromyography (not being
a service associated with a service to which item 11012 or 11018 applies)

11015 |Fee: $121.55 Benefit: 75% = $91.20 85% =$103.35
NEUROMUSCULAR ELECTRODIAGNOSIS conduction studies on 4 or more nerves with or without electromyography OR
recordings from single fibres of nerves and muscles OR both of these examinations (not being a service associated with a service to|
which item 11012 or 11015 applies)

11018 | Fee: $181.60 Benefit: 75% = $136.20 85% = $154.40
NEUROMUSCULAR ELECTRODIAGNOSIS repetitive stimulation for study of neuromuscular conduction
OR electromyography with quantitative computerised analysis OR both of these examinations

11021 | Fee: $121.55 Benefit: 75% = $91.20 85% =$103.35
CENTRAL NERVOUS SYSTEM EVOKED RESPONSES, INVESTIGATION OF, by computerised averaging techniques, not
being a service involving quantitative topographic mapping of event-related potentials - 1 or 2 studies
(See para D1.2 of explanatory notes to this Category)

11024 | Fee: $92.35 Benefit: 75% = $69.30 85% = $78.50
CENTRAL NERVOUS SYSTEM EVOKED RESPONSES, INVESTIGATION OF, by computerised averaging techniques, not
being a service involving quantitative topographic mapping of event-related potentials - 3 or more studies
(See para D1.2 of explanatory notes to this Category)

11027 | Fee: $136.95 Benefit: 75% = $102.75 85% =$116.45

SUBGROUP 2 - OPHTHALMOLOGY

PROVOCATIVE TEST OR TESTS FOR GLAUCOMA, including water drinking Fee:

11200 |$33.05 Benefit: 75% = $24.80 85% = $28.10
TONOGRAPHY in the investigation or management of glaucoma, 1 or both eyes using an electrical tonography
machine producing a directly recorded tracing

11203 | Fee: $55.90 Benefit: 75% = $41.95 85% = $47.55
ELECTRORETINOGRAPHY of one or both eyes by computerised averaging techniques, including 3 or more studies performed
according to current professional guidelines or standards
(See para D1.3 of explanatory notes to this Category)

11204 | Fee: $87.75 Benefit: 75% = $65.85 85% = $74.60
ELECTROOCULOGRAPHY of one or both eyes performed according to current professional guidelines or standards
(See para D1.3 of explanatory notes to this Category)

11205 | Fee: $87.75 Benefit: 75% = $65.85 85% = $74.60
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DIAGNOSTIC OPHTHALMOLOGY

PATTERN ELECTRORETINOGRAPHY of one or both eyes by computerised averaging techniques, including 3 or more studies
performed according to current professional guidelines or standards
(See para D1.3 of explanatory notes to this Category)

11210 | Fee: $87.75 Benefit: 75% = $65.85 85% = $74.60
DARK ADAPTOMETRY of one or both eyes with a quantitative (log cd/m2) estimation of threshold in log lumens at 45 minutes
of dark adaptations
(See para D1.3 of explanatory notes to this Category)
11211  |Fee: $87.75 Benefit: 75% = $65.85 85% = $74.60
OPTIC FUNDI, examination of, following intravenous dye injection
11212 | Fee: $56.90 Benefit: 75% = $42.70 85% = $48.40
RETINAL PHOTOGRAPHY, multiple exposures of 1 eye with intravenous dye injection
11215 | Fee: $99.70 Benefit: 75% = $74.80 85% = $84.75
RETINAL PHOTOGRAPHY, multiple exposures of both eyes with intravenous dye injection
11218 | Fee: $123.15 Benefit: 75% = $92.40 85% = $104.70
FULL QUANTITATIVE COMPUTERISED PERIMETRY - (automated absolute static threshold) performed by or on behalf of a
specialist in the practice of his or her specialty, where indicated by the presence of relevant ocular disease or suspected pathology
of the visual pathways or brain with assessment and report, bilateral - to @ maximum of 2 examinations (including examinations
to which item 11224 applies) in any 12 month period
11221 | Fee: 854.95 Benefit: 75% = $41.25 85% = §46.75
FULL QUANTITATIVE COMPUTERISED PERIMETRY (automated absolute static threshold), performed by or on behalf of a
specialist in the practice of his or her specialty, with assessment and report, bilateral, where it can be demonstrated that a further
examination is indicated in the same 12 month period to which Item 11221 applies due to presence of 1 of the
following conditions:-
established  glaucoma  (where  surgery is  being  considered)  where there has  been
definite progression of damage over a 12 month period;
established neurologic disease which may be progressive; or
for the monitoring of systemic drug toxicity, where there is also other disease such as glaucoma or
neurologic disease
- each additional examination
(See para D1.4 and D1.6 of explanatory notes to this Category) Fee:
11222 | $54.95 Benefit: 75% = $41.25 85% = $46.75
FULL QUANTITATIVE COMPUTERISED PERIMETRY - (automated absolute static threshold) performed by or on behalf of a
specialist in the practice of his or her specialty, where indicated by the presence of relevant ocular disease or suspected pathology
of the visual pathways or brain with assessment and report, unilateral - o a maximum of 2 examinations (including examinations
to which item 11221 applies) in any 12 month period -
11224 | Fee: $33.10 Benefit: 75% = $24.85 85% = $28.15
FULL QUANTITATIVE COMPUTERISED PERIMETRY - (automated absolute static threshold), performed by or on behalf of
a specialist in the practice of his or her specialty, with assessment and report, unilateral, where it can be demonstrated that a
further examination is indicated in the same 12 month period to which item 11224 applies due to presence of one
of the following conditions:-
established  glaucoma  (where  surgery is  being  considered) = where there has  been
definite progression of damage over a 12 month period;
established neurologic disease which may be progressive; or
. for the monitoring of systemic drug toxicity, where there is also other disease such as glaucoma or neurologic
disease
- each additional examination
(See para D1.4 and D1.6 of explanatory notes to this Category) Fee:
11225 |$33.10 Benefit: 75% = $24.85 85% = $28.15
EXAMINATION OF THE EYE BY IMPRESSION CYTOLOGY OF CORNEA for the investigation of ocular surface dysplasia,
including the collection of cells, processing and all cytological examinations and preparation of report
11235 | Fee: $99.45 Benefit: 75% = $74.60 85% = $84.55
ORBITAL CONTENTS, ultrasonic echography of, unidimensional, for one eye, not being a service associated with a service to
which items in Group I1 apply
(See para D1.5 of explanatory notes to this Category)
11240 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
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DIAGNOSTIC OTOLARYNGOLOGY

ORBITAL CONTENTS, ultrasonic echography of, unidimensional, for both eyes, not being a service associated with a service to
which items in Group 11 apply
(See para D1.5 of explanatory notes to this Category)

11241 | Fee: $84.05 Benefit: 75% = $63.05 85% =871.45
ORBITAL CONTENTS, ultrasonic echography of, unidimensional, for the measurement of an eye previously measured and on
which lens surgery has been performed, and where further lens surgery is contemplated in that eye, not being a service associated
with a service to which items in Group 11 apply
(See para D1.5 of explanatory notes to this Category)
11242 | Fee: $65.00 Benefit: 75% = $48.75 85% = $55.25
ORBITAL CONTENTS, ultrasonic echography of, unidimensional, for the measurement of a second eye where surgery for the
first eye has resulted in more than 1 dioptre of error or where more than 3 years have elapsed since the sugery for the first eye, not
being a service associated with a service to which items in Group 11 apply
(See para D1.5 of explanatory notes to this Category)
11243 | Fee: $65.00 Benefit: 75% = $48.75 85% = $55.25
SUBGROUP 3 - OTOLARYNGOLOGY
BRAIN stem evoked response audiometry (Anaes.)
11300 | Fee: $156.05 Benefit: 75% = $117.05 85% = $132.65
ELECTROCOCHLEOGRAPHY, extratympanic method, 1 or both ears
11303 | Fee: $156.05 Benefit: 75% = $117.05 85% = $132.65
ELECTROCOCHLEOGRAPHY, transtympanic membrane insertion technique, 1 or both ears
(See para D1.6 of explanatory notes to this Category)
11304 | Fee: $256.95 Benefit: 75% = $192.75 85% = $218.45
Nondeterminate AUDIOMETRY
(See para D1.7 of explanatory notes to this Category)
11306 | Fee: $17.80 Benefit: 75% = $13.35 85% =$15.15
AUDIOGRAM, air conduction
(See para D1.8 of explanatory notes to this Category)
11309 | Fee: $21.30 Benefit: 75% = $16.00 85% =$18.15
AUDIOGRAM, air and bone conduction or air conduction and speech discrimination
(See para D1.8 of explanatory notes to this Category)
11312 | Fee: $30.10 Benefit: 75% = $22.60 85% = $25.60
AUDIOGRAM, air and bone conduction and speech
(See para D1.8 of explanatory notes to this Category)
11315 | Fee: $39.90 Benefit: 75% = $29.95 85% = $33.95
AUDIOGRAM, air and bone conduction and speech, with other Cochlear tests
(See para D1.8 of explanatory notes to this Category)
11318 | Fee: $49.20 Benefit: 75% = $36.90 85% = $41.85
GLYCEROL INDUCED COCHLEAR FUNCTION CHANGES assessed by a minimum of 4 air conduction and speech
discrimination tests (Klockoff's tests)
(See para D1.8 of explanatory notes to this Category)
11321 Fee: $93.55 Benefit: 75% = $70.20 85% = $79.55
IMPEDANCE AUDIOGRAM involving tympanometry and measurement of static compliance and acoustic reflex performed by,
or on behalf of, a specialist in the practice of his or her specialty, where the patient is referred by a medical practitioner - not being
a service associated with a service to which item 11309, 11312, 11315 or 11318 applies
11324 | Fee: $26.65 Benefit: 75% = $20.00 85% = $22.70
IMPEDANCE AUDIOGRAM involving tympanometry and measurement of static compliance and acoustic reflex performed by,
or on behalf of, a specialist in the practice of his or her specialty, where the patient is referred by a medical practitioner - being a
service associated with a service to which item 11309, 11312, 11315 or 11318 applies
11327 | Fee: $16.00 Benefit: 75% = $12.00 85% = $13.60
IMPEDANCE AUDIOGRAM where the patient is not referred by a medical practitioner - 1 examination in any 4 week period
11330 | Fee: $6.40 Benefit: 75% = $4.80 85% =$5.45
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DIAGNOSTIC RESPIRATORY

11332

OTO-ACOUSTIC EMISSION AUDIOMETRY for the detection of permanent congenital hearing impairment, performed by or
on behalf of a specialist or consultant physician, on an infant or child who is at risk due to one or more of the following

factors:-
@) admission to a neonatal intensive care unit; or
(i1) family history of hearing impairment; or
(iii) intra-uterine or perinatal infection (either suspected or confirmed); or
@iv) birthweight less than 1.5kg; or
W) craniofacial deformity: or
(vi) birth asphyxia; or
(vii) chromosomal abnormality, including Down's Syndrome; or
(viii) exchange transfusion;
and where:-

- the patient is referred by another medical practitioner; and

- middle ear pathology has been excluded by specialist opinion

(See para D1.9 of explanatory notes to this Category)

Fee: $47.45 Benefit: 75% = $35.60 85% = $40.35

11333

CALORIC TEST OF LABYRINTH OR LABYRINTHS
Fee: $36.15 Benefit: 75% = $27.15 85% = $30.75

11336

SIMULTANEOUS BITHERMAL CALORIC TEST OF LABYRINTHS
Fee: $36.15 Benefit: 75% = $27.15 85% = $30.75

11339

ELECTRONYSTAGMOGRAPHY
Fee: $36.15 Benefit: 75% = $27.15 85% = $30.75

SUBGROUP 4 - RESPIRATORY

11500

BRONCHOSPIROMETRY, including gas analysis
Fee: $135.40 Benefit: 75% = $101.55 85% =$115.10

11503

MEASUREMENT OF THE MECHANICAL OR GAS EXCHANGE FUNCTION OF THE RESPIRATORY SYSTEM, OR OF
RESPIRATORY MUSCLE FUNCTION, OR OF VENTILATORY CONTROL MECHANISMS, using measurements of various
parameters including pressures, volumes, flow, gas concentrations in inspired or expired air, alveolar gas or blood,
electrical activity of muscles (the tests being performed under the supervision of a specialist or consultant physician or in the
respiratory laboratory of a hospital) - each occasion at which 1 or more such tests are performed

(See para D1.10 of explanatory notes to this Category)

Fee: $112.45 Benefit: 75% = $84.35 85% = $95.60

11506

MEASUREMENT OF RESPIRATORY FUNCTION involving a permanently recorded tracing performed before and after
inhalation of bronchodilator - each occasion at which 1 or more such tests are performed
Fee: $16.65 Benefit: 75% = $12.50 85% =$14.20

11509

MEASUREMENT OF RESPIRATORY FUNCTION involving a permanently recorded tracing and written report,
performed before and after inhalation of bronchodilator, with continuous technician attendance in a laboratory equipped to
perform complex respiratory function tests (the tests being performed under the supervision of a specialist or consultant
physician or in the respiratory laboratory of a hospital) - each occasion at which 1 or more such tests are performed

Fee: $28.95 Benefit: 75% = $21.75 85% = $24.65

11512

CONTINUOUS MEASUREMENT OF THE RELATIONSHIP BETWEEN FLOW AND VOLUME DURING EXPIRATION
OR INSPIRATION involving a permanently recorded tracing and written report, performed before and after inhalation
of bronchodilator, with continuous technician attendance in a laboratory equipped to perform complex lung function tests (the
tests being performed under the supervision of a specialist or consultant physician or in the respiratory laboratory of a hospital) -
each occasion at which 1 or more such tests are performed

Fee: $50.05 Benefit: 75% = $37.55 85% = $42.55

SUBGROUP 5 - VASCULAR

11600

BLOOD PRESSURE MONITORING (central venous, pulmonary arterial, systemic arterial or cardiac intracavity), by indwelling
catheter - each day of monitoring for each type of pressure up to a maximum of 4 pressures (not being a service to which item
13876 applies and where not performed in association with the administration of anaesthesia)

Fee: $56.15 Benefit: 75% = $42.15 85% = $47.75
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DIAGNOSTIC CARDIOVASCULAR

EXAMINATION OF PERIPHERAL VESSELS AT REST (unilateral or bilateral) excluding the cavernosal artery and dorsa
artery of the penis, with hard copy recordings of wave forms, involving 1 of the following techniques Doppler recordings (pulsed,
continuous wave, or both) of blood flow velocity with or without pulse volume recordings; Doppler recordings involving real time
fast fourier transform analysis; venous occlusion plethysmography; strain-gauge plethysmography; impedance plethysmography;
or photo plethysmography; (not being a service to which item 11612 or 11615 applies) - 1 examination and report

(See para D1.11 of explanatory notes to this Category)

11603 | Fee: $41.90 Benefit: 75% = $31.45 85% = $35.65
- 2 examinations of the kind referred to in item 11603 and report (not being a service associated with a service to which item
11612 or 11615 applies)
(See para D1.11 of explanatory notes to this Category)

11606 | Fee: $59.40 Benefit: 75% = $44.55 85% = $50.50
- 3 or more examinations of the kind referred to in item 11603 and report (not being a service to which item 11612 or 11615
applies)
(See para D1.11 of explanatory notes to this Category)

11609 | Fee: $77.10 Benefit: 75% = $57.85 85% = $65.55
EXAMINATION OF PERIPHERAL VESSELS and report, involving any of the techniques referred to in item 11603, with hard
copy recording of wave forms before measured exercise using a treadmill or bicycle ergometer, and measurement of pressure after
exercise for 10 minutes or until pressure is normal (unilateral or bilateral)
(See para D1.11 of explanatory notes to this Category)

11612 | Fee: $77.10 Benefit: 75% = $57.85 85% = $65.55
MEASUREMENT OF DIGITAL TEMPERATURE, 1 or more digits, (unilateral or bilateral) and report, with hard copy recording
of temperature before and for 10 minutes or more after cold stress testing
(See para D1.11 of explanatory notes to this Category)

11615 | Fee: $61.50 Benefit: 75% = $46.15 85% = §52.30
EXAMINATION OF CAROTID OR VERTEBRAL VESSELS, or both (unilateral or bilateral) with hard copy recordings of
wave forms, involving 1 of the following techniques Doppler real time fast fourier transform analysis; oculoplethysmography,
phonoangiography or both; or periorbital Doppler examination (not being a service associated with a service to which item 55274,
55288 or 55290 applies)
- 1 examination and report
(See para D1.11 of explanatory notes to this Category)

11618 | Fee: $54.70 Benefit: 75% = $41.05 85% = $46.50
- 2 examinations of the kind referred to in item 11618 and report (not being a service associated with a service to which item
55274, 55288 or 55290 applies)
(See para D1.11 of explanatory notes to this Category)

11621 | Fee: $82.35 Benefit: 75% = $61.80 85% = $70.00
- 3 or more examinations of the kind referred to in item 11618 and report (not being a service associated with a service to which
item 55274, 55288 or 55290 applies)
(See para D1.11 of explanatory notes to this Category)

11624 | Fee: $109.40 Benefit: 75% = $82.05 85% = $93.00
PULMONARY ARTERY pressure monitoring during open heart surgery, in a person under 12 years of age

11627 | Fee: $185.35 Benefit: 75% = $139.05 85% = $157.55

SUBGROUP 6 - CARDIOVASCULAR

TWELVE-LEAD ELECTROCARDIOGRAPHY, tracing and report
(See para D1.12 of explanatory notes to this Category)

11700 | Fee: $25.30 Benefit: 75% = $19.00 85% = $21.55
TWELVE-LEAD ELECTROCARDIOGRAPHY, report only where the tracing has been forwarded to another medical
practitioner, not in association with a consultation on the same occasion
(See para D1.13 of explanatory notes to this Category)

11701 | Fee: $12.65 Benefit: 75% = $9.50 85% = $10.80
TWELVE-LEAD ELECTROCARDIOGRAPHY, tracing only

11702 | Fee: $12.65 Benefit: 75% = $9.50 85% =$10.80
PHONOCARDIOGRAPHY with electrocardiograph lead with indirect arterial or venous pulse tracing, with or without
apex cardiogram - interpretation and report

11706 | Fee: $58.45 Benefit: 75% = $43.85 85% = $49.70
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DIAGNOSTIC GASTROENTEROLOGY & COLORECTAL

11708

CONTINUOUS ECG RECORDING of ambulatory patient for 12 or more hours (including resting ECG and the recording of
parameters), NOT IN ASSOCIATION WITH AMBULATORY BLOOD PRESSURE MONITORING, involving microprocessor
based analysis equipment, interpretation and report of recordings by a specialist physician or consultant physician, not being a
service to which item 11709 applies

(See para D1.14 of explanatory notes to this Category)

Fee: $103.70 Benefit: 75% = $77.80 85% = $88.15

11709

CONTINUOUS ECG RECORDING (Holter) of ambulatory patient for 12 or more hours (including resting ECG and

the recording of parameters), NOT IN ASSOCIATION WITH AMBULATORY BLOOD PRESSURE MONITORING, utilising a
system capable of superimposition and full disclosure printout of at least 12 hours of recorded ECG data, microprocessor based
scanning analysis, with interpretation and report by a specialist physician or consultant physician

(See para D1.14 of explanatory notes to this Category)

Fee: $135.80 Benefit: 75% = $101.85 85% =$115.45

11710

AMBULATORY ECG MONITORING, patient activated, single or multiple event recording, utilising a looping memory
recording device which is connected continuously to the patient for 12 hours or more and is capable of recording for at least 20
seconds prior to each activation and for 15 seconds after each activation, including transmission, analysis, interpretation and report
- payable once in any 4 week period

Fee: $42.05 Benefit: 75% = $31.55 85% = $35.75

11711

AMBULATORY ECG MONITORING for 12 hours or more, patient activated, single or multiple event recording, utilising a
memory recording device which is capable of recording for at least 30 seconds after each activation, including
transmission, analysis, interpretation and report - payable once in any 4 week period

Fee: $22.90 Benefit: 75% = $17.20 85% = $19.50

11712

MULTI CHANNEL ECG MONITORING AND RECORDING during exercise (motorised treadmill or cycle ergometer capable
of quantifying external workload in watts) or pharmacological stress, involving the continuous attendance of a medical
practitioner for not less than 20 minutes, with resting ECG, and with or without continuous blood pressure monitoring and the
recording of other parameters, on premises equipped with mechanical respirator and defibrillator

Fee: $123.30 Benefit: 75% = $92.50 85% = $104.85

11713

SIGNAL AVERAGED ECG RECORDING involving not more than 300 beats, using at least 3 leads with data acquisition at not
less than 1000Hz of at least 100 QRS complexes, including analysis, interpretation and report of recording by a
specialist physician or consultant physician

(See para D1.15 of explanatory notes to this Category)

Fee: $56.55 Benefit: 75% = $42.45 85% = $48.10

11715

BLOOD DYE DILUTION INDICATOR TEST
Fee: $97.95 Benefit: 75% = $73.50 85% = $83.30

11718

IMPLANTED PACEMAKER TESTING involving electrocardiography, measurement of rate, width and amplitude of stimulus,
including reprogramming when required, not being a service associated with a service to which item 11700 or 11721 applies
Fee: $28.15 Benefit: 75% = $21.15 85% = $23.95

11721

IMPLANTED PACEMAKER TESTING of atrioventricular (AV) sequential, rate responsive, or antitachycardia pacemakers
including reprogramming when required, not being a service associated with a service to which Item 11700 or 11718 applies
Fee: $56.55 Benefit: 75% = $42.45 85% = $48.10

>

11724

UP-RIGHT TILT TABLE TESTING for the investigation of syncope of suspected cardiothoracic origin, including blood
pressure monitoring, continuous ECG monitoring and the recording of the parameters, and involving an established intravenous
line and the continuous attendance of a specialist or consultant physician - on premises equipped with a mechanical
respirator and defibrillator

Fee: $136.95 Benefit: 75% = $102.75 85% =$116.45

SUBGROUP 7 - GASTROENTEROLOGY & COLORECTAL

11800

OESOPHAGEAL MOTILITY TEST, manometric
Fee: $141.50 Benefit: 75% = $106.15 85% =$120.30

11810

CLINICAL ASSESSMENT of GASTRO-OESOPHAGEAL REFLUX DISEASE involving 24 hour pH monitoring,
including analysis, interpretation and report and including any associated consultation
Fee: $141.50 Benefit: 75% = $106.15 85% = $120.30

11830

DIAGNOSIS of ABNORMALITIES of the PELVIC FLOOR involving anal manometry or measurement of anorectal sensation or
measurement of the rectosphincteric reflex

Fee: $151.40 Benefit: 75% = $113.55 85% = $128.70
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DIAGNOSTIC GENITO/URINARY

DIAGNOSIS of ABNORMALITIES of the PELVIC FLOOR and sphincter muscles involving electromyography or measurement g
pudendal and spinal nerve motor latency

11833 | Fee: $202.50 Benefit: 75% = $151.90 85% = $172.15
SUBGROUP 8 - GENITO/URINARY PHYSIOLOGICAL INVESTIGATIONS

URINE FLOW STUDY including peak urine flow measurement, not being a service associated with a service to which item
11918 applies

11900 | Fee: $22.35 Benefit: 75% = $16.80 85% = $19.00
CYSTOMETROGRAPHY, not being a service associated with a service to which item 11912, 11915, 11918, 11012-
11027, 11921, 36800 or any item in Group I3 applies

11903 | Fee: $90.10 Benefit: 75% = $67.60 85% = $76.60
URETHRAL PRESSURE PROFILOMETRY, not being a service associated with a service to which item 11909, 11918, 11012-
11027, 11921, 36800 or any item in Group I3 applies

11906 | Fee: $90.10 Benefit: 75% = $67.60 85% = $76.60
URETHRAL PRESSURE PROFILOMETRY WITH simultaneous measurement of urethral sphincter electromyography, not|
being a service associated with a service to which item 11906, 11915, 11918, 36800 or any item in Group 13 applies

11909 | Fee: $133.80 Benefit: 75% = $100.35 85% = $113.75
CYSTOMETROGRAPHY with simultaneous measurement of rectal pressure, not being a service associated with a service to
which item 11903, 11915, 11918, 11012-11027, 11921, 36800 or any item in Group I3 applies (Anaes.)

11912 | Fee: $133.80 Benefit: 75% = $100.35 85% = $113.75
CYSTOMETROGRAPHY with simultaneous measurement of urethral sphincter electromyography, not being a service associated
with a service to which item 11903, 11909, 11912, 11918, 11012-11027, 11921, 36800 or any item in Group I3 applies (Anaes.)

11915 | Fee: $133.80 Benefit: 75% = $100.35 85% = $113.75
CYSTOMETROGRAPHY IN CONJUNCTION WITH ULTRASOUND OF 1 OR MORE COMPONENTS OF THE URINARY
TRACT, with measurement of any 1 or more of urine flow rate, urethral pressure profile, rectal pressure, urethral
sphincter electromyography; including all associated imaging by any approach, not being a service associated with a service to
which items 11012-11027, 11900-11915, 11918,11921 and 36800 apply. (Anaes.)

11917 | Fee: $347.25 Benefit: 75% = $260.45 85% = $295.20
CYSTOMETROGRAPHY IN CONJUNCTION WITH CONTRAST MICTURATING CYSTOURETHROGRAPHY, with
measurement of any 1 or more of urine flow rate, urethral pressure profile, rectal pressure, urethral sphincter electromyography;
including all associated imaging by any approach, not being a service associated with a service to which items 11012-11027, 11900
11917, 11921 and 36800 apply (Anaes.)

11918 | Fee: $347.25 Benefit: 75% = $260.45 85% = $295.20
BLADDER WASHOUT TEST for localisation of urinary infection not including bacterial counts for organisms in specimens

11921 | Fee: $60.85 Benefit: 75% = $45.65 85% =$51.75

SUBGROUP 9 - ALLERGY TESTING

SKIN SENSITIVITY TESTING for allergens, USING 1 TO 20 ALLERGENS, not being a service associated with a service to
which item 12012, 12015, 12018 or 12021 applies

12000 | Fee: $31.55 Benefit: 75% = $23.70 85% = $26.85
SKIN SENSITIVITY TESTING for allergens, USING MORE THAN 20 ALLERGENS, not being a service associated with a
service to which item 12012, 12015, 12018 or 12021 applies

12003 | Fee: $47.70 Benefit: 75% = $35.80 85% = $40.55
EPICUTANEOUS PATCH TESTING in the investigation of allergic dermatitis using less than the number of allergens included
in a standard patch test battery
(See para D1.16 of explanatory notes to this Category)

12012 | Fee: $16.85 Benefit: 75% = $12.65 85% =$14.35
EPICUTANEOUS PATCH TESTING in the investigation of allergic dermatitis using all of the allergens in a standard patch test
battery
(See para D1.16 of explanatory notes to this Category)

12015 | Fee: $50.65 Benefit: 75% = $38.00 85% =$43.10
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DIAGNOSTIC OTHER

EPICUTANEOUS PATCH TESTING in the investigation of allergic dermatitis using all of the allergens in a standard patch test
battery and additional allergens to a total of up to and including 50 allergens
(See para D1.16 of explanatory notes to this Category)

12018 | Fee: $65.20 Benefit: 75% = $48.90 85% = $55.45
EPICUTANEOUS PATCH TESTING in the investigation of allergic dermatitis, performed by or on behalf of a specialist in the
practice of his or her specialty, using more than 50 allergens
12021 | Fee: $95.55 Benefit: 75% = $71.70 85% = $81.25
SUBGROUP 10 - OTHER DIAGNOSTIC PROCEDURES AND INVESTIGATIONS
COLLECTION OF SPECIMEN OF SWEAT by iontophoresis
12200 | Fee: $30.15 Benefit: 75% = $22.65 85% = $25.65
OVERNIGHT INVESTIGATION FOR SLEEP APNOEA FOR A PERIOD OF AT LEAST 8 HOURS DURATION, FOR AN
ADULT AGED 18 YEARS AND OVER WHERE:
(a) continuous monitoring of oxygen saturation and breathing using a multi-channel polygraph, and recording of EEG, EOG,
submental EMG, anterior tibial EMG, respiratory movement, airflow, oxygen saturation and ECG are performed;
(b) a technician is in continuous attendance under the supervision of a qualified sleep medicine practitioner;
() the patient is referred by a medical practitioner;
(d) the necessity for the investigation is determined by a qualified adult sleep medicine practitioner prior to the investigation;
(e) polygraphic records are analysed (for assessment of sleep stage, arousals, respiratory events and assessment of
clinically significant alterations in heart rate and limb movement) with manual scoring, or
manual correction of computerised scoring in epochs of not more than 1 minute, and stored for
interpretation and preparation of report ; and
® interpretation and report are provided by a qualified adult sleep medicine practitioner based on reviewing the direct
original recording of polygraphic data from the patient
- payable only in relation to each of the first 3 occasions the investigation is performed in any 12 month period.
(See para D1.17 of explanatory notes to this Category)
12203 | Fee: $476.75 Benefit: 75% = $357.60 85% = $419.65
OVERNIGHT INVESTIGATION FOR SLEEP APNOEA FOR A PERIOD OF AT LEAST 8 HOURS DURATION, FOR AN
ADULT AGED 18 YEARS AND OVER WHERE:
(a continuous monitoring of oxygen saturation and breathing using a multi-channel polygraph, and recordings
of EEG, EOG, submental EMG, anterior tibial EMG, respiratory movement, airflow, oxygen saturation and
ECG are performed,
(b) a technician is in continuous attendance under the supervision of a qualified sleep medicine practitioner;
(c) the patient is referred by a medical practitioner;
(d) the necessity for the investigation is determined by a qualified adult sleep medicine practitioner prior to the investigation;
(e) polygraphic records are analysed (for assessment of sleep stage, arousals, respiratory events and assessment of
clinically significant alterations in heart rate and limb movement) with manual scoring, or manual correction of
computerised scoring in epochs of not more than 1 minute, and stored for interpretation and preparation
of report; and
® interpretation and report are provided by a qualified adult sleep medicine practitioner based on reviewing the
direct original recording of polygraphic data from the patient
where it can be demonstrated that a further investigation is indicated in the same 12 month period to which item 12203 applies
for the adjustment and/or testing of the effectiveness of a positive pressure ventilatory support device (other than nasal continuous
positive airway pressure) in sleep, in a patient with severe cardio-respiratory failure, and where previous studies have
demonstrated failure of continuous positive airway pressure or oxygen - each additional invesfigation
(See para D1.17 of explanatory notes to this Category)
12207 | Fee: $476.75 Benefit: 75% = $357.60 85% = $419.65
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DIAGNOSTIC OTHER

OVERNIGHT PAEDIATRIC INVESTIGATION FOR A PERIOD OF AT LEAST 8 HOURS DURATION FOR A
CHILD AGED 0 - 12 YEARS, WHERE:

a) continuous monitoring of oxygen saturation and breathing using a multi-channel polygraph, and recording of EEG
(minimum of 4 EEG leads with facility to increase to 6 in selected investigations), EOG, EMG submental +/- diaphragm,
respiratory movement must include rib and abdomen (+/- sum) airflow detection, measurement of CO2 either end-tidal or
transcutaneous, oxygen saturation and ECG are performed;

b) a technician or registered nurse with sleep technology training is in continuous attendance under the supervision of a
qualified paediatric sleep medicine practitioner;

c) the patient is referred by a medical practitioner;

d) the necessity for the investigation is determined by a qualified paediatric sleep medicine practitioner prior to the
investigation;

e) polygraphic records are analysed (for assessment of sleep stage, and maturation of sleep indices, arousals, respiratory

events and the assessment of clinically significant alterations in heart rate and body movement) with manual scoring, or
manual correction of computerised scoring in epochs of not more than 1 minute, and stored for interpretation
and preparation of report;

f) the interpretation and report to be provided by a qualified paediatric sleep medicine practitioner based on reviewing the
direct original recording of polygraphic data from the patient.

payable only in relation to the first 3 occasions the investigation is performed in a 12 month period.
(See para D1.17 of explanatory notes to this Category)

12210 | Fee: $569.00 Benefit: 75% = $426.75 85% = $511.90

OVERNIGHT PAEDIATRIC INVESTIGATION FOR A PERIOD OF AT LEAST 8 HOURS DURATION FOR A

CHILD AGED BETWEEN 12 AND 18 YEARS, WHERE:

a) continuous monitoring of oxygen saturation and breathing using a multi-channel polygraph, and recording of EEG (minimum
of 4 EEG leads with facility to increase to 6 in selected investigations), EOG, EMG submental +/- diaphragm, respiratory
movement must include rib and abdomen (+/- sum), airflow detection, measurement of CO2 either end-tidal or
transcutaneous, oxygen saturation and ECG are performed;

b) a technician or registered nurse with sleep technology training is in continuous attendance under the supervision of
a qualified sleep medicine practitioner;

c) the patient is referred by a medical practitioner;

d) the necessity for the investigation is determined by a qualified sleep medicine practitioner prior to the investigation;

e) polygraphic records are analysed (for assessment of sleep stage, and maturation of sleep indices, arousals, respiratory events
and the assessment of clinically significant alterations in heart rate and body movement) with manual scoring, or manual
correction of computerised scoring in epochs of not more than 1 minute, and stored for interpretation and preparation of
report;

f) the interpretation and report to be provided by a qualified sleep medicine practitioner based on reviewing the direct original
recording of polygraphic data from the patient.

payable only in relation to the first 3 occasions the investigation is performed in a 12 month period.

(See para D1.17 of explanatory notes to this Category)

12213 | Fee: $512.60 Benefit: 75% = $384.45 85% = $455.50
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DIAGNOSTIC OTHER

OVERNIGHT PAEDIATRIC INVESTIGATION FOR A PERIOD OF AT LEAST 8 HOURS DURATION FOR CHILDREN
AGED 0 - 12 YEARS, WHERE:

g) continuous monitoring of oxygen saturation and breathing using a multi-channel polygraph, and recording of EEG (minimum
of 4 EEG leads with facility to increase to 6 in selected investigations), EOG, EMG submental +/- diaphragm, respiratory
movement must include rib and abdomen (+/- sum) airflow detection, measurement of CO2 either end-tidal
or transcutaneous, oxygen saturation and ECG are performed,

b) a technician or registered nurse with sleep technology training is in continuous attendance under the supervision of a qualified
paediatric sleep medicine practitioner;

(c) the patient is referred by a medical practitioner;

(d) the necessity for the investigation is determined by a qualified paediatric sleep medicine practitioner prior to the investigation;

(e) polygraphic records are analysed (for assessment of sleep stage, and maturation of sleep indices, arousals, respiratory events

and the assessment of clinically significant alterations in heart rate and body movement) with manual scoring, or manual

correction of computerised scoring in epochs of not more than 1 minute, and stored for interpretation and preparation of report;

(f) the interpretation and report to be provided by a qualified paediatric sleep medicine practitioner based on reviewing the direct

original recording of polygraphic data from the patient.

where it can be demonstrated that a further investigation is indicated in the same 12 month period to which item 12210 applies, for
therapy with Continuous Positive Airway Pressure (CPAP), bilevel pressure support and/or ventilation is instigated or in
the presence of recurring hypoxia and supplemental oxygen is required - each additional investigation.

(See para D1.17 of explanatory notes to this Category)

12215 | Fee: $569.00 Benefit: 75% = $426.75 85% = $511.90

OVERNIGHT PAEDIATRIC INVESTIGATION FOR A PERIOD OF AT LEAST 8 HOURS DURATION FOR CHILDREN

AGED BETWEEN 12 AND 18 YEARS, WHERE:

a) continuous monitoring of oxygen saturation and breathing using a multi-channel polygraph, and recording of EEG (minimum
of 4 EEG leads with facility to increase to 6 in selected investigations), EOG, EMG submental +/- diaphragm, respiratory
movement must include rib and abdomen (+/- sum), airflow detection, measurement of CO2 either end-tidal
or transcutaneous, oxygen saturation and ECG are performed;

b) 2 technician or registered nurse with sleep technology training is in continuous attendance under the supervision of 4
qualified sleep medicine practitioner;

(c) the patient is referred by a medical practitioner;

(d) the necessity for the investigation is determined by a qualified sleep medicine practitioner prior to the investigation; a)
polygraphic records are analysed (for assessment of sleep stage, and maturation of sleep indices, arousals, respiratory events
and the assessment of clinically significant alterations in heart rate and body movement) with manual scoring, or manual
correction of computerised scoring in epochs of not more than 1 minute, and stored for interpretation and
preparation of report;

b) the interpretation and report to be provided by a qualified sleep medicine practitioner based on reviewing the direct original
recording of polygraphic data from the patient.

where it can be demonstrated that a further investigation is indicated in the same 12 month period to which item 12213 applies, for

therapy with Continuous Positive Airway Pressure (CPAP), bilevel pressure support and/or ventilation is instigated or in

the presence of recurring hypoxia and supplemental oxygen is required - each additional investigation.

(See para D1.17 of explanatory notes to this Category)

12217 | Fee: $512.60 Benefit: 75% = $384.45 85% = $455.50
Bone densitometry (performed by a specialist or consultant physician where the patient is referred by another medical
practitioner), using dual energy X-ray absorptiometry, for:
the confirmation of a presumptive diagnosis of low bone mineral density made on the basis of 1 or more fractures
occurring after minimal trauma; or
for the monitoring of low bone mineral density proven by bone densitometry at least 12 months previously.
Measurement of 2 or more sites - 1 service only in a period of 24 months - including interpretation and report; not being a
service associated with a service to which item 12309, 12312, 12315, 12318 or 12321 applies (Ministerial Determination)
+ (See para D1.18 of explanatory notes to this Category)
12306 | Fee: $83.00 Benefit: 75% = $62.25 85% =$70.55
Bone densitometry (performed by a specialist or consultant physician where the patient is referred by another medical
practitioner), using quantitative computerised tomography, for:
the confirmation of a presumptive diagnosis of low bone mineral density made on the basis of 1 or more fractures
occurring after minimal trauma; or
for the monitoring of low bone mineral density proven by bone densitometry at least 12 months previously.
Measurement of 2 or more sites - 1 service only in a period of 24 months - including interpretation and report; not being a
service associated with a service to which item 12306, 12312, 12315, 12318 or 12321 applies (Ministerial Determination)
+ (See para D1.18 of explanatory notes to this Category)
12309 | Fee: $83.00 Benefit: 75% = $62.25 85% = $70.55
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DIAGNOSTIC OTHER

Bone densitometry (performed by a specialist or consultant physician where the patient is referred by another medical
practitioner), using dual energy X-ray absorptiometry, for the diagnosis and monitoring of bone loss associated with 1 or more
of the following conditions:

prolonged glucocorticoid therapy;

conditions associated with excess glucocorticoid secretion;

male hypogonadism; or

female hypogonadism lasting more than 6 months before the age of 45.
Where the bone density measurement will contribute to the management of a patient with any of the above conditions
- measurement of 2 or more sites - 1 service only in a period of 12 consecutive months - including interpretation
and report; not being a service associated with a service to which item 12306, 12309, 12315, 12318 or 12321 applies (Ministerial
Determination)

+ (See para D1.18 of explanatory notes to this Category)
12312 | Fee: $83.00 Benefit: 75% = $62.25 85% = $70.55
Bone densitometry (performed by a specialist or consultant physician where the patient is referred by another medical
practitioner), using dual energy X-ray absorptiometry, for the diagnosis and monitoring of bone loss associated with 1 or more
of the following conditions:
primary hyperparathyroidism;
chronic liver disease;
chronic renal disease;
proven malabsorptive disorders;
rheumatoid arthritis; or
conditions assomated with thyroxine excess.
Where the bone density measurement will contribute to the management of a patient with any of the above conditions -
measurement of 2 or more sites - 1 service only in a period of 24 consecutive months - including interpretation and report; not
being a service associated with a service to which item 12306, 12309, 12312, 12318 or 12321 applies (Ministerial Determination)
+ (See para D1.18 of explanatory notes to this Category)
12315 | Fee: $83.00 Benefit: 75% = $62.25 85% = §70.55
Bone densitometry (performed by a specialist or consultant physician where the patient is referred by another medical
practitioner), using quantitative computerised tomography, for the diagnosis and monitoring of bone loss associated with 1 or
more of the following conditions:
prolonged glucocorticoid therapy;
conditions associated with excess glucocorticoid secretion;
male hypogonadism;
female hypogonadism lasting more than 6 months before the age of 45;
primary hyperparathyroidism;
chronic liver disease;
chronic renal disease;
proven malabsorptive disorders;
rheumatoid arthritis; or
conditions associated with thyroxine excess.
Where the bone density measurement will contribute to the management of a patient with any of the above conditions -
measurement of 2 or more sites - 1 service only in a period of 24 consecutive months - including interpretation and report; not
being a service associated with a service to which item 12306, 12309, 12312, 12315 or 12321 applies (Ministerial Determination)
+ (See para D1.18 of explanatory notes to this Category)
12318 | Fee: $83.00 Benefit: 75% = $62.25 85% = §70.55
Bone densitometry (performed by a specialist or consultant physician where the patient is referred by another medical
practitioner), using dual energy X-ray absorptiometry, for the measurement of bone density 12 months following a significant
change in therapy for:
established low bone mineral density; or
the confirmation of a presumptive diagnosis of low bone mineral density made on the basis of 1 or more fractures
occurring after minimal trauma.
Measurement of 2 or more sites - 1 service only in a period of 12 consecutive months - including interpretation and report; not
being a service associated with a service to which item 12306, 12309, 12312, 12315 or 12318 applies (Ministerial
Determination).
+ (See para D1.18 of explanatory notes to this Category)
12321 Fee: $83.00 Benefit: 75% = $62.25 85% = $70.55

110




NUCLEAR MEDICINE NUCLEAR MEDICINE

GROUP D2 - NUCLEAR MEDICINE (NON-IMAGING)

BLOOD VOLUME ESTIMATION

12500 | Fee: $175.60 Benefit: 75% = $131.70 85% = $149.30
ERYTHROCYTE RADIOACTIVE UPTAKE SURVIVAL TIME TEST OR IRON KINETIC TEST
12503 | Fee: $344.45 Benefit: 75% = $258.35 85% =$292.80
GASTROINTESTINAL BLOOD LOSS ESTIMATION involving examination of stool specimens
12506 | Fee: $245.90 Benefit: 75% = $184.45 85% = $209.05
GASTROINTESTINAL PROTEIN LOSS
12509 | Fee: $175.60 Benefit: 75% = $131.70 85% =$149.30
RADIOACTIVE B12 ABSORPTION TEST 1 isotope
12512 | Fee: $85.10 Benefit: 75% = $63.85 85% =$72.35
RADIOACTIVE B12 ABSORPTION TEST 2 isotopes
12515 | Fee: $186.40 Benefit: 75% = $139.80 85% = $158.45
THYROID UPTAKE (using probe)
12518 | Fee: $85.10 Benefit: 75% = $63.85 85% = $72.35
PERCHLORATE DISCHARGE STUDY
12521 | Fee: $102.70 Benefit: 75% = $77.05 85% = $87.30
RENAL FUNCTION TEST (without imaging procedure)
12524 | Fee: $128.35 Benefit: 75% = $96.30 85% = $109.10
RENAL FUNCTION TEST (with imaging and at least 2 blood samples)
12527 | Fee: $68.85 Benefit: 75% = $51.65 85% = $58.55
WHOLE BODY COUNT not being a service associated with a service to which another item applies
12530 | Fee: $102.70 Benefit: 75% = $77.05 85% = $87.30
CARBON-LABELLED UREA BREATH TEST using oral C-13 or C-14 urea, performed by a specialist or consultant physician,
including the measurement of exhaled 13CO, or "CO,, for either:-
(@) the confirmation of Helicobactor pylori colonisation, where:
(i) suitable biopsy material for diagnosis cannot be obtained at endoscopy in patients with peptic ulcer
disease, or where the diagnosis of peptic ulcer has been made on barium meal; or
(if)  in patients with past history of duodenal ulcer, gastric ulcer or gastric neoplasia, where endoscopy is not indicated,
OR
(b) the monitoring of the success of eradication of Helicobactor pylori in patients with peptic ulcer disease
- where any request for the test by another medical practitioner who collects the breath sample specifically identifies in writing one
or more of the clinical indications for the test
12533 | Fee: $68.55 Benefit: 75% = $51.45 85% = $58.30
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DiSCONUNUEA SUTZETY ....cvvenienieieieetieieeieeie ettt et et te sttt ettt est et et e nbesbe b e beebeenes
EIGIDIE SETVICES. ..uviuvititetiitieieeiteteetteite ettt ettt ettt ettt sttt et e e b enes .
Epidural injection for post operative pain ... T10.19
Facial Bones, extensive surgery..... ...T10.17
Femoral artery embolectomy...... ... 110.23
General INfOrmation. ..........ooeeiriiiriiieteet et s T10.6
Narcotic, INtroduction OF...........cccooiiiiiiiiiiiic ettt T10.18

Oral and Maxillofacial services, anaesthesia..
OVerview 0f the RVG .....oociiiiiiiieeeecee ettt st

PeITUSION. ...ttt ettt et e et eae e teeereeeteereeneeeneeeneeenes

Perioperative BIOcK ........cccevveriiriininieieieieeeeeene
Regional/Field nerve blocks for post operative pain....
RVG Unit Values........cccoeevvivieireinieeneeeceeeene
Services not identified for anaesthesia benefit..........c.ccevvevivieieieiiniieieeeseene
Spine/Spinal Cord procedures, EXtENSIVE. .......cveveierierierierierierieriesiestertesseseesreseneenes
Therapeutic anaesthesia
Transoesophageal echocardiography, 2 dimensional............ccecevvevierienienenenenennnnne

SCHEDULE OF SERVICES

Item No.
GROUP T1 MISCELLANEOUS THERAPEUTIC PROCEDURES
Subgroup 1 Hyperbaric Oxygen Therapy.........c.ccccceereinenieenenencinencceeeeeenenes 13020-13030
2 DHALYSIS. ¢ttt ettt ettt ettt 13100-13112
3 Assisted Reproductive SeTviCes.........coiveriririeinieieieienenenenenieniene 13200-13292
4 Paediatric & Neonatal................... ....13300-13319
5 Cardiovascular.......... ...13400
6 Gastroenterology ..... ....13500-13506
8 HaematoloZY.....ccveuerueieiiieirieeee ettt 13700-13760
9 Procedures Associated with Intensive Care ..........ccccceeeveerenecnennenenn 13815-13857
10  Management/Procedures in Intensive Care..........ceceveevevverierienieneneeenns 13870-13888
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11 Chemotherapeutic Procedures ............coceoveneireieeneiieieeeceeeee 13915-13948

12 DermatolOZY .....c.eoveuerueieeiieieiieieieeeiee ettt ettt eene 14050-14132
13 Other Therapeutic Procedures ............ccoeiveereineninieeneceeeeeceeenee 14200-14224
GROUP T2 RADIATION ONCOLOGY
Subgroup 1 SUPLTTICIAL c..oviiiiiic e 15000-15012
2 Orthovoltage..... ....15100-15115
3 Megavoltage ..... ....15203-15214
4 Brachytherapy................. ....15303-15357
5 Computerised Planning ...........ccceceeeeeverierienienenieneeeee e 15500-15536
6 Stereotactic RadiOSUIZETY.......ccveieieieieienieie et 15600
GROUP T3 THERAPEUTIC NUCLEAR MEDICINE ......ccccectotnimiiiiniieieinsieeesereeenes 16003-16018
GROUP T4 OBSTETRICS
= ANLENALAL CATC.....eveieiiieeiieiteiteteete ettt ettt st 16500-16514
- Labour and Delivery.... ....16515-16525
= POSt-Partum Care..........cc.everirirenirieieiieee et 16564-16573
- Interventional TEChNIQUES ........ccoveiiiiriiniininiinieeeeeeteeee e 16600-16636
GROUP T6 ANAESTHETICS
Subgroup 1 Examination by an Anaesthetist...........oceoveririneeneineneeeeceee 17603
GROUP T7 REGIONAL OR FIELD NERVE BLOCKS.........occeotitrinieireirieieieereeeeeees 18213-18298
GROUP T10 RELATIVE VALUE GUIDE FOR ANAESTHESIA.......ccccoeiirrinecien, 20100-25205
GROUP T8 SURGICAL OPERATIONS
Subgroup 1 GENECTAL ..viviiieiieiee ettt sttt et es et e et ee e 30001-31566
Subgroup 2 (070 01 <T o1 7:1 KOTSRS 32000-32212
Subgroup 3 Vascular
= VariCOSE VEINS ....ccueuiiuiiiiiieiiiieieieieereeeete ettt st 32500-32517
- Bypass or Anastomosis for Occlusive Arterial Disease...........c..c......... 32700-32769
- Bypass, Replacement, Ligation of ANCUIYSIMS ...c..ccvevververeererienenenenne 33050-33181
- Endarterectomy & Arterial Patch .........c.ccoeoininininininice, 33500-33554
- Embolectomy, Thrombectomy & Vascular Trauma............cccceeueunee. 33800-33848
- Ligation, Excision, Elective Repair, Decompression of Vessels.......... 34100-34175
- Operations for Vascular ACCESS .......cocuveeieierienenenenieneneeeeeeeeeen 34500-34533
- Complex Venous Operations ....34800-34833
= SyMPAtNECTOIMY .....evivieiieiieiieiietetcerer ettt 35000-35012
- Debridement & Amputations for Vascular Disease..........c.ccccecereeuenneee. 35100-35103
- Miscellaneous Vascular Procedures...........c.ccccoeennneee ....35200-35202
- Endovascular Interventional Procedures ....35300-35330
Subgroup 4 GYNACCOLIOZICAL ....uvevieeieiieieieieeee ettt 35500-35759
Subgroup 5 Urological
= GONETAL ...ttt 36500-36656
- Operations on Bladder (closed) ...36800-36863
- Operations on Bladder (OpPen) ........ccceeeverieriereneneneneceeeeeeeeeeeenes 37000-37053
- Operations 0N ProState .........ccceceverereririeieieieiee e 37200-37223
- Operations on Urethra, Penis or Scrotum.............. ....37300-37444
- Operations on Testes, Vasa or Seminal Vesicles.........c.coccoevneenenneee. 37601-37623
- Paediatric Geniturinary SUIZETY.........ccevverueruerieeieeenieieieeeteeeeeneens 37800-37854
Subgroup 6 Cardio-Thoracic
- Miscellaneous Cardiac Procedures..............cccoeeveencineneincniccnennnes 38200-38284
- Arrhythmia Ablation 38287-38293
= ThOTACIC SUIZETY....eeuieieieriiierieeieeteet ettt 38400-38469
- Pacemaker Procedures........c..coevverereninineneniieecceeecee e 38470-38473
- Valvular Procedures...........cccecveuennee. ....38475-38493
- Surgery for Ischaemic Heart Disease..........ccoeerenireneenienineneceen 38496-38509
- Arrhythmia Surgery........c.ccccoeneenenen. ....38512-38524
- Procedures on Thoracic Aorta...........coeeeveerinieirieneineeeceeseeeenee 38550-38577
- Techniques for Preservation of Arrested Heart .........cccoevevverenieeneennnnen. 38588
- Circulatory Support Procedures ...........ceeeeveeeeirieeieeienieneseseeeeeeeenes 38600-38627
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= RE-OPEIALION. ..ottt ne 38637-38640

- Miscellaneous Procedures...........cccoeerueriiineinenieineenceeneseenene 38643-38656
= Cardiac TUMOULS. ......coveuiiererteieieiee ettt 38670-38680
- Congenital Cardiac SUIZEIY .....cevveevirieeieieieieieeeteee e see e eeeeneenees 38700-38766
Subgroup 7 Neurosurgical
= GONETAL ...t 39000-39018
- Pain Relief.............. ...39100-39140
- Peripheral Nerves ..... ....39300-39333
- Cranial Nerves.................. ...39500-39503
- Cranio-Cerebral INJUries. ........cccovevieieienienienienieieiee e 39600-39615
- SKull BaSe SUIZEIY.....ccuertiriiriiiiieiiiieieieiesteie sttt 39640-39662
- Intra-Cranial Neoplasms ....39700-39721
- Cerebrovascular DISEase ..........ccuevverierienierienienieneneneneseseseeeeeeeenen 39800-39821
= INFECHION ..o 39900-39906
- Cerebrospinal Fluid Circulation Disorders.. ....40000-40018
- Congenital Disorders.... ...40100-40118
- Spinal Disorders............ ...40300-40351
- SKUIl RECONSIIUCHION ...ttt 40600
= EPILEPSY e e 40700-40712
- Stereotactic Procedures ... ....40800-40803
= MISCEIIANEOUS. ...c.cviniiieiiieici et 40903
Subgroup 8 Ear, NOSe & Throat.......ccveieieieieieieieieieieeie ettt 41500-41910
Subgroup 9 OphthalMOolOZY.......coveierieiiiieiieeeteee et 42503-42872
Subgroup 10  Operations for Osteomyelitis
S AACUL ettt b e n e neae 43500-43509
= CRIONIC. ..ttt ettt et esaeeeseebeeseeaseennas 43512-43524
Subgroup 11  Paediatric
- Surgery in Neonate or Young Child..........ccoevevievenininiinienieneneeenes 43801-43882
= ThOTACIC SUMZETY....vevetiieriirieeiieitetiete ettt sttt 43900-43915
- Abdominal SUTZETY .....cceeveiiieiiieieeeceee e 43930-44114
- Miscellaneous Surgery . ....44130-44136
Subgroup 12 AMPULALIONS ...eeuiiieieierienieeieeieet ettt ettt ettt st eseeeens 44325-44376
Subgroup 13 Plastic & Reconstructive
= GENETAL .ttt 45000-45054
- SKin F1ap SUMZEry.....ooveuiriiiieieieeee et 45200-45239
- Free Grafts ....45400-45494
- Other Grafts & Miscellaneous Procedures ...........cccoceeeeerinenecnecnnenes 45496-45797
Subgroup 14 Hand SUIZETY....ccoooieieieieieieieiet ettt esresreeseesnens 46300-46534
Subgroup 15  Orthopaedic
- Treatment of DiSIOCAtIONS .......ccueverueiriirieirieiee e 47000-47072
- Treatment of Fractures ........ ....47300-47789
= GONETAL ..ottt 47900-47982
= BONE Grafts ......cccoviviiiniiiiicee e 48200-48242
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- EPIPhySEOdesis. . ...ccueiviriieiiiiieiiiieieieee e 48500-48512
- Spine 48600-48690
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- Elbow ....49100-49121
- Wrist ...49200-49227
= s 49300-49366
S KIICE s 49500-49569
...49700-49727
= FOOL e 49800-49878
= Oher JOINES ....c.oveuiieiiiieiee e 50100-50130
- Malignant Disease..........c.ccocvrernne ...50200-50239
- Congential Orthopaedic Surgery... ...50300-50426
- Hip, Knee and Leg Procedures.................... ....50348-50394
- Shoulder, Arm and Forearm Procedures ...........cccoovvvvevveivvrecneeenen, 50396-50408
- Amputations or Reconstructions for Congenital Deformities............... 50411-50423
- Tumorous CONAItioNS............ceueeevierireeiieieeeeeee et eee e eeee e 50426
GROUP T9 ASSISTANCE AT OPERATIONS.......ccoiiiitiirieieieirieieiceeee et 51300-51318
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CATEGORY 3 - THERAPEUTIC PROCEDURES

EXPLANATORY NOTES
MISCELLANEOUS THERAPEUTIC PROCEDURES (Group T1)

T1.1 Hyperbaric Oxygen Therapy (Items 13020, 13025, 13030)
T1.1.1  Hyperbaric Oxygen Therapy not covered by these items would attract benefits on an attendance basis.
T1.1.2  For the purposes of these items, a comprehensive hyperbaric medicine facility means a separate hospital area that, on a
24 hour basis:
(a)  isequipped and staffed so that it is capable of providing to a patient: -
(180 kilo pascal gauge pressure); and
- mechanical ventilation and invasive cardiovascular monitoring within a monoplace or multiplace
chamber for the duration of the hyperbaric treatment.
(b)  is supported by: -
at least one specialist with training in Diving and Hyperbaric Medicine, or medical practitioner who holds
the Diploma of Diving and Hyperbaric Medicine of the South Pacific Underwater Medicine Society
who is rostered and immediately available to the facility during normal working hours;
(¢)  and is staffed by: -
a registered medical practitioner with training in Diving and Hyperbaric Medicine who is present in the
hyperbaric facility and immediately available at all times when patients are undergoing treatment; and
- a registered nurse with specific training in hyperbaric patient care to the published standards of the
Hyperbaric Oxygen Facility Industry Guidelines (Draft Australian Standard SF346) who is present
during hyperbaric oxygen therapy.
(d)  has defined admission and discharge policies.

T1.2 Haemodialysis (Items 13100, 13103)

T1.2.1 Item 13100 covers the supervision in hospital 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.

T1.2.2  Item 13103 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 the supervising medical specialist does not exceed 45 minutes.

T1.3 Assisted Reproductive Services (Items 13200 - 13221)

T1.3.1  Medicare benefits are not payable in respect of ANY other item in the Medicare Benefits Schedule (including
Pathology) in lieu of or in conjunction with Items 13200 - 13221. Specifically, Medicare benefits are not payable for Items 13200
- 13221 in association with Item 104, 105, 14203, 14206, 35637, 66695 - 66713 or 73521 - 73529. Items 14203 and 14206 are not
payable for artificial insemination.

T1.3.2 A treatment cycle is a series of treatment for the purposes of in vitro fertilisation (IVF), gamete intrafallopian
transfer (GIFT) or similar procedures and is defined as beginning either on the day on which treatment by superovulatory drugs
is commenced or on the first day of the patient's menstrual cycle, and ending not more than 30 days later.

T1.3.3  The date of service in respect of treatment covered by Items 13200, 13203, 13206, 13209 and 13218 is DEEMED to be the
FIRST DAY of the treatment cycle, except in the case of Item 13218 where the service is provided to a patient in hospital. In this
case, the account should separately identify the actual date of the service.

T1.3.4  For treatment covered by Items 13200, 13203, 13206 and 13218 the account must be provided by the
gynaecologist supervising the treatment cycle.

T1.3.5  Embryology laboratory services covered by Items 13200 and 13206 include egg recovery from aspirated follicular fluid,
insemination, monitoring of fertilisation and embryo development, and preparation of gametes or embryos for transfer and freezing.
It does not include semen preparation.

T1.3.6  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 person or persons to whom she will transfer guardianship and custodial rights at or shortly after birth'.

T1.3.7  Items 13200, 13206, 13215 and 13218 do not include services provided in relation to artificial insemination using the
husband's or donated sperm.

T1.3.8  Items 13200 and 13203 are linked to the supply of hormones under the Section 100 (National Health Act)
arrangements. Providers must notify the Health Insurance Commission of Medicare card numbers of patients using hormones under
this program, and hormones are only supplied for patients claiming one of these two items.

T1.4 Administration of Blood or Bone Marrow already Collected (Item 13706)
T1.4.1 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.
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T1.5 Collection of Blood (Item 13709)

T1.5.1  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. T1.5.2
Benefits are not payable under Item 13709 for collection of blood for long-term storage for possible future autologous

transfusion, or for other forms of directed blood donation.

T1.6 Intensive Care Units (ICU)
T1.6.1 'Intensive Care Unit' means a separate hospital area that:
(a) is equipped and staffed so as to be capable of providing to a patient:
(1) mechanical ventilation for a period of several days; and
(i1) invasive cardiovascular monitoring; and
(b) is supported by:
(i) at least 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
(i1) a registered 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
(c) has defined admission and discharge policies.
T1.6.2  For Neonatal Intensive Care Units an 'Intensive Care Unit' means a separate hospital area that: (a) is
equipped and staffed so as to be capable of providing to a patient, being a newly-born child:
(i) mechanical ventilation for a period of several days; and
(i1) invasive cardiovascular monitoring; and
(b) is supported by:
(i) at least one consultant physician in the specialty of paediatric medicine, appointed to manage the unit, and
who is immediately available and exclusively rostered to the ICU during normal working hours; and
(i1) a registered 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
(c) has defined admission and discharge policies.
T1.6.3  Inrespectto T1.6.1(b)(i) above "immediately available" means that the intensivist 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.
T1.6.4  Medicare benefits are payable under the 'management’ items only once per day irrespective of the number of
intensivists involved with the patient on that day. However, benefits are also payable for an attendance by another
specialist/consultant physician who is not managing the patient but who has been asked to attend the patient. Where
appropriate, accounts should be endorsed to the effect that the consultation was not part of the patient's intensive care
management in order to identify which consultations should attract benefits in addition to the intensive care items.
T1.6.5  Inrespect of Neonatal Intensive Care Units, as defined above, benefits are payable for admissions of babies who
meet the following criteria:-
(1) all babies weighing less than 1000gms;
(i1) all babies with an endotracheal tube, and for the 24 hours following endotracheal tube removal; (iii)
all babies requiring Constant Positive Airway Pressure (CPAP) for acute respiratory instability; (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.
T1.6.6  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 the Neonatal Intensive Care Unit for other reasons. For 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, 13879,
13882, 13885 and 13888.
T1.6.7 Likewise, benefits are not payable under items 13870, 13873, 13876, 13879, 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.
T1.6.8

Benefits are payable for admissions to an Intensive Care Unit following surgery only where clear clinical
justification for post-operative intensive care exists.

T1.7 Procedures Associated with Intensive care (Items 13818, 13842, 13857)

T1.7.1  Item 13818 covers the insertion of a right heart balloon catheter (Swan-Ganz catheter). Benefits are payable under this
item only once per day except where a second discrete operation is performed on that day.

T1.7.2  Benefits for monitoring of pressures, up to a maximum of 4 on one day, are payable under Item 11600 outside of

an ICU and Item 13876 within an ICU. Benefits are payable under items 13876 and 11600 once only for each type of
pressure in the one day up to a maximum of 4 pressures.

T1.7.3 If a service covered by Item 13842 is provided outside of an ICU , in association with, for example, an
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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 endorsed "performed outside of an Intensive Care Unit" against Item 13842.

T1.7.4  Benefits are not payable under Item 13857 where 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.

T1.7.5  Medicare benefits are not payable for sampling by arterial puncture under Item 13839 in addition to Item 13870 (and 13873)
on the same day. Benefits are payable under Item 13842 (Intra-arterial cannulisation) in addition to Item 13870 (and 13873) when
performed on the same day.

T1.8 Management and Procedures in Intensive Care Unit (Items 13870, 13873, 13876)

Items 13870 and 13873

T1.8.1  Medicare Benefits Schedule fees for Items 13870 and 13873 represent global daily fees covering all attendances by the
intensivist in the ICU (and attendances provided by support medical personnel) and all electrocardiographic monitoring, arterial
sampling, bladder catheterisation and blood sampling performed on the patient on the one day. If a patient 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.

T1.8.2  Items 13870 and 13873 should be itemised on accounts according to each calendar day and not per 24 hour period. 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

T1.8.3 Item 13876 covers the monitoring of pressures in an ICU.

T1.8.4  Benefits are attracted under Item 13876 only once for each type of pressure on the one day, (up to a maximum of 4
pressures) irrespective of the number of medical practitioners involved in the monitoring of pressures in an ICU.

T1.8.5  Benefits are payable under Items 11600 and 11601 where monitoring occurs outside the ICU by practitioners not associated
with the ICU, eg, an anaesthetist in an operating theatre. Benefits are attracted under items 11600 and 11601 only once for each type of
pressure on the one day (up to a maximum of 4 pressures) irrespective of the number of practitioners involved in monitoring the
pressures.

T1.9 Implanted Pump or Reservoir/Drug Delivery Device (Items 13939 and 13942)

T1.9.1  The fee for Items 13939 and 13942 includes a component to cover accessing of the drug delivery device.
Accordingly, benefits are not payable under Item 13945 (Long-term implanted drug delivery device, accessing of) in addition to
Items 13939 and 13942.

T1.10 PUVA or UVB Therapy (Items 14050, 14053)
T1.10.1 A component for any necessary subsequent consultation has been included in the Schedule fee for these items.
However, the initial consultation preceding commencement of a course of therapy would attract benefits.

T1.11 Laser Photocoagulation (Items 14106 - 14132)
T1.11.1 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 Items 14106 - 14132:

Entire forehead 50 -75 cm
Cheek 55-85cm
Nose 10-25cm
Chin 10 - 30 cm
Unilateral midline anterior -

posterior neck 60 - 220 cm®
Dorsum of hand 25-80 cm
Forearm 100 - 250 cm
Upper arm 105 -320 cm

T1.11.2 Items 14120 to 14132 apply where additional treatments are indicated in a 12 month period. Claims for benefits should be
accompanied by full clinical details, including pre-operative colour photographs, to verify the need for additional services. Where
digitial photographs are supplied, they must be accompanied by polaroid photographs. The claim and the additional information
should be lodged with Medicare, for referral to the National Office of the Commission, in a sealed envelope marked ‘Medical-in
Confidence’. (See note 8.7 of the General Explanatory Notes.)

RADIATION ONCOLOGY (Group T2)

T2.1 General

T2.1.1  The level of benefits for radiotherapy depends not only on the number of fields irradiated but also on the frequency of
irradiation. In the items related to additional fields, it is to be noted that treatment by rotational therapy is considered to
be equivalent to the irradiation of three fields (i.e., irradiation of one field plus two additional fields). For example, each attendance
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for orthovoltage rotational therapy at the rate of 3 or more treatments per week would attract benefit under Item 15100 plus twice
Item 15103.

T2.1.2  Benefits are attracted for an initial referred consultation and radiotherapy treatment where both take place at the same
attendance.

T2.2 Planning Services (Items 15500 - 15536)

T2.2.1 A planning episode involves field setting (ie simulation or localisation) and dosimetry (either using a CT
interfacing planning computer or a non-CT interfacing planning computer). One plan only will attract Medicare benefits in a
course of treatment. However, where a plan for brachytherapy is undertaken in association with a plan for megavoltage or
teletherapy treatment, benefits would be attracted for both services.

T2.2.2  Medicare benefits are attracted for an initial referred consultation and computerised planning where both take place at
the same attendance. However, benefits are not payable for subsequent consultations rendered in association with therapy or
planning services in the same course of treatment. Benefits are also payable, under the appropriate radiology item in Group I3, in
respect of verification films (or port films) taken during the course of treatment.

T2.3 Brachytherapy of the Prostate (Item 15338)

T2.3.1 Brachytherapy treatment is only recommended for patients with a gland volume of less than or equal to 40cc and who
have a life expectancy of at least 10 years.

T2.3.2  An approved site is one that has been licensed by the relevant Radiation Advisory Body.

OBSTETRICS (Group T4)

T4.1 Antenatal Care (Item 16500)
T4.1.1  In addition to routine antenatal attendances covered by Item 16500 the following services, where rendered during the
antenatal period, attract benefits:-

(a)  Items 16501, 16502, 16504, 16505, 16508, 16509 (but not normally before the 24th week of pregnancy), 16511,

16512, 16514 and 16600 to 16636.

(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 in Category 1 and Group T4 of Category 3 not mentioned above.

(e)  Treatment of an intercurrent condition not directly related to the pregnancy.
T4.1.2  Item 16504 relates to the treatment of habitual miscarriage by injection of hormones. A case becomes one of habitual
miscarriage following two consecutive spontaneous miscarriages or where progesterone deficiency has been proved by hormonal
assay of cells obtained from a smear of the lateral vaginal wall.
T4.1.3  Item 16514 relates to antenatal cardiotocography in the management of high risk pregnancy. Benefits for this
service are not attracted when performed during the course of the labour and delivery.

T4.2 External Cephalic Version for Breech Presentation (Item 16501)
T4.2.1 Contraindications for this item are as follows:

Antepartum Haemorrhage (APH)
multiple pregnancy,

fetal anomaly,

Intrauterine Growth Retardation (IUGR),
Caesarean section scar,

uterine anomalies,

obvious cephalopelvic disproportion,
isoimmunization,

premature rupture of the membranes.

T4.3 Labour and Delivery (Items 16515, 16518, 16519, 16525)
T4.3.1  Benefits for management of labour and delivery covered by Items 16515, 16518, 16519 and 16525 includes 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 being an independent procedure);
episiotomy or repair of tears.
T4.3.2  Item 16519 covers delivery by any means including Caesarean section. If, however, a patient is referred, or her care is
transferred to another medical practitioner for the specific purpose of delivery by Caesarean section, whether because of an
emergency situation or otherwise, then Item 16520 would be the appropriate item.
T4.3.3 In some instances the obstetrician may not be able to be present at all stages of confinement. In these
circumstances, 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.
T4.3.4  Two items in Group T9 provide benefits for assistance by a medical practitioner at a Caesarean section. Item
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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.

T4.3.5  Asarule, 24 weeks would be the period distinguishing a miscarriage from a premature confinement. However, if a

live birth has taken place before 24 weeks and the foetus survives for a reasonable period, benefit would be payable under the
appropriate confinement item.

T4.3.6  Where, during labour, a 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 of vaginal delivery) or Item 16520 (Caesarean section). If another medical practitioner is called in for the
management of the labour and delivery, benefits for the referring practitioner's services should be assessed under Item 16500 for
the routine antenatal attendances and on a consultation basis for the postnatal attendances, if performed.

T4.3.7  Atahigh risk delivery benefits will be payable for the attendance of any medical practitioner (called in by the doctor
in charge of the delivery) for the purposes of resuscitation and subsequent supervision of the neonate. Examples of high risk
deliveries include cases of difficult vaginal delivery, Caesarean section or the delivery of babies with Rh problems and babies of
toxaemic mothers.

T4.4 Caesarean Section (Item 16520)

T4.4.1  Benefits under this item are attracted only where the patient has been specifically referred to another medical
practitioner for the management of the delivery by Caesarean section and the practitioner carrying out the procedure has not rendered
any antenatal care. Caesarean sections performed in any other circumstances attract benefits under Item 16519.

T4.5 Complicated Confinement (Item 16522)
T4.5.1 Conditions that pose a significant risk of maternal death referred to in Item 16522 include: -
severe pre-eclampsia as defined in the Consensus Statement on the Management of Hypertension in
pregnancy, published in the Medical Journal of Australia, Volume 158 on 17 May 1993, and as revised,
- cardiac disease (co-managed with a consultant physician or a specialist physician);
- coagulopathy;
- severe autoimmune disease;
- previous organ transplant; or
- pre-existing renal or hepatic failure.

T4.6 Post-Partum Care (Items 16564-16573)
T4.6.1 The Schedule fees and benefits payable for Items 16519 and 16520 cover all postnatal attendances on the mother and
the baby, except in the following circumstances:-

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

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

(iii) ~ where the patient is transferred, at arms length, to another medical practitioner for routine post-partum, 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 transfer of
a patient within a group practice would not qualify for benefits under this arrangement except in the case of
Items 16515 and 16518. These items cover those occasions when a patient is handed  over while in labour from the
practitioner who under normal circumstances would have delivered the baby, but because of compelling
circumstances decides to transfer the patient to another practitioner for the delivery;

(iv)  where during the postnatal period a condition occurs which requires treatment outside the 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 that close supervision is necessary.

T4.6.2  Normal postnatal care by a medical practitioner would include:- (i)
uncomplicated care and check of -
lochia
- fundus
- perineum and vulva/episiotomy site
- temperature
- bladder/urination
- bowels
(ii))  advice and support for establishment of breast feeding
(i)  psychological assessment and support
(iv)  rhesus status
(v)  rubella status and immunisation
(vi)  contraception advice/management
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T4.6.3  Examinations of apparently normal newborn infants by consultant or specialist paediatricians do not attract
benefits

T4.6.4 Items 16564 to 16573 relate to postnatal complications and should not be itemised in respect of a normal delivery.

To qualify for benefits 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.

T4.7 Interventional Techniques (16600-16636)

T4.7.1  For Items 16600 to 16636, 35518 and 35674 there is no component in the Schedule fee for the associated
ultrasound. Benefits are attracted for the ultrasound under the appropriate items in Group Il of the Diagnostic Imaging
Services Table. If diagnostic ultrasound is performed on a separate occasion to the procedure, benefits would be payable

under the appropriate ultrasound item.

T4.72  Ttem 51312 provides a benefit for assistance by a medical practitioner at interventional techniques covered by
Items 16606, 16609, 16612, 16615, 16627 and 16633.

EXAMINATION BY AN ANAESTHETIST (Group T6)

T6.1 Pre-anaesthetic Consultations
T6.1.1  Before a procedure is decided upon, a practitioner may refer a patient to a specialist anaesthetist for a pre-
anaesthesia consultation. Such an attendance will attract benefit as follows if,

(1) as a result of the consultation, anaesthesia and surgery proceeded in the ordinary way, then Item 17603
applies;

(i)  asaresult of the consultation, the procedure is contra-indicated or is postponed for some days or weeks, this
consultation, and any subsequent consultation by the anaesthetist during the postponement period, attracts
benefits under the appropriate attendance item. In such a case, to qualify for the specialist rate of benefit, the
patient must present a letter or note of referral by the referring doctor.

REGIONAL OR FIELD NERVE BLOCKS (Group T7)

T7.1 General
T7.1.1 A nerve block is interpreted as the anaesthetising of a substantial segment 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.
T7.1.2

Where anaesthesia combines a regional nerve block with general anaesthesia for an operative procedure, benefit will
be paid only under the relevant anaesthesia item as set out in Group T10.
T7.1.3  Where a regional or field nerve block is administered by a medical practitioner other than the practitioner carrying
out the operation, the block attracts benefits under the Group T10 anaesthesia item and not the block item in Group T7.
T7.1.4  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 undertaken by that practitioner, then such a block will attract benefit under the
appropriate Group T7 item.
T7.1.5  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.
T7.1.6  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 Group T7. Where procedures are carried out with local
infiltration or digital block as the means of anaesthesia, that anaesthesia is considered to be part of the procedure.

T7.2 Maintenance of Regional or Field Nerve Block (Items 18222, 18225)

T7.2.1  Medicare benefit is attracted under these items only when the service is performed other than by the operating

surgeon. This does not preclude benefits for an obstetrician performing an epidural block during labour.

T7.2.2  When the service is performed by the operating surgeon during the post-operative period of an operation it is
considered to be part of the normal aftercare. In these circumstances a Medicare benefit is not attracted.

T7.3 Intrathecal or Epidural Injection (Item 18232)
T7.3.1  This items covers caudal infusion/injection.

T7.4 Destruction of Nerve Branch by Neurolytic Agent (18292)
T7.4.1 This item includes the use of botulinus toxin as a neurolytic agent

T7.5 Intrathecal and Epidural Infusion

T7.5.1 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 ora a public holiday.
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SURGICAL OPERATIONS (Group TS8)

T8.1 General

T8.1.1  Many items in Group T8 of 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 Group applies"

An explanation of each of these phrases is as follows.

T8.2 As an Independent Procedure
T8.2.1  The inclusion of this phrase in the description of an item precludes payment of benefits when:- (i)
a procedure so qualified is associated with another procedure that is performed through the same incision, e.g.
nephrostomy (Item 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. direct examination of larynx (Item
41846) with another operation on the larnyx 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 of deep or extensive contaminated wound of soft
tissue, including suturing of that wound when performed under general anaesthetic (Item 30023).

T8.3 Not Being a Service Associated with a Service to which another Item in this Group Applies
T8.3.1  "Not being a service associated 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. T8.3.2

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

T8.4 Not Being a Service to which another Item in this Group Applies

T8.4.1  "Not being a service to which another item in this 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 another item 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.

T8.5 Multiple Operation Formula
T8.5.1 The fees for two or more operations, listed in Group T8 (other than Subgroup 12 of that Group), performed on a
patient on the one occasion (except as provided in paragraph T8.5.3) are calculated by the following rule:-
100% for the item with the greatest Schedule fee
plus 50% for the item with the next greatest Schedule fee
plus 25% for each other item.
Note:
(a)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 operations 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.
The Schedule fee for benefits purposes is the aggregate of the fees calculated in accordance with the above formula.
For these purposes the term "operation" only refers to all items in Group T8 (other than Subgroup 12 of that Group).
T8.5.2  This rule does not apply to an operation which is one of two or more operations performed 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 anaesthetic. In such cases the fees specified in the Schedule apply.
T8.5.3
Where two medical practitioners operate independently and either performs more than one operation, the method
of assessment outlined in paragraph T8.5.1 would apply in respect of the services performed by each medical practitioner.
T8.5.4  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.
T8.5.5  There are a number 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 subject to the "multiple operation rule".
T8.5.6  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 post-operative complications, which would not be considered as normal aftercare - see paragraph
T8.5, 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.

T8.6 Procedure Performed with Local Infiltration or Digital Block
T8.6.1 It is to be noted that where a procedure is carried out with local infiltration or digital block as the means of
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anaesthesia, that anaesthesia is considered to be part of the procedure and an additional benefit is therefore not payable.

T8.7 Aftercare (Post-operative Treatment)

T8.7.1  Section 3(5) of the Health Insurance Act states that services included in the Schedule (other than attendances)
include all professional attendances necessary for the purposes of post-operative treatment of the patient (for the purposes of

this book, post-operative treatment is generally referred to as "after-care"). However, it should be noted that in some
instances the after-care component has been specifically excluded from the item and this is indicated in the description of the
item. In such cases benefits would be payable on an attendance basis where post-operative treatment is necessary. In other cases,
where there may be doubt as to whether an item actually does include the after-care, this fact has been reinforced by

the inclusion of the words "including after-care" in the description of the item.

T8.7.2  After-care is deemed to include all post-operative treatment rendered by medical practitioners and need not
necessarily be limited to treatment given by the surgeon or to treatment given by any one medical practitioner.

T8.7.3  The amount and duration of after-care consequent on an operation may vary between patients for the same
operation, as well as between different operations which range from minor procedures performed in the medical practitioner's
surgery, to major surgery carried out in hospital. As a guide to interpretation, after-care includes all attendances until
recovery from the operation (fracture, dislocation etc.) plus the final check or examination, regardless of whether the
attendances are at the hospital, rooms, or the patient's home.

T8.7.4  Attendances which form part of after-care, whether at hospitals, rooms, or at the patient's home, should not
be shown on the doctor's account. When additional services are itemised, the doctor should show against those services on the
account the words "not normal after-care", with a brief explanation of the reason for the additional services.

T8.7.5  Some minor operations are merely stages in the treatment of a particular condition. Attendances subsequent to

such operations should not be regarded as after-care but rather as a continuation of the treatment of the original condition and
attract benefits. Items to which this policy applies are Items 30219, 30223, 32500, 34521, 34524, 38406, 38409, 39015,
41626, 41656, 42614, 42644, 42650 and 47912. Likewise, there are a number of services which may be performed during

the aftercare period of procedures for pain relief which would also attract benefits. Such services would include all items in
Groups T6 and T7 and Items 39013, 39100, 39115, 39118, 39121, 39127, 39130, 39133, 39136, 39324 and 39327.

T8.7.6  Where a patient has been operated on in a recognised hospital as a public patient (as defined in Section 3(1) of the
Health Insurance Act), and where aftercare is directly related to the episode of admitted care for which the patient was treated
free of charge as a public patient, the aftercare should be provided free of charge as part of the public hospital
service. However, post-operative attendances by a private medical practitioner at a place other than the hospital may attract
Medicare benefits on an attendance basis, subject to the hospital meeting its responsibilities under the 1998-2003 Australian
Health  Care Agreements relating to the provision of public hospital services.

T8.7.7  hen a surgeon delegates after-care to a local doctor, Medicare benefit may be apportioned on the basis of 75% for the
operation and 25% for the after-care. Where the benefit is apportioned between two or more medical practitioners, no more than
100% of the benefit for the procedure will be paid.

T8.7.8  Inrespect of fractures, where the after-care is delegated to a doctor at a place other than the place where the initial
reduction is carried out, benefit may be apportioned on a 50:50 basis rather than on the 75:25 basis suggested for surgical
operations.

T8.7.9  Where the reduction of a fracture is carried out by hospital staff in the out-patient or casualty department of a
recognised hospital and the patient is then referred to a private practitioner for supervision of the after-care, Medicare benefits are
payable for the after-care treatment on an attendance basis.

T8.7.10  The following table shows the period which has been adopted as reasonable for the after-care of fractures:-

(Note: This list is a guide only and each case should be judged on individual merits. See paragraphs T8.7.2 to T8.7.4 above.)

Treatment of fracture of After-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 (excluding 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 sternum 4 weeks
Scapula 6 weeks
Pelvis (excluding symphysis pubis) or sacrum 4 months
Symphysis pubis 4 months
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Treatment of fracture of After-care Period
Femur 6 months
Fibula or tarsus (excepting os calcis or os talus) 8 weeks
Tibia or patella 4 months
Both shafts of Teg, ankle (Potts fracture) with or without dislocation, os

calcis (calcaneus) or os talus 4 months
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, requiring 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 skul

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), vertebral body, with involvement of cord 6 months

T8.8 Abandoned Surgery (Item 30001)

T8.8.1  Item 30001 applies where the procedure has been commenced but is then discontinued for medical reasons or for other
reasons which are beyond the surgeon’s control (eg equipment failure). Claims for benefits under this item should be submitted to
Medicare for approval of benefits and should include full details of the circumstances of the operation, including details of the
surgery which had been proposed and the reasons for the operation being discontinued.

T8.8.2  Where an abandoned 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 have applied under the relevant item from Group T9.

T8.8.3  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 abandoned surgery” or similar and should be
accompanied by full clinical details of the circumstances of the operation, including details of the surgery proposed and the
reasons for the operation being discontinued.

T8.9 Repair of Wound (Items 30023 - 30049)

T8.9.1  The repair of wound referred to in these items must be undertaken by suture, tissue adhesive resin (such as methyl
methacrylate) or clips. These items do not cover repair of wound at time of surgery.

T8.9.2  Item 30023 covers debridement of “deep and extensively contaminated” wound. Benefits are not payable under this
item for debridement which would be expected to be encountered as part of an operative approach to the treatment of fractures.

T8.10 Drill Biopsy (Item 30078)
T8.10.1 Needle aspiration biopsy attracts benefit on an attendance basis and not under this item.

T8.11 Lipectomy, Wedge Excision - Two or More Excisions (Item 30171)

T8.11.1 Multiple lipectomies, e.g., both buttocks and both thighs attract benefits under Item 30171 once only, i.e. the
multiple operation rule does not apply. Medicare benefits are not payable in respect of liposuction, except in the
circumstances outlined in Items 45584 and 45585.

T8.12 Treatment of Keratoses, Warts etc (Items 30186, 30187, 30189, 30192, 36815)

T8.12.1 Treatment of keratoses, warts, etc. attract benefits on an attendance basis, with the exception of the treatment of
warts and other premalignant skin lesions in the circumstances outlined in Items 30186, 30187, 30189, 30192 and 36815.
T8.12.2  The treatment of less than 10 premalignant skin lesions by galvanocautery, electrodesiccation or cryocautery also
attracts benefits on an attendance basis.

T8.13 Cryotherapy and Serial Curettage Excision (Items 30196 - 30203)

T8.13.1 In Items 30196 and 30197, 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 dissections and
cauterisations so that all extensions and infiltrations of the lesion are removed.
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T8.13.2 For the purposes of Items 30196 to 30203 (inclusive), the requirement for histopathological proof of malignancy is
satisfied where multiple lesions are to be removed from the one anatomical region if a single lesion from that region
is histologically tested and proven for malignancy.

T8.14 Telangiectases or Starburst Vessels (Items 30213, 30214)

T8.14.1 These items are restricted to treatment on the head and/or neck. A session of less than 20 minutes duration attracts

benefits on an attendance basis.

T8.14.2 Item 30213 is restricted to a maximum of 6 sessions in a 12 month period. Where additional treatments are
indicated in that period, Item 30214 should be used. Claims for benefits under Item 30214 should be accompanied by full clinical
details, including pre-operative colour photographs, to verify the need for additional services. Where digitial photographs are
supplied, they must be accompanied by polaroid photographs. The claim and the additional information should be lodged
with Medicare, for referral to the National Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’.
(See note 8.6 of the General Explanatory Notes.)

T8.15 Dissection of Axillary Lymph Nodes (Items 30335, 30336)
T8.15.1 For the purposes of Items 30335 and 30336, the definitions of lymph node levels referred to are set out below.
T8.15.2 Anatomically, the dissection extends from below upwards as follows:

Level I - dissection of axillary lymph nodes up to the inferior border of pectoralis minor.

Level II - dissection of axillary lymph nodes up to the superior border of pectoralis minor.

Level I1I - dissection of axillary lymph nodes extending above the superior border of pectoralis minor.

T8.16 Laparotomy and Other Procedures (Item 30375)

T8.16.1  This item covers several operations on abdominal viscera not dissimilar in time and complexity. Where more than one
of the procedures are performed during the one operation, each procedure may be itemised according to the multiple operation
formula.

T8.17 Gastrointestinal endoscopic procedures (Items 30473-30481, 30484-30487, 30490-30494, 32084-32095)

T8.17.1 The following are guidelines of appropriate minimum standards for the performance of GI endoscopy in relation to (a)
cleaning, disinfection and sterilisation procedures, 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 GI and of Colon and Rectal Surgery of
the Royal Australasian College of Surgeons, and the Colorectal Surgical Society of Australia.

Cleaning, disinfection and sterilisation procedures
T8.17.2  Endoscopic procedures should be performed in facilities where endoscope and accessory reprocessing protocols
follow procedures outlined in:-
(i) 'Infection and Endoscopy' (3rd edition), Gastroenterological Society of Australia;
(i1) 'Infection control in the health care setting - Guidelines for the prevention of transmission of infectious
diseases', National Health and Medical Research Council; and
(iii) Australian Standard AS 4187-1994 (and Amendments), Standards Association of Australia.

Anaesthetic and resuscitation equipment

T8.17.3 Where the patient is anaesthetised, anaesthetic equipment, administration and monitoring, and post operative and
resuscitation facilities should conform to the standards outlined in 'Sedation for Endoscopy’, Australian & New Zealand
College of Anaesthetists, Gastroenterological Society of Australia and Royal Australasian College of Surgeons.

T8.17.4 These guidelines will be taken into account in determining appropriate practice in the context of the Professional
Services Review process ( see paragraph 8.1 of the General Notes for Guidance).

T8.18 Gastrectomy, Sub-total Radical (Item 30523)
T8.18.1 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 posterior abdominal wall lymph nodes with or without splenectomy.

T8.19 Anti-reflux Operations (Items 30527-30533, 31464, 31466)

T8.19.1 These items cover various operations for reflux oesophagitis. Where the only procedure performed is the simple
closure of a diaphragmatic hiatus benefit would be attracted under Item 30387 (Laparotomy involving operation on
abdominal viscera, including pelvic viscera, not being a service to which another item in this Group applies).

T8.20 Removal of Skin Lesions (Items 31200 - 31355)

T8.20.1 The excision of warts and seborrheic keratoses attracts benefits on an attendance basis. Pre-malignant lesions are
covered by Items 31200 to 31240.

T8.20.2 The excision of suspicious pigmented and other skin lesions for diagnostic purposes attract benefits under Items

31205 to 31240. Only if a further more extensive excision is undertaken should the items covering excision of malignancies be
used.

T8.20.3 Items 31200 and 31245 do not require specimen to be sent for histological confirmation. Items 31205 to 31240 and 31250
require that specimen be sent for histological examination. Items 31255 to 31335 require that specimen be sent for
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histological confirmation of malignancy which must be received before itemisation of accounts for Medicare benefits purposes.
T8.20.4

Where histological 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 31205 to 31240 should be used.
Malignant tumours are covered by Items 31255 to 31335.
T8.20.5 [Item 31295 applies to the treatment of residual or recurrent BCCs or SCCs of the head and neck only, where
performed by a specialist, or practitioner other than the practitioner who provided the previous treatment. Where the
conditions of the item are not met, Items 31255 to 31290 are available to cover removal of residual or recurrent BCCs or
SCCs.
T8.20.6  For the purposes of these items, the tumour/lesion size should be determined by the macroscopic measurement of
the surface diameter of the tumour/lesion or, for elliptical tumours/lesions, by the average surface diameter. The relevant size
of the lesion relates to that measured in situ before excision. Suture of wound following surgical excision also includes
closure by tissue adhesive resin, clips or similar.
T8.20.7 Utilisation of the revised structure will be closely monitored and audited by the Health Insurance Commission to ensure
appropriate usage of items. It will be necessary for practitioners to retain copies of histological reports.

T8.21 Removal of Skin Lesion From Face (Items 31235-31245, 31265-31275, 31310-31320)
T8.21.1 For the purposes of these items, the face is defined as that portion of the head anterior to the hairline and above the
jawline.

T8.22 Dissection of lymph nodes of neck (Items 31423 to 31438)
T8.22.1 For the purposes of these items, the lymph node levels referred to are as follows:-

Level I - Submandibular and submental lymph nodes

Level II - Lymph nodes of the upper aspect of the neck including the jugulodigastric node, upper jugular
chain nodes and upper spinal accessory nodes

Level III - Lymph nodes deep to the middle third of the sternomastoid muscle consisting of mid jugular chain

nodes, the lower most of which is the jugulo-omohyoid node, lying at the level where the
omohyoid muscle crosses the internal jugular vein

Level IV - Lower jugular chain nodes, including those nodes overlying the scalenus anterior muscle

Level V - Posterior triangle nodes, which are usually distributed along the spinal accessory nerve in the
posterior triangle

Comprehensive dissection involves all 5 neck levels while selective dissection involves the removal of only
certain lymph node groups, for example:-

Item 31426 (removal of 3 lymph node levels) - e.g. supraomohyoid neck dissection (levels I-III) or lateral neck dissection
(levels II-1V).

Item 31429 (removal of 4 lymph node levels) - e.g. posterolateral neck dissection (levels II-V) or anterolateral
neck dissection (levels I-IV)

Other combinations of node levels may be removed according to clinical circumstances.

T8.23 Excision of Breast Lesions, Abnormalities or Tumours - malignant or benign (Items 31500 - 31515)

T8.23.1 Therapeutic biopsy or excision 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 core breast biopsy device.

T8.24 Subcutaneous Mastectomy (Items 31524, 31527)
T8.24.1 When, after completing a subcutaneous mastectomy a prosthesis is inserted, benefits are payable for the latter
procedure under Item 45527, the multiple operation formula applying.

T8.25 Fine Needle Aspiration of Breast Lesion (Item 31533)
T8.25.1 An impalpable lesion includes those lesions that clinically require definition by ultrasound or mammography for accurate
or safe sampling, eg. lesions in association with breast prostheses or in areas of breast thickening.

T8.26.  Diagnostic Biopsy of Breast using Advanced Breast Biopsy Instrumentation (Items 31539, 31545)
T8.26.1 For the purposes of Items 31539 and 31545, Surgeons performing this procedure should have evidence of
appropriate training via a course approved by the Breast Section of the Royal Australasian College of Surgeons, have
experience in the procedure, and the Health Insurance Commission notified of their eligibility to perform this procedure.
T8.26.2 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;
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- Breasts less than 20mm in thickness when compressed;

- Women on anticoagulants;

- Lesions that are too close to the chest wall to allow cannula access;
- Patients weighing more than 135kg;

- Women with prosthetic breast implants.

T8.27 Preoperative Localisation Of Breast Lesion Prior To The Use Of Advanced Breast Biopsy Instrumentation
(Item 31542)

T8.27.1 For the purposes 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 health
insurance commission notified of their eligibility to perform this procedure.

T8.28 Varicose veins, Multiple Injections of (Items 32500, 32501)

T8.28.1 Item 32500 is restricted to a maximum of 6 treatments in a 12 month period. Where additional treatments are
necessary in that period, Item 32501 applies. Claims for benefits should be accompanied by full clinical details, including pre-
operative colour photographs, to verify the need for additional services. Where digitial photographs are supplied, they

must be accompanied by polaroid photographs. The claim and the additional information should be lodged with Medicare, for
referral to the National Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the
General Explanatory Notes.)

T8.29 Endovascular repair of abdominal aortic aneurysm (Items 33116 and 33119)

T8.29.1 These items were introduced into the Schedule on an interim basis via Ministerial Determination under section 3C of the
Health Insurance Act, following a recommendation of the Medicare Services Advisory Committee (MSAC). Interim funding is
being provided to facilitate collection of Australian evidence of the medium term safety and effectiveness of these services. An
audit of these services is being conducted by the Australian Safety and Efficacy Register of New Interventional Procedures -
Surgical (ASERNIP-S). Continuation of funding is dependent on progress of the audit. Therefore providers of these services are
strongly encouraged to take part in the audit. Further information on the review of these procedures and the audit is available from
the MSAC Secretariat (see para 8.5 of the General Explanatory Notes).

T8.30 Arterial and Venous Patches (Items 33545-33551, 34815)

T8.30.1 Vascular surgery items have been constructed on the basis that arteriotomy and venotomy wounds are closed by
simple suture without the use of a patch.

T8.30.2 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 vein is harvested for the patch through a separate incision, Item 33551 would also apply, in
accordance with the multiple operation rule.

T8.30.3 If a patch graft is involved in conjunction with an operative procedure included in Items 33500 - 33542, 33803, 33806,
33815, 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
would also apply.

T8.31 Embolectomy or Thrombectomy (Item 33806)
T8.31.1 Benefit is payable once only per extremity, regardless of the number of incisions required to access the artery or
bypass graft.

T8.32 Peripheral Arterial or Venous Catheterisation (Item 35317)
T8.32.1 Item 35317 is restricted to the use of those chemotherapeutic agents other than antibiotic or antiviral agents.

T8.33 Colposcopic Examination (Item 35614)

T8.33.1 It should be noted that colposcopic examination (screening) of women during the course of a consultation does not
attract Medicare benefits under Item 35614 except in the following circumstances:- (i) where the patient has had an abnormal
cervical smear; (ii) where there is a history of ingestion of oestrogen by the patient's mother during her pregnancy; or (iii) where
the patient has been referred by another medical practitioner because of suspicious signs of genital cancer.

T8.34 Hysteroscopy (Item 35626)
T8.34.1 Hysteroscopy undertaken in the office/consulting rooms can be claimed under this item where the conditions set out
in the description of the item are met.

T8.35 Curettage of Uterus under GA or Major Nerve Block (Items 35639, 35640)

T8.35.1 Uterine scraping or biopsy using small curettes (e.g. Sharman's or Zeppelin's) and requiring 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.
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T8.36 Neoplastic Changes of the Cervix (Items 35644-35648)

T8.36.1 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 persistent human papilloma virus (HPV)
changes of the cervix.

T8.37 Sterilisation of Minors - Legal Requirements (Items 35657, 35687, 35688, 35691, 37622, 37623)
T8.37.1

(1) It is unlawful throughout Australia to conduct a sterilisation procedure on a minor which 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 criminal and 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.

(iv) Medicare Benefits are only payable for sterilisation procedures that are clinically relevant professional
services as defined in Section 3 (1) of the Health Insurance Act 1973.

T8.38 Debulking of Uterus (Item 35658)
T8.38.1 Benefits are payable under Item 35658, using the multiple operation rule, in addition to vaginal hysterectomy.

T8.39 Selective Coronary Angiography (Items 38215-38246)

T8.39.1 Each item in the range 38215-38240 describes an episode of service. As such, only one item in this range can be
claimed in a single episode.

T8.39.2 Item 38243 may be billed once only immediately prior to any coronary interventional procedure, including
situations where a second operator performs any coronary interventional procedure after diagnostic angiography by the first
operator.

T8.39.3 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 service. Consequently, 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 diagnostic procedure described by item 38231,
38237 or 38240, that item may be billed as an alternative to item 38246.

T8.39.4  Ttems in the range 38215 - 38246 cannot be claimed for any intravascular ultrasound (IVUS) procedure therefore
Medicare Benefits are not payable for IVUS.

T8.40 Transurethral Needle Ablation (TUNA) of the Prostate
T8.40.1 Moderate to severe lower urinary tract symptoms are defined using the American Urological Association (AUA)
Symptom Score or the International Prostate Symptom Score (IPSS).
T8.40.2  Patients not medically fit for transurethral resection of the prostate (TURP) can be defined as: (i)
Those patients who have a high risk of developing a serious complication from the surgery. Retrograde

ejaculation is not considered to be a serious complication of TURP.

(i)  Those patients with a co-morbidity which may substantially increase the risk of TURP or the risk of the

anaesthetic necessary for TURP.
T8.40.3 These items were introduced into the Schedule on an interim basis via Ministerial Determination under section 3C of
the Health Insurance Act, following a recommendation of the Medical Services Advisory Committee (MSAC). Interim funding is
being provided to facilitate collection of Australian evidence of the long term effectiveness, cost-effectiveness and safety of these
services. Data collection and analysis is being conducted by the Australian Safety and Efficacy Register of New Interventional
Procedures - Surgical (ASERNIP-S). Continuation of funding is dependent on the progress of this data collection. Therefore
providers of these services are strongly encouraged to take part in the data collection process. Further information on the review
of these items and the data collection process is available from the MSAC Secretariat (see para 8.5 of the General Explanatory
Notes).

T8.41 Ureteroscopy ( Item 36803)
T8.41.1 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 ureteroscopy numbers (Items 36806 or 36809) or pyeloscopy numbers (Items 36652, 36654 or

36656) is used for a ureteroscopic procedure performed in the same ureter or collecting system. It may be used when
inspection alone is carried out in one ureter independently from a ureteroscopic or pyeloscopic procedure in another ureter or collecting
system. If Item 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 ureter eg 36654 (Right 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).

T8.41.2 Item numbers 36806 and 36809 may only be used together when 2 independent ureteroscopic procedures are
performed in separate ureters. These separate ureters may be components of a complete or partial duplex system. If both

these numbers are used together, the Regulations require qualification of these item numbers by the site, as is necessary with 36803 eg
36806 (Right side) and 36809 (Left side).
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T8.42 Brachytherapy of the Prostate (Item 37220)

T8.42.1 Brachytherapy treatment is only recommended for patients with a gland volume of less than or equal to 40cc and who
have a life expectancy of at least 10 years.

T8.42.2  An approved site is one that has been licensed by the relevant Radiation Advisory Body.

T8.43 Radical or Debulking Operation for Ovarian Tumour including Omentectomy (Item 35720)

T8.43.1 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 application of the multiple operation formula.

T8.44 Cardiac Pacemaker Insertion (Items 38209, 38212, 38281, 38284)

T8.44.1 The fees for the insertion of a pacemaker (Items 38281 and 38284) cover the testing of cardiac conduction or
conduction threshold, etc related to the pacemaker and pacemaker function. Accordingly, additional benefits are not payable for
such routine testing under Item 38209 or 38212 (Cardiac electrophysiological studies).

T8.45 Coronary Artery Bypass (Items 38497 - 38504)

T8.45.1 The fees for Items 38497 and 38498 include the harvesting of vein graft material. Harvesting of internal mammary artery
and/or vein graft material is covered in the fees for Items 38500, 38501, 38503 and 38504. Where harvesting of an artery other than
the internal mammary artery is undertaken, benefits are payable under Item 38496 on the multiple operation basis. 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.

T8.45.2 Items 38498, 38501 and 38504 require that either a clinical or medical perfusionist are present in the operating theatre
throughout the procedure in case it is necessary to convert to an on-pump procedure and cardiopulmonary bypass is required.
T8.45.3

If it is necessary to provide cardiopulmonary bypass items 38498, 38501 and 38504 cannot be claimed. The
procedure should be claimed under items 38497, 38500 or 38503 as appropriate in conjunction with the relevant
cardiopulmonary bypass procedures.

T8.46 Re-operation via Median Sternotomy (Item 38640)

T8.46.1 Medicare benefits are payable for Item 38640 plus the item/s covering the major surgical procedure/s performed at the
time of the re-operation, using the multiple operation formula. Benefits are not payable for Item 38640 in association with Item
38656, 38643 or 38647.

T8.47 Skull Base Surgery (Items 39640 - 39662)

T8.47.1 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 working together or in tandem
during the operative session. These 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.

T8.47.2 Items 39640 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 and reconstructive surgery.

T8.48 Intradiscal Injection of Chymopapain (Item 40336)
T8.48.1 The fee for this item includes routine post-operative care. Associated radiological services attract benefits under the
appropriate item in Group I3.

T8.49 Removal of Ventilating Tube from Ear (Item 41500)
T8.49.1 Benefits are not payable under Item 41500 for removal of ventilating tube. This service attracts benefits on an
attendance basis.

T8.50 Meatoplasty (Item 41515)
T8.50.1 When this procedure is associated with Item 41530, 41548, 41557, 41560 or 41563 the multiple operation rule
applies.

T8.51 Reconstruction of Auditory Canal (Item 41524)
T8.51.1 When associated with Item 41557, 41560 or 41563 the multiple operation rule applies.

T8.52 Removal of Nasal Polyp or Polypi (Items 41662, 41665, 41668)

T8.52.1 Where such polyps are removed in association with another intranasal procedure, Medicare benefit is paid under
Item 41662. However where the associated procedure is of lesser value than Items 41665/41668, benefit for removal of
polypi would be paid under Items 41665/41668.
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T8.53 Larynx, Direct Examination (Item 41846)
T8.53.1 Benefit is not attracted under this item when an anaesthetist examines the larynx during the course of
administration of a general anaesthetic.

T8.54 Microlaryngoscopy (Item 41858)
T8.54.1 This item covers the removal of "juvenile papillomata" by mechanical means, e.g. cup forceps. Item 41861 refers to
the removal by laser surgery.

T8.55 Refractive Keratoplasty (Item 42671)
T8.55.1 The description of this item refers to two sets of calculations, one performed some time prior to the operation, the
other during the course of the operation. Both of these measurements are included in the Schedule fee and benefit for Item 42671.

T8.56 Capsulectomy or Lensectomy (Item 42731)
T8.56.1 The following items would be regarded as intraocular operations, and should not be itemised with Item 42731:

42551 42554 42557 42560 42563 42566 42569
42698 42701 42702 42703 42704 42707 42716
42734 42743 42746 42761 42764 42767 42815
42857

T8.56.2 This list of exclusions was developed following consultation with the Royal Australian College of
Ophthalmologists.

T8.57 Cyclodestructive Procedures (Items 42770 and 42771)

T8.57.1 Item 42770 is restricted to a maximum of 2 treatments in a 2 year period. Where additional treatments are
necessary in that period item 42771 should be utilised. Claims for benefits should be accompanied by full clinical details to verify the
need for additional services. The claim and the additional information should be lodged with Medicare, for referral to the National
Office of the Commission, in a sealed envelope marked ‘Medical-in-Confidence’. (See note 8.6 of the General Explanatory
Notes.)

T8.58 Laser Trabeculoplasty (Items 42782, 42783)

T8.58.1 Item 42782 is restricted to a maximum of 4 treatments in a 2 year period. Where additional treatments are
necessary in that period Item 42783 should be utilised. Claims for benefits should be accompanied by full clinical details to verify the
need for additional services. The claim and the additional information should be lodged with Medicare, for referral to the National
Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)

T8.59 Laser Iridotomy (Items 42785, 42786)

T8.59.1 Item 42785 is restricted to a maximum of 2 treatments in a 2 year period. Where additional treatments are
necessary in that period Item 42786 should be utilised. Claims for benefits should be accompanied by full clinical details to verify the
need for additional services. The claim and the additional information should be lodged with Medicare, for referral

to the National Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General
Explanatory Notes.)

T8.60 Laser Capsulotomy (Items 42788, 42789)

T8.60.1 Item 42788 is restricted to a maximum of 2 treatments in a 2 year period. Where additional treatments are
necessary in that period Item 42789 should be utilised. Claims for benefits should be accompanied by full clinical details to verify the
need for additional services. The claim and the additional information should be lodged with Medicare, for referral to the National
Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)

T8.61 Laser Vitreolysis or Corticolysis of lens material or Fibrinolysis (Items 42791, 42792)

T8.61.1 Item 42791 is restricted to a maximum of 2 treatments in a 2 year period. Where additional treatments are
necessary in that period Item 42792 should be utilised. Claims for benefits should be accompanied by full clinical details to verify the
need for additional services. The claim and the additional information should be lodged with Medicare, for referral to the National
Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)
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T8.62 Division of Suture by Laser (Item 42794)
T8.62.1 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 period.

T8.63 Laser Coagulation of Corneal or Scleral Blood Vessels (Item 42797)

T8.63.1 Benefits under this item are restricted to 4 treatments in a 2 year period. There is no provision for
additional treatments in that period.

T8.63.2 Benefits are not payable under Item 42797 for procedures undertaken for cosmetic purposes (see
paragraph T13.1.2 of the General Explanatory Notes).

T8.64 Readjustment of Adjustable Sutures (Item 42845)
T8.64.1 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 repositioning.

T8.65 Full Face Chemical Peel (Items 45019, 45020)

T8.65.1 These items relate to full-face chemical peel in the circumstances outlined in the item descriptors. Claims
for benefits should be accompanied by full clinical details, including pre-operative colour photographs, to confirm that
the conditions for payment of benefits have been met. Where digitial photographs are supplied, they must be accompanied by
polaroid photographs. The claim and the additional information should be lodged with Medicare, for referral to the National
Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory
Notes.)

T8.66 Abrasive therapy/Resurfacing (Items 45021 - 45026)

T8.66.1 For the purposes of the above items, one aesthetic area is any of the following of the whole face (considered to be
divided into six segments):- forehead; right cheek; left cheek; nose; upper lip; and chin.

T8.66.2 Items 45021 and 45024 cover abrasive therapy only. Services performed using a laser are not eligible for benefits under
these items.

T8.67 Foreign Implant (Item 45051)

T8.67.1 For Medicare benefits to be payable for this item the intention of the implantation must be either to reconstruct
facial or body contours which have been damaged by trauma or disease or to correct a deformity which has been
pathologically caused.

T8.68 Escharotomy (Item 45054)
T8.68.1 Benefits are payable once only under Item 45054 for each limb (or chest) regardless of the number of incisions to each
of these areas.

T8.69 Local Skin Flap - Definition

T8.69.1 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 moved into the defect 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.
T8.69.2 By definition, direct wound closure (e.g. by suture) does not constitute skin flap repair. Similarly, 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 normal part of wound closure
and is not considered a skin flap repair.

T8.69.3 A "Z" plasty is a particular type of transposition flap repair. Although 2 flaps are created, benefit will be paid on the
basis of Items 45200, 45203 or 45206 once only.

T8.69.4 Items where benefit for local skin flap repair (if indicated as above) is payable, include:

30023, 30180, 30186, 30269, 31200-31340, 45030, 45033, 45036-45045, 45506, 45512, 45626

Note: This list is not all-inclusive and there are circumstances where other services might involve flap repair.

T8.69.5 The following items are examples of where local flap repair would usually not be payable. If further advice is
required the Health Insurance Commission should be contacted.

30026-30052, 30099-30114, 30165-30177, 45520, 45522, 45524, 45563, 45587, 45632-45644, 45659, 45662, 45677-45713.

T8.70 Free grafting to burns (Items 45406 - 45418)
T8.70.1 Items 45406 to 45418 cover split skin grafting using autografts, homografts or xenografts.
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T8.71 Augmentation Mammaplasty (Items 45524, 45527, 45528)

T8.71.1 Medicare benefit is generally not attracted under Item 45524 unless the asymmetry in breast size is greater than

10%. Augmentation of a second breast some time after an initial augmentation of one side would not attract

benefits. Benefits are not payable for augmentation mammaplasty in association with correction of breast ptosis (Items 45556,
45557 and 45558).

T8.71.2 Item 45528 applies where bilateral mammaplasty is indicated because of disease, trauma or congenital
malformation (other than covered under Item 45524 or 45527). Claims for benefits should be accompanied by full clinical details,
including pre-operative colour photographs. Where digital photographs are supplied, they must also be accompanied

by polaroid photographs. The claim and the additional information should be lodged with Medicare, for referral to the
National Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General
Explanatory Notes.)

T8.72 Breast Reconstruction, Myocutaneous Flap (Item 45530)

T8.72.1 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. T8.72.2
When a rectus abdominus flap is used, secondary repair of the muscle defect by an external oblique muscle flap would

be covered under Item 45012. However, where the repair is by Teflon or similar mesh, Item 30405 should be itemised.

T8.73 Breast Ptosis (Items 45556, 45557 and 45558)

T8.73.1 For the purposes of Item 45556, Medicare benefit is only payable for the correction of breast ptosis when
performed unilaterally, to match the position of the contralateral breast. Additional benefit is not payable if this procedure is also
performed on the contralateral breast.

T8.73.2 Items 45557 and 45558 apply where correction of breast ptosis is indicated because the nipple is inferior to the infra-
mammary groove. Claims for benefits should be accompanied by full clinical details including colour photographs.
Where digital photographs are supplied they must also be accompanied by polaroid photographs. The claim and the
additional information should be lodged with Medicare, for referral to the National Office of the Commission, in a sealed
envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)

T8.74 Nipple and/or Areola Reconstruction (Item 45545, 45546)

T8.74.1 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.

T8.74.2  Item 45546 covers the non-surgical creation of nipple or areola by intradermal colouration.

T8.75 Liposuction (Items 45584, 45585)

T8.75.1 Medicare benefits for liposuction are generally attracted under Item 45584, that is, for the treatment of post
traumatic pseudolipoma. Such trauma must be significant and result in large haematoma and localised swelling. Only on  very
rare occasions would benefits be payable for bilateral liposuction.

T8.75.2  Where liposuction is indicated for the treatment of conditions such as pathological lipodystrophy of hips, buttocks,
thighs and lower legs (including knees), gynaecomastia and lymphoedema, Item 45585 applies. Claims for benefits under this item
should be accompanied by full clinical details, including full body pre-operative photographs. Where digital photographs are
supplied, they must also be accompanied by polaroid photographs. The claim and the additional information should be lodged
with Medicare, for referral to the National Office of the Commission, in a sealed envelope marked ‘Medical-in
Confidence’. (See note 8.6 of the General Explanatory Notes.)

T8.76 Meloplasty for Correction of Facial Asymmetry (Items 45587, 45588)

T8.76.1 Benefits are payable under Item 45587 for unilateral face-lift operations performed to correct soft tissue
abnormalities of the face due to causes other than the ageing process.

T8.76.2 Where bilateral meloplasty is indicated because of disease, trauma or congenital malformation for conditions such

as drooling from the angles of the mouth and deep pitting of the skin due to acne scars Item 45588 applies. Claims
for benefits under this item should be accompanied by full clinical details, including pre-operative colour photographs. Where
digital photographs are supplied, they must be accompanied by polaroid photographs. The claim and the additional
information should be lodged with Medicare, for referral to the National Office of the Commission, in a sealed envelope
marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)

T8.77 Reduction of Eyelids (Items 45617, 45620)

T8.77.1 Where a reduction is performed for a medical condition of one eyelid, it may be necessary to undertake a similar
compensating procedure on the other eyelid to restore symmetry. The latter operation would also attract benefits. Where

there is doubt as to whether benefits would be payable, advice should be sought from a medical adviser of the Health
Insurance Commission.

T8.78 Rhinoplasty (45638, 45639)
T8.78.1 Benefits are payable for septoplasty (Item 41671) where performed in conjunction with rhinoplasty.
T8.78.2 Item 45639 applies where surgery is indicated for the correction of significant developmental deformity.
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Developmental deformity includes cleft nose, bifid tip and twisted nose. Claims for benefits under this item should be
accompanied by full clinical details and pre-operative photographs, including front, base (ie inferior view) and two laterals of the
nose. Where digital photographs are supplied, they must also be accompanied by polaroid photographs. The claim and

the additional information should be lodged with Medicare, for referral to the National Office of the Commission, in a sealed
envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)

T8.79 Vermilionectomy (Item 45669)
T8.79.1 Item 45669 covers treatment of the entire lip.

T8.80 Osteotomy of Jaw (Items 45720 - 45752)

T8.80.1 The fee and benefit for these items include the various forms of internal or dental fixation, jaw immobilisation, the
transposition of nerves and vessels and bone grafts taken from the same site. Bone grafts taken from a separate site, eg iliac
crest, would attract additional benefit under Item 47726 or 47729 for the harvesting, plus Item 48239 or 48242 for the
grafting.

T8.80.2  For the purposes of these items, a reference to maxilla includes the zygoma.

T8.81 Genioplasty (Items 45761)
T8.81.1 Genioplasty attracts benefit once only although a section is made on both sides of the symphysis of the mandible.

T8.82 Reduction of Dislocation or Fracture

T8.82.1 Closed reduction means treatment of a dislocation or fracture by non-operative reduction, and includes the use of
percutaneous fixation or external splintage by cast or splints.

T8.82.2  Open reduction means treatment of a dislocation or fracture by either operative exposure including the use of any
internal or external fixation; or non-operative (closed reduction) where intra-medullary or external fixation is used.

T8.82.3  Where the treatment of a fracture requires reduction on more than one occasion to achieve an adequate alignment,
benefits are payable for each separate occasion at which reduction is performed under the appropriate item covering the
fracture being treated.

T8.82.4 The treatment of fractures/dislocations not specifically covered by an item in Subgroup 15 (Orthopaedic) attracts
benefits on an attendance basis.

T8.83 Internal Fixation (Items 48678-48690)
T8.83.1 Benefits under these items are only attracted where internal fixation is carried out in association with spinal fusion
covered by Items 48642 to 48675. The multiple rule would apply in each instance.

T8.84 Wrist Surgery (Items 49200-49227)
T8.84.1 For the purposes of these items, the wrist includes both the radiocarpal joint and the midcarpal joint.

T8.85 Joint or other Synovial Cavity, Aspiration of, or Injection into (Items 50124, 50125)

T8.85.1 Item 50124 is restricted to a maximum of 25 treatments in a 12 month period. Where additional treatments are
necessary Item 50125 applies. Claims for benefits should be accompanied by full clinical details to verify the need for
additional services. Where digitial photographs are supplied, they must be accompanied by polaroid photographs. The claim
and the additional information should be lodged with Medicare, for referral to the National Office of the Commission, in a
sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes.)

ASSISTANCE AT OPERATIONS (Group T9)

T9.1 General

T9.1.1 Items covering operations which are eligible for benefits for surgical assistance have been identified by the
inclusion of the word "Assist." in the item description. Medicare benefits are not payable for surgical assistance associated with
procedures which have not been so identified.

T9.1.2  The assistance must be rendered by a medical practitioner other than the surgeon, the anaesthetist or the assistant
anaesthetist.

T9.1.3  Where more than one practitioner provides assistance to a surgeon no additional benefits are payable. The
assistance benefit payable is the same irrespective of the number of practitioners providing surgical assistance.

T9.2 Benefits payable under Item 51300

T9.2.1  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 specified in the 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.

T9.3 Benefits payable under item 51303
T9.3.1 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
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operations identified by the word "Assist." for which the aggregate Schedule fee exceeds the threshold specified in the item
descriptor.

T9.4 Benefits Payable Under Item 51309

T9.4.1 Medicare benefits are payable under item 51309 for assistance rendered at any operation identified by the word
“Assist.” or a series or combination of operations identified by the word “Assist.” and assistance at a delivery involving
Caesarean section.

T9.4.2  Where assistance is provided at a Caesarean section delivery and at a procedure or procedures which have not been
identified by the word "Assist.", benefits are payable under item 51306.

T9.5 Assistance at Multiple Operations

T9.5.1 Where surgical assistance is provided at two or more operations performed on a patient on the one occasion the
multiple operation formula is applied to all the operations to determine the surgeon's fee for Medicare benefits purposes. The
multiple-operation 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 assistance. The abated fee is used to determine the appropriate
Schedule item covering the surgical assistance (ie either Item 51300 or 51303).

Example.

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%

T9.5.2  The derived fee applicable to Item 51303 is calculated on the basis of one-fifth of the abated Schedule fee for the
surgery which attracts an assistance rebate.

T9.6 Surgeons Operating Independently

T9.6.1 Where two surgeons operate independently (ie neither assists the other or administers the 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 manner as if the surgeons were operating separately.

T9.7 Assistance at Cataract and Intraocular Lens Surgery

T9.7.1 The reference to “previous significant surgical complication” covers vitreous loss, rupture of posterior capsule, loss of
nuclear material into the vitreous, intraocular haemorrhage, intraocular infection (endophthalmitis), cystoid macular oedema,
corneal decompensation or retinal detachment.

RELATIVE VALUE GUIDE FOR ANAESTHESIA (Group T10)

For a trial period of two years commencing 1 November 2001, the Relative Value Guide (RVG) for Anaesthesia has been
introduced into the Medicare Benefits Schedule under a cost neutral framework, as the basis for calculating Medicare benefits for
anaesthesia services. This follows a feasibility study commissioned by the Commonwealth and guided jointly with the profession
and extensive consultation with representatives of the Australian Society of Anaesthetists, the Australian Medical Association and
the Rural Doctors Association of Australia.

T10.1 Overview of the RVG

T10.1.1 The RVG groups anaesthesia services within anatomical regions. These items are listed in the MBS under Group

T10, Subgroups 1-16 Anaesthesia for radiological and other therapeutic and diagnostic services are grouped separately under
Subgroup 17. 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 anaesthesia (see Note T10.7). These services are listed at subgroup 19. The RVG also provides
for assistance at anaesthesia under certain circumstances (see point T10.8). These items are listed at subgroup 26.

T10.1.2 Details of the RVG are also available at the following website address, which includes a section answering
“frequently asked questions” about the new arrangements: www.health.gov.au/haf/rvg/index.htm

T10.1.3 The RVG is based on an anaesthesia unit system reflecting the difficulty of the service and the total time taken for the
service. Each unit has been assigned a dollar value.

T10.1.4  Under the RVG, the Medicare benefit for anaesthesia in connection with a procedure is comprised of up to three
components:
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The basic units allocated to each anaesthetic procedure, reflecting the degree of difficulty of the procedure (an item in the
range 20100-21997), for example:

INITIATION AND MANAGEMENT OF ANAESTHESIA for percutaneous liver
biospy (4 basic units)
20702 |Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10

the time unit allocation reflecting the total time of the anaesthesia (an item in the range 23010-24136), for example;

- 41 MINUTES to 45 MINUTES (3 units)
23033 |Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10

plus, where appropriate

modifying units recognising certain added complexities in anaesthesia (an item/s in the range 25000-25020), for example

ANAESTHESIA, PERFUSION OR ASSISTANCE AT ANAESTHESIA where the
patients age is less than 12 months of age or 70 years or greater (1 unit)
25015 |Fee: $16.50 Benefit: 75% = $12.40 85% = $14.05

T10.1.5 Each assistant at anaesthesia service in subgroup 26 has also 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 establish
the fee for the assistant service. For example:

ASSISTANCE IN THE ADMINISTRATION OF ANAESTHESIA on a patient in
imminent danger of death requiring continuous life saving emergency treatment , to the
exclusion of all other patients

Derived Fee: An amount of $82.50 (5 basic units)

plus an item in the range 23010-24136) plus, where applicable, an item/s in the range
25200 125000 - 25020

T10.1.6  As with anaesthesia, where whole body perfusion is performed, the Schedule fee is determined on the base units
allocated to the service (item 22060), 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;

WHOLE BODY PERFUSION, CARDIAC BYPASS, using heart-lung machine or
equivalent (20 basic units)

(See para T10.9 of explanatory notes to this Category)

22060 |Fee: $330.00 Benefit: 75% = $247.50 85% = $280.50

(b) plus, the time unit allocation reflecting the total time of the perfusion (an item in the range 23010 - 24136), for example;

41 MINUTES TO 45 MINUTES (3 basic units)
23033 |Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10

plus, where appropriate

(c) modifying units recognising certain added complexities in perfusion (an item/s in the range 25000 - 25020) for example

ANAESTHESIA, PERFUSION OR ASSISTANCE AT ANAESTHESIA -
where the patient's age is up to one year or 70 years or greater (1 basic units) Fee:
25015 |[$16.50 Benefit: 75% = $12.40 85% = $14.05
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T10.2 Eligible Services

T10.2.1 With some exceptions (see note T10.13), a Medicare benefit is only payable for anaesthesia which is performed in
connection with an “eligible” service. Under the Health Insurance Regulations, an “eligible” service is defined as a clinically relevant
professional service (as outlined in paragraph 1.1.4 of the General Explanatory Notes of the Medicare Benefits Schedule)
which is listed in the Schedule and which has been identified as attracting an anaesthetic fee.

T10.3 RVG Unit Values

Basic Units

T10.3.1 The RVG basic unit allocation represents the degree of difficulty of the anaesthetic procedure relative to the
anatomical site and physiological impact of the surgery.

Time Units

T10.3.2 The number of time units is calculated from the total time of the anaesthesia service, the assistant at anaesthesia
service or the whole body perfusion service:

- for anaesthesia, time is considered to begin when the anaesthetist commences exclusive and continuous care of the patient
for anaesthesia. Time ends when the anaesthetist is no longer in professional attendance, that is, when the patient is safely
placed under the supervision of other personnel;

- for assistance at anaesthesia, time is taken to be the period that the assistant anaesthetist is in active attendance on the
patient during anaesthesia; and

- for perfusion, perfusion time begins with the commencement of anaesthesia and finishes with the closure of the chest.

T10.3.3 For up to and including the first 4 hours of time, each 15 minutes (or part thereof) constitutes 1 time unit. For time
beyond 4 hours, each time unit equates to 10 minutes (or part thereof).

T10.3.4  For statistical purposes, the first 2 hours of time after the first 15 minutes is represented in the Medicare Benefits
Schedule by item numbers in 5 minute increments.

For example:

ANAESTHESIA, ASSISTANCE AT ANAESTHESIA OR PERFUSION TIME

for anaesthesia in connection with an eligible medical service or a dental service or assistance at
anaesthesia in connection with an eligible medical service or for perfusion in connection with an
eligible medical service

15 MINUTES OR LESS (1 unit)
23010 |Fee: $16.50 Benefit: 75%= $12.40 Benefit: 85% = $14.05

16 MINUTES TO 20 MINUTES (2 units)
23021 |Fee: $33.00 Benefit: 75%= $24.75 Benefit: 85% = $28.05

21MINUTES to 25 MINUTES (2 units)
23022 |Fee: $33.00 Benefit: 75%= $24.75 Benefit: 85% = $28.05

26 MINUTES to 30 MINUTES (2 units)
23023 |Fee: $33.00 Benefit: 75%= $24.75 Benefit: 85% = $28.05

31 MINUTES to 35 MINUTES (3 units)
23031 |Fee: $49.50 Benefit: 75%= $37.15 Benefit: 85% = $42.10

36 MINUTES to 40 MINUTES (3 units)
23032 |Fee: $49.50 Benefit: 75%= $37.15 Benefit: 85% = $42.10

41 MINUTES to 45 MINUTES (3 units)
23033 |Fee: $49.50 Benefit: 75%= $37.15 Benefit: 85% = $42.10

T10.3.5  For services lasting between 15 minutes and two hours, the appropriate 5 minute item number should be included on
accounts.

Modifying Units (25000 - 25050)

T10.3.6 Modifying units have been included in the RVG to recognise added complexities in anaesthesia or perfusion,
associated with the patient’s age, physical status or the requirement for emergency surgery. These cover the following clinical
situations:
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ASA physical status indicator 3 - A patient with severe systemic disease that significantly limits activity (item 25000). This
would include: severely limiting 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: -
a patient with ischaemic heart disease such that they encounter angina frequently on exertion thus significantly
limiting activities;

- a patient with chronic airflow limitation who gets short of breath such that the patient cannot complete one flight of stairs
without pausing;

- a patient who has suffered a stroke and is left with a residual neurological deficit to the extent that is significantly limits
normal activity, such as hemiparesis; or

- a patient who has renal failure requiring regular dialysis.

ASA physical status indicator 4 - A patient with severe systemic disease which is a constant threat to life (item 25005).
This covers patients with severe systemic disorders that are already life-threatening, not always correctable by an operation.
This would include: patients with heart disease showing marked signs of cardiac 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: -
a person with coronary disease such that they get angina daily on minimum exertion thus severely curtailing
their normal activities;

- a person with end stage emphysema who is breathless on minimum exertion such as brushing their hair or walking less
than 20 metres; or

- a person with severe diabetes which affects multiple organ systems where they may have one or more of the following
examples:-

- severe visual impairment or significant peripheral vascular disease such that they may get intermittent claudication on
walking less than 20 metres; or

- severe coronary artery 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 -
a burst abdominal aneurysm with profound shock;

- major cerebral trauma with increasing intracranial pressure; or

- massive pulmonary embolus.

NOTE: It should be noted that the Medicare Benefits Schedule does NOT include modifying units for patients
assessed as ASA physical status indicator 2.

Some examples of ASA 2 would include: -
a patient with controlled hypertension which has no affect on the patient's normal lifestyle;

- a patient with coronary artery disease that results in angina occurring on substantial exertion but not limiting normal
activity; or

- a patient with insulin dependant diabetes which is well controlled and has minimal effect on normal lifestyle.”

Where the patient is less than 12 months or age or 70 years or greater (item 25015).

For anaesthesia, assistance at anaesthesia or a perfusion service in association with an *emergency
procedure (item 25020).

For anaesthesia or assistance at anaesthesia in association with an *after hours emergency procedure (items 25025

and 25030).

For a perfusion service in association 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.

T10.3.7 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 T10.3.8
For the purposes of both the emergency modifier and the after hours emergency modifiers, emergency is defined as
being where the patient requires immediate treatment without which there would be significant threat to life or body part.

Definition of After Hours T10.3.9

For the purposes of the after 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 holiday. Benefit for the After Hours
Emergency Modifiers is only payable where more than 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 period, the emergency 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 see point
T10.4.2.

T10.4 Deriving the Schedule Fee under the RVG
T10.4.1 The Schedule fee for each component of anaesthesia (base items, time items and modifier items) in the RVG
Schedule was derived by applying the unit value to the total number of anaesthesia units for each component. For example:

ITEM DESCRIPTION SCHEDULE FEE
17603 Pre-anaesthesia Consultation $34.80
RVG Anaesthesia Service Units Schedule Fee (Units X $16.50)
20840 Anaesthesia for resection of perforated|bowd §99.00
23190 Time - 4 hours 30minutes 19 $313.50
25000 Modifier - Physical status I $16.50
22012 Central Venous Pressure Monitoring 3 $49.50

T10.4.2 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 therapeutic or
diagnostic service from Group T10, Subgroup 18, provided during the anaesthesia episode. For example:

ITEM DESCRIPTION UNITS SCHEDULE FEE
(UNITS X $16.50)
20840 Anaesthesia for resection of perforatedbowel 6
$99.00
23190 Time - 4 hours 30minutes 19 $313.50
25000 Modifier - Physical status I $16.50
22012 Central Venous Pressure Monitoring 3 $49.50
TOTAL UNITS =29 Schedule fee = $478.50
25025 Anaesthesia After Hours Emergency Schedule fee =$478.50 x
Modifier 50%
=$239.25

T10.4.3 Definition of Radical Surgery

Where the term radical appears in an item description, it refers to an extensive surgical procedure, performed for the
treatment of malignancy. It usually denotes extensive block dissection not only of the malignant tissue, but also of the
surrounding tissue, particularly fat and lymphatic drainage systems.

T10.4.4 Multiple Anaesthesia Services

T10.4.4.1 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
services. For example:

ITEM DESCRIPTION UNITS | SCHEDULE FEE

20790 Anaesthesia for Cholecystectomy 7 $132.00
20752 Incisional Hernia 6 $99.00
23100 Time - 2hrs 30mins 10 $165.00
25015 Physical Status - Over 70 I $16.50
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10.4.5 Prolonged Anaesthesia

T10.4.5.1 Under the RVG, the previous rules that related to prolonged anaesthesia no longer apply. Where anaesthesia is
prolonged beyond that which an anaesthetist would normally encounter for a particular service, the RVG provides for the
anaesthetist to claim the total anaesthesia time for the procedure/s.

T10.5 Account Requirements

T10.5.1 Before benefit will be paid for the administration of anaesthesia, or for the services of an assistant anaesthetist, a
number of details additional to those set out at paragraph 7.1 of the General Explanatory Notes of the 1 November 2000
Medicare Benefits Schedule are required on the anaesthetist’s account:

- the anaesthetist’s account must show the name/s of the medical practitioner/s who performed the
associated operation/s. As well, 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.

- the assistant anaesthetist’s account must show the names/s of the medical practitioners who performed the
associated operation/s, as well as the name of the principal anaesthetist. In addition, 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.

- The perfusionist’s account must record the start time, end time and total time of the perfusion service where the
after hours emergency modifier is claimed.

T10.6 General Information
T10.6.1 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 administration of anaesthesia. The administration of anaesthesia also
includes the pre-anaesthesia 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 theatre or an anaesthesia induction room. The
pre-anaesthesia consultation for a patient should be performed in association with a clinically relevant service.
T10.6.2

Except in special circumstances, benefit is not payable for the administration of anaesthesia listed in Subgroups 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.
T10.6.3 Fees and benefits for anaesthesia services under the RVG 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 T10.7).
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.
T10.6.4 The Medicare benefit derived under the RVG for the administration 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 24 for the services of one assistant anaesthetist (who must not be either the surgeon or assistant surgeon (see Note 10.8)
T10.6.5

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 anaesthesia item according to the advice in paragraph
T10.4. 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.
T10.6.6 When a regional nerve block or field nerve block covered by an item in Group T7 of the Schedule is administered by a
medical practitioner in the course of a surgical procedure undertaken by him/her, then such a block will attract benefit under the
appropriate item in Group T7.
T10.6.7 It is to be noted 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.
T10.6.8 It may happen that the professional service for which the anaesthesia is administered does not itself attract a
benefit because it is part of the after-care of an operation. This does not, however, affect the benefit payable for the
anaesthesia service. Benefit is payable for anaesthesia administered in connection with such a professional service (or
combination of services) even though no benefit is payable for the associated professional service.
T10.6.9 The administration of epidural anaesthesia during labour is covered by Item 18216 or 18219 in Group T7 of the
Schedule whether administered by the medical practitioner undertaking the confinement or by another medical practitioner.
Subsequent "top-ups" are covered by Item 18222 or 18225.

T10.7 Additional Services performed in connection with Anaesthesia- Subgroup 19

T10.7.1 Included in the RVG format are a number of additional or complimentary services which may be provided
in connection with anaesthesia such as pulmonary artery pressure monitoring (item 22012) and intra-arterial cannulation (item
22025).

T10.7.2 These items (with the exception of peri-operative nerve blocks (22030-22050)) and perfusion services (22055-
22075) have also been retained in the MBS in the non-RVG format, for use by practitioners who provide these services other
than in association with anaesthesia.

T10.7.3  Where an anaesthetist provides an additional (clinically relevant) service during anaesthesia that is not one listed in
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Subgroup 19 (excluding intravenous infusion or electrocardiographic monitoring) the relevant non-RVG item should be
claimed.

T10.8 Assistance in the Administration of Anaesthesia (Items 25200 and 25205)
T10.8.1 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 benefit is payable only in respect of one
assistant anaesthetist who must not be the surgeon or assistant surgeon.
T10.8.2 Assistance at anaesthesia 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 include: complex airway problems,
anaphylaxis or allergic reactions, malignant hyperpyrexia, neonatal and complicated paediatric anaesthesia, massive blood loss
and subsequent resuscitation, intra-operative cardiac arrest, critically ill patients from intensive care units or inability to wean
critically ill patients from pulmonary bypass.
T10.8.3  Assistance in the administration of elective anaesthesia (Item 25205)
T10.8.4 A separate benefit is payable under Item 25205 for the services of an assistant anaesthetist in connection with
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.
T10.8.5 For the purposes of Item 25205, a “complex paediatric case” involves one or more of the following:-

6)] the need for invasive monitoring (intravascular or transoesophageal); or

(i)  organ transplantation; or

(iii)  craniofacial surgery; or

(iv)  major tumour resection; or

(v)  separation of conjoint twins.

T10.9 Perfusion Services (Items 22055-22075)

T10.9.1 Perfusion services covered by items 22055-22075 have been included in the RVG format.

T10.9.2 The “Time” component for item 22060 is defined as beginning with the commencement of anaesthesia and
finishing with the closure of the chest.

T10.9.3 Medicare benefits are not payable for perfusion unless the perfusion is performed by a medical practitioner other than
the medical practitioner who renders the associated medical service in Group T8 or the medical practitioner who
administers the anaesthesia listed in the RVG in Group T10. The service must be performed by a medical practitioner in order to
attract Medicare benefits. The “on behalf of” provisions do not apply.

T10.9.4 Medicare benefit is payable where the perfusionist provides a clinically necessary service/s from Group T10,
Subgroup 19 in addition to the perfusion service.

T10.10 Anaesthesia as a therapeutic procedure (Item 21965)

T10.10.1 Claims under this item should be submitted to Medicare for approval of benefits and should contain full clinical
details of the service. The claim and the additional information should be lodged with Medicare, for referral to the National
Office of the Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.7 of the General Explanatory
Notes of the 1 November 2002 Medicare Benefits Schedule.)

T10.11 Discontinued Surgery (Item 21990)

T10.11.1 Claims for benefits under Item 21990 should be submitted to Medicare for approval of benefits and should include full
details of the circumstances of the operation, including details of the surgery which had been proposed and the reasons for the
operation being discontinued.

T10.12 Anaesthesia in connection with a procedure not identified as attracting a Medicare benefit for anaesthesia (Item
21997)

T10.12.1 Payment of benefit for Item 21997 is not restricted to the service being performed in connection with a surgical  service in
Group T8. Item 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 clinically
necessary. The claim and the additional information should be lodged with Medicare, for referral to the National Office of the
Commission, in a sealed envelope marked ‘Medical-in Confidence’. (See note 8.6 of the General Explanatory Notes of the 1
November 2002 Medicare Benefits Schedule.)

T10.13 Anaesthesia in connection with a dental service (Items 22900 and 22905)

T10.13.1 Items 22900 and 22905 cover the administration of anaesthesia in connection with a dental service that is not a service
covered by an item in the Medicare 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 22900 and 22905.

T10.14 Anaesthesia in connection with cleft lip and cleft palate repair (Items 20102 and 20172)
T10.14.1 Anaesthesia associated with cleft lip and cleft palate repair is covered in Subgroup 1 of the RVG Schedule, under
items 20102 and 20172.
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T10.15 Anaesthesia in connection with an Oral and Maxillofacial service (Category 4 of the Medicare
Schedule) Benefits

T10.15.1 Benefit for anaesthesia provided by a medical practitioner in association with an Oral and Maxillofacial service
(Category 4 of the Medicare Benefits Schedule) is derived using the RVG (see point OC.4 in Category 4 of the Medicare
Benefits Schedule). Benefit for anaesthesia for oral and maxillofacial services should be claimed under the appropriate RVG
item from Subgroup 1 or 2.

T10.16  Peri-operative blocks for post operative pain (Items 22030 to 22050)
T10.16.1 Benefits are only payable for peri-operative nerve blocks performed for the management of post-operative pain that
are specifically catered for under items 22030 to 22050.

T10.17 Anaesthesia in connection with extensive surgery on facial bones(20192)

The term “extensive” in relation to this item is defined as major facial bone surgery or reconstruction including major
resection or osteotomies or osteectomies of mandibles and/or maxillae, surgery for prognathism or surgery for Le Fort II or

IIT fractures.

T10.18 Introduction of a Narcotic (Item 22030)
T10.18.1 Benefits are attracted for this procedure irrespective of the stage of the operation at which the narcotic is
introduced.

T10.19 Epidural Injection for Control of Post-operative Pain (Item 22035)
T10.19.1 This item provides benefit for the epidural injection of a local anaesthetic in the caudal, lumbar or thoracic region
administered towards the end of an operation for the purposes of controlling pain in the post-operative period.

T10.20 Regional or Field Nerve Blocks for Post-operative Pain (Items 22040 - 22050)
T10.20.1 Benefits are payable under Items 22040 to 22050 in addition to the general anaesthesia for the related procedure.

T10.21 Anaesthesia for radical procedures on the chest wall (Item 20474)
T10.21.1 Radical procedures on the chest wall referred to in item 20474 would include procedures such as pectus
excavatum.

T10.22  Anaesthesia for extensive spine or spinal cord procedures (Item 20670)

T10.22.1 This item covers major spinal surgery involving multiple levels of the spinal cord and spinal fusion where
performed. Procedures covered under this item would include the Harrington Rod technique. Surgery on individual spinal levels
would be covered under items 20600, 20620 and 20630.

T10.23  Anaesthesia for femoral artery embolectomy (Item 21274)
T10.23.1 Item 21274 covers anaesthesia for femoral artery embolectomy. Grafts involving intra-abdominal vessels would be
covered under item 20880.

T10.24  Anaesthesia for cardiac catheterisation (Item 21941)
T10.24.1 Ttem 21941 does not include either central vein catheterisation or insertion of right heart balloon catheter.
Anaesthesia for these procedures is covered under item 21943.

T10.25 Anaesthesia for 2 dimensional real time transoesophageal echocardiography (Item 21936)

T10.25.1 Benefits are payable for anaesthesia in connection with 2 dimensional real time transoesophageal
echocardiography, (including intra-operative echocardiography) which includes doppler techniques, real time colour flow
mapping and recording onto video tape or digital medium.

T10.26  Anaesthesia for services on the upper and lower abdomen (subgroups 6 and?7)
T10.26.1 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.

Some examples of upper abdomen would be: -
laparoscopy on upper abdominal viscera;
- laparoscopy with operative focus superior to the umbilical port;
- surgery to the liver, gallbladder and ducts, stomach, pancreas, small bowel to DJ flexure;
- the kidneys in their normal location (as opposed to pelvic kidney); or
- spleen or bowel (where it involves a diaphragmatic hernia or adhesions to gallbladder bed).
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Some examples of lower abdomen would be: -
abdominal wall below the umbilicus;
- laparoscopy on lower abdominal viscera;
- laparoscopy with operative focus inferior to the umbilical port;
- surgery on the colon;
- surgery on the appendix; or
- surgery associated with the female reproductive system.
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MISCELLANEOUS HYPERBARIC OXYGEN THERAPY

GROUP T1 - MISCELLANEOUS THERAPEUTIC PROCEDURES

SUBGROUP 1 - HYPERBARIC OXYGEN THERAPY

HYPERBARIC OXYGEN THERAPY, for treatment of decompression illness, gas gangrene, air or gas embolism;
diabetic wounds including diabetic gangrene and diabetic foot ulcers; necrotising soft tissue infections including necrotising
fasciitis or Fournier's gangrene; or for the prevention and treatment of osteoradionecrosis, 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 of between 1 hour 30 minutes and 3 hours, including any associated attendance

(See para T1.1 of explanatory notes to this Category)

13020 | Fee: $209.80 Benefit: 75% = $157.35 85% =$178.35
HYPERBARIC OXYGEN THERAPY for treatment of decompression illness, air or gas embolism, 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 3 hours, including any associated attendance - per hour (or part of an hour)
(See para T1.1 of explanatory notes to this Category)

13025 | Fee: $93.85 Benefit: 75% = $70.40 85% = $79.80
HYPERBARIC OXYGEN THERAPY performed in a comprehensive hyperbaric medicine facility where the medical practitioner
is pressurised in the hyperbaric chamber for the purpose of providing continuous life saving emergency treatment, including any
associated attendance - per hour (or part of an hour)
(See para T1.1 of explanatory notes to this Category)

13030 | Fee: $132.55 Benefit: 75% = $99.45 85% =$112.70

SUBGROUP 2 - DIALYSIS

SUPERVISION IN HOSPITAL by a medical specialist of haemodialysis, haemofiltration, haemoperfusion or peritoneal dialysis,
including all professional attendances, where the total attendance time on the patient by the supervising medical specialist exceeds
45 minutes in 1 day
(See para T1.2 of explanatory notes to this Category)

13100 | Fee: $110.80 Benefit: 75% = $83.10 85% = $94.20
SUPERVISION IN HOSPITAL by a medical specialist of haemodialysis, haemofiltration, haemoperfusion or peritoneal dialysis,
including all professional attendances, where the total attendance time on the patient by the supervising medical specialist does not
exceed 45 minutes in 1 day
(See para T1.2 of explanatory notes to this Category)

13103 | Fee: $57.70 Benefit: 75% = $43.30 85% = $49.05
DECLOTTING OF AN ARTERIOVENOUS SHUNT

13106 | Fee: $98.45 Benefit: 75% = $73.85 85% = $83.70
INDWELLING PERITONEAL CATHETER (Tenckhoff or similar) FOR DIALYSIS INSERTION AND FIXATION OF
(Anaes.)

13109 | Fee: $184.65 Benefit: 75% = $138.50 85% = $157.00
TENCKHOFF PERITONEAL DIALYSIS CATHETER, removal of (including catheter cuffs) (Anaes.) Fee:

13110 |$185.20 Benefit: 75% = $138.90 85% = $157.45
PERITONEAL DIALYSIS, establishment of, by abdominal puncture and insertion of temporary catheter (including associated
consultation) (Anaes.)

13112 | Fee: $110.80 Benefit: 75% = $83.10 85% = $94.20

SUBGROUP 3 - ASSISTED REPRODUCTIVE SERVICES

ASSISTED REPRODUCTIVE SERVICES (such as in vitro fertilisation, gamete intrafallopian transfer or similar
procedures) involving the use of drugs to induce superovulation, and including quantitative estimation of hormones, ultrasound
examinations, all treatment counselling and embryology laboratory services but excluding artificial insemination or transfer of
frozen embryos or donated embryos or ova or a service to which item 13203, 13206 or 13218 applies - being services rendered
during 1 treatment cycle, if the duration of the treatment cycle is at least 9 days
(See para T1.3 of explanatory notes to this Category)

13200 Fee: $1,620.95 Benefit: 75% = $1,215.75 85% = $1,563.85
OVULATION MONITORING SERVICES, for superovulated treatment cycles of less than 9 days duration and artificial
insemination - including quantitative estimation of hormones and ultrasound examinations, being services rendered during
1 treatment cycle but excluding a service to which item 13200, 13206, 13212, 13215 or 13218 applies
(See para T1.3 of explanatory notes to this Category)

13203 | Fee: $405.25 Benefit: 75% = $303.95 85% = $348.15
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MISCELLANEOUS PAEDIATRIC & NEONATAL

ASSISTED REPRODUCTIVE SERVICES (such as in vitro fertilisation, gamete intrafallopian transfer or similar
procedures), using unstimulated ovulation or ovulation stimulated only by clomiphene citrate, and including quantitative
estimation of hormones, ultrasound examinations, all treatment counselling and embryology laboratory services but
excluding artificial insemination, frozen embryo transfer or donated embryos or ova or treatment involving the use of drugs to
induce superovulation being services rendered during 1 treatment cycle but only if rendered in conjunction with a service to which
item 13212 applies (See para T1.3 of explanatory notes to this Category)

13206 | Fee: $694.65 Benefit: 75% = $521.00 85% = $637.55
PLANNING and MANAGEMENT of a referred patient by a specialist for the purpose of treatment by assisted
reproductive technologies including in vitro fertilisation, gamete intrafallopian transfer and similar procedures, or for artificial
insemination payable once only during 1 treatment cycle
(See para T1.3 of explanatory notes to this Category)

13209 | Fee: $69.35 Benefit: 75% = $52.05 85% = $58.95
OOCYTE RETRIEVAL by any means including laparoscopy or ultrasoundguided ova flushing, for the purposes of
assisted reproductive technologies including in vitro fertilisation, gamete intra-fallopian transfer or similar procedures - only if
rendered in conjunction with a service to which item 13200 or 13206 applies (Anaes.)
(See para T1.3 of explanatory notes to this Category)

13212 | Fee: $295.25 Benefit: 75% = $221.45 85% = $251.00
TRANSFER of EMBRYOS or both ova and sperm to the female reproductive system, by any means but excluding
artificial insemination or the transfer of frozen or donated embryos - only if rendered in conjunction with a service to which item
13200 or 13206 applies, being services rendered in 1 treatment cycle (Anaes.)
(See para T1.3 of explanatory notes to this Category)

13215 | Fee: $92.65 Benefit: 75% = $69.50 85% = $78.80
PREPARATION AND TRANSFER of frozen or donated embryos or both ova and sperm, to the female reproductive system, by
any means and including quantitative estimation of hormones and all treatment counselling but excluding artificial insemination
services rendered in 1 treatment cycle and excluding a service to which item 13200, 13203, 13206, 13212 or 13215
applies (Anaes.)
(See para T1.3 of explanatory notes to this Category)

13218 | Fee: $694.65 Benefit: 75% = $521.00 85% = $637.55
PREPARATION OF SEMEN for the purposes of assisted reproductive technologies or for artificial insemination (See para
T1.3 of explanatory notes to this Category)

13221 | Fee: $42.30 Benefit: 75% = $31.75 85% = $36.00
SEMEN, collection of, from a patient with spinal injuries or medically induced impotence, for the purposes of analysis, storage or
assisted reproduction, by a medical practitioner using a vibrator or electro-ejaculation device including catheterisation
and drainage of bladder where required

13290 | Fee: $165.65 Benefit: 75% = $124.25 85% = $140.85
SEMEN, collection of, from a patient with spinal injuries or medically induced impotence, for the purposes of analysis, storage or
assisted reproduction, by a medical practitioner using a vibrator or electro-ejaculation device including catheterisation
and drainage of bladder where required, under general anaesthetic, in a hospital or approved day-hospital facility (Anaes.)

13292 | Fee: $331.30 Benefit: 75% = $248.50 85% = $281.65

SUBGROUP 4 - PAEDIATRIC & NEONATAL

UMBILICAL OR SCALP VEIN CATHETERISATION in a NEONATE with or without infusion; or cannulation of a vein in a
neonate

13300 | Fee: $46.20 Benefit: 75% = $34.65 85% = $39.30
UMBILICAL ARTERY CATHETERISATION with or without infusion

13303 | Fee: $68.45 Benefit: 75% = $51.35 85% = $58.20
BLOOD TRANSFUSION with venesection and complete replacement of blood, including collection from donor

13306 | Fee: $270.85 Benefit: 75% = $203.15 85% = $230.25
BLOOD TRANSFUSION with venesection and complete replacement of blood, using blood already collected

13309 | Fee: $230.95 Benefit: 75% = $173.25 85% =$196.35
BLOOD for pathology test, collection of, BY FEMORAL OR EXTERNAL JUGULAR VEIN PUNCTURE IN INFANTS

13312 | Fee: $23.00 Benefit: 75% =$17.25 85% = $19.55
CENTRAL VEIN CATHETERISATION (via jugular or subclavian vein) - by open exposure in a person under 12 years of age
(Anaes.)

13318 | Fee: $184.45 Benefit: 75% = $138.35 85% = $156.80
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MISCELLANEOUS CARDIOVASCULAR

CENTRAL VEIN CATHETERISATION in a neonate via peripheral vein (Anaes.)

13319 | Fee: $184.45 Benefit: 75% = $138.35 85% =$156.80
SUBGROUP 5 - CARDIOVASCULAR
RESTORATION OF CARDIAC RHYTHM by electrical stimulation (cardioversion), other than in the course of cardiac surgery
(Anaes.)
13400 | Fee: $78.50 Benefit: 75% = $58.90 85% = $66.75
SUBGROUP 6 - GASTROENTEROLOGY
GASTRIC HYPOTHERMIA by closed circuit circulation of refrigerant IN THE ABSENCE OF GASTROINTESTINAL
HAEMORRHAGE
13500 | Fee: $146.20 Benefit: 75% = $109.65 85% = $124.30
GASTRIC HYPOTHERMIA by closed circuit circulation of refrigerant FOR UPPER GASTROINTESTINAL
HAEMORRHAGE
13503 | Fee: $292.45 Benefit: 75% = $219.35 85% = $248.60
GASTRO-OESOPHAGEAL balloon intubation, Minnesota, Sengstaken-Blakemore or similar, for control of bleeding from
gastric oesophageal varices
13506 | Fee: $149.55 Benefit: 75% = $112.20 85% = $127.15
SUBGROUP 8 - HAEMATOLOGY
HARVESTING OF HOMOLOGOUS (including allogeneic) or AUTOLOGOUS bone marrow for the purpose of transplantation
(Anaes.)
13700 | Fee: $270.25 Benefit: 75% = $202.70 85% = $229.75
ADMINISTRATION OF BLOOD, including collection from donor
13703 | Fee: $96.85 Benefit: 75% = $72.65 85% = $82.35
ADMINISTRATION OF BLOOD or bone marrow already collected (See
para T1.4 of explanatory notes to this Category)
13706 | Fee: $67.65 Benefit: 75% = $50.75 85% = $57.55
COLLECTION OF BLOOD for autologous transfusion or when homologous blood is required for immediate transfusion
in emergency situation
(See para T1.5 of explanatory notes to this Category)
13709 | Fee: $39.25 Benefit: 75% = $29.45 85% = $33.40
THERAPEUTIC HAEMAPHERESIS for the removal of plasma or cellular (or both) elements of blood, utilising continuous or
intermittent flow techniques; including morphological tests for cell counts and viability studies, if performed; continuous
monitoring of vital signs, fluid balance, blood volume and other parameters with continuous registered nurse attendance under the
supervision of a consultant physician, not being a service associated with a service to which item 13755 applies -payable once per
day
13750 | Fee: $110.80 Benefit: 75% = $83.10 85% = $94.20
DONOR HAEMAPHERESIS for the collection of blood products for transfusion, utilising continuous or intermitten flow
techniques; including morphological tests for cell counts and viability studies; continuous monitoring of vital signs, fluid balance,
blood volume and other parameters; with continuous registered nurse attendance under the supervision of a consultant physician;
not being a service associated with a service to which item 13750 applies - payable once per day
13755 | Fee: $110.80 Benefit: 75% = $83.10 85% = $94.20
THERAPEUTIC VENESECTION for the management of haemochromatosis, polycythemia vera or porphyria cutanea tarda
13757 | Fee: $59.15 Benefit: 75% = $44.40 85% = $50.30
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MISCELLANEOUS INTENSIVE CARE

IN VITRO PROCESSING (and cryopreservation) of bone marrow or peripheral blood for autologous stem cell transplantation as
an adjunct to high dose chemotherapy for:

. chemosensitive intermediate or high grade non-Hodgkin's lymphoma at high risk of relapse following first line chemotherapy; or
. Hodgkin's disease which has relapsed following, or is refractory to, chemotherapy; or

. acute myelogenous leukaemia in first remission, where suitable genotypically matched sibling donor is not available
for allogenic bone marrow transplant; or

. multiple myeloma in remission (complete or partial) following standard dose chemotherapy; or

. 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 have had an incomplete response to first line therapy.

- performed under the supervision of a consultant physician - each day.

13760 | Fee: $618.35 Benefit: 75% = $463.80 85% = $561.25
SUBGROUP 9 - PROCEDURES ASSOCIATED WITH INTENSIVE CARE AND CARDIOPULMONARY
SUPPORT
CENTRAL VEIN CATHETERISATION (via jugular, subclavian or femoral vein) by percutaneous or open exposure not being a
service to which item 13318 applies (Anaes.)
13815 | Fee: $69.10 Benefit: 75% = $51.85 85% = $58.75
RIGHT HEART BALLOON CATHETER, insertion of, including pulmonary wedge pressure and cardiac output measurement
(Anaes.)
(See para T1.7 of explanatory notes to this Category)
13818 | Fee: $92.20 Benefit: 75% = $69.15 85% = $78.40
INTRACRANIAL PRESSURE, monitoring of, by intraventricular or subdural catheter, subarachnoid bolt or similar, by a
specialist or consultant physician - each day
13830 | Fee: $61.10 Benefit: 75% = $45.85 85% =$51.95
ARTERIAL PUNCTURE and collection of blood for diagnostic purposes
13839 | Fee: $18.65 Benefit: 75% = $14.00 85% =$15.90
INTRAARTERIAL CANNULISATION for the purpose of taking multiple arterial blood samples for blood gas analysis (See
para T1.7 of explanatory notes to this Category)
13842 | Fee: $56.15 Benefit: 75% = $42.15 85% = $47.75
COUNTERPULSATION BY INTRAAORTIC BALLOON management on the first day, including percutaneous insertion, initial
and subsequent consultations and monitoring of parameters (Anaes.)
13845 | Fee: $438.60 Benefit: 75% = $328.95 85% = $381.50
COUNTERPULSATION BY INTRAAORTIC BALLOON management on each day subsequent to the first, including associated
consultations and monitoring of parameters
13848 | Fee: $106.25 Benefit: 75% = $79.70 85% =$90.35
CIRCULATORY SUPPORT DEVICE, management of, on first day
13851 | Fee: $400.25 Benefit: 75% = $300.20 85% = $343.15
CIRCULATORY SUPPORT DEVICE, management of, on each day subsequent to the first
13854 | Fee: $93.05 Benefit: 75% = $69.80 85% =$79.10
MECHANICAL VENTILATION, initiation of (other than initiation of ventilation in the context of an anaesthetic for surgery),
outside of an Intensive Care Unit, where subsequent management of ventilatory support is undertaken in an Intensive Care Unit
(See para T1.7 of explanatory notes to this Category)
13857 | Fee: $118.70 Benefit: 75% = $89.05 85% = $100.90
SUBGROUP 10 - MANAGEMENT AND PROCEDURES UNDERTAKEN IN AN INTENSIVE CARE UNIT
(Note: See para T1.7 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 - including initial and subsequent
attendances, electrocardiographic monitoring, arterial sampling, bladder catheterisation and blood sampling - management on the
first day
(See para T1.8 of explanatory notes to this Category)
13870 | Fee: $247.35 Benefit: 75% = $185.55 85% = $210.25
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MISCELLANEOUS CHEMOTHERAPEUTIC

MANAGEMENT of a patient in an Intensive Care Unit by a specialist or consultant physician - including all
attendances, electrocardiographic monitoring, arterial sampling, bladder catheterisation and blood sampling - management
on each day subsequent to the first day

(See para T1.8 of explanatory notes to this Category)

C

13873 | Fee: $184.20 Benefit: 75% = $138.15 85% = $156.60
CENTRAL VENOUS PRESSURE, pulmonary arterial pressure, systemic arterial pressure or cardiac intracavity pressure,
continuous monitoring by indwelling catheter by a specialist or consultant physician in an Intensive Care Unit - each day of
monitoring for each type of pressure up to a maximum of 4 pressures
(See para T1.8 of explanatory notes to this Category)

13876 | Fee: $56.15 Benefit: 75% = $42.15 85% = $47.75
MECHANICAL VENTILATION, initiation of, by a specialist or consultant physician, in an Intensive Care Unit,
including subsequent management of ventilatory support on the first day

13879 | Fee: $179.50 Benefit: 75% = $134.65 85% = $152.60
VENTILATORY SUPPORT in an Intensive Care Unit, management of, by a specialist or consultant physician - not being a
service to which item 13879 applies - each day

13882 | Fee: $61.10 Benefit: 75% = $45.85 85% = $51.95
CONTINUOUS ARTERIO VENOUS OR VENO VENOUS HAEMOFILTRATION, management by a specialist or consultant
physician - on the first day in an Intensive Care Unit

13885 | Fee: $110.50 Benefit: 75% = $82.90 85% = $93.95
CONTINUOUS ARTERIO VENOUS OR VENO VENOUS HAEMOFILTRATION, management by a specialist or consultant
physician - on each day subsequent to the first day in an Intensive Care Unit

13888 | Fee: $57.55 Benefit: 75% = $43.20 85% = $48.95

SUBGROUP 11 - CHEMOTHERAPEUTIC PROCEDURES

CYTOTOXIC CHEMOTHERAPY, administration of, either by intravenous push technique (directly into a vein, or a butterfly
needle, or the side-arm of an infusion) or by intravenous infusion of not more than 1 hours duration - payable once only on the
same day, not being a service associated with photodynamic therapy with verteporfin

13915 | Fee: $52.75 Benefit: 75% = $39.60 85% = $44.85
CYTOTOXIC CHEMOTHERAPY, administration of, by intravenous infusion of more than 1 hours duration but not more than 6
hours duration - payable once only on the same day

13918 | Fee: $79.35 Benefit: 75% = $59.55 85% = $67.45
CYTOTOXIC CHEMOTHERAPY, administration of, by intravenous infusion of more than 6 hours duration - for the first day of
treatment

13921 | Fee: $89.80 Benefit: 75% = $67.35 85% = $76.35
CYTOTOXIC CHEMOTHERAPY, administration of, by intravenous infusion of more than 6 hours duration - on each
day subsequent to the first in the same continuous treatment episode

13924 | Fee: $52.95 Benefit: 75% = $39.75 85% = $45.05
CYTOTOXIC CHEMOTHERAPY, administration of, either by intra-arterial push technique (directly into an artery, a butterfly
needle or the side-arm of an infusion) or by intra-arterial infusion of not more than 1 hours duration - payable once only on the sam
day

13927 | Fee: $68.45 Benefit: 75% = $51.35 85% = $58.20
CYTOTOXIC CHEMOTHERAPY, administration of, by intra-arterial infusion of more than 1 hours duration but not more than 6
hours duration - payable once only on the same day

13930 | Fee: $95.50 Benefit: 75% = $71.65 85% = $81.20
CYTOTOXIC CHEMOTHERAPY, administration of, by intra-arterial infusion of more than 6 hours duration - for the first day of
treatment

13933 | Fee: $105.95 Benefit: 75% = $79.50 85% = $90.10
CYTOTOXIC CHEMOTHERAPY, administration of, by intra-arterial infusion of more than 6 hours duration - on each
day subsequent to the first in the same continuous treatment episode

13936 | Fee: $69.00 Benefit: 75% = $51.75 85% = $58.65
IMPLANTED PUMP OR RESERVOIR, loading of, with a cytotoxic agent or agents, not being a service associated with a service
to which item 13915, 13918, 13921, 13924, 13927, 13930, 13933, 13936 or 13945 applies
(See para T1.9 of explanatory notes to this Category)

13939 | Fee: $79.35 Benefit: 75% = $59.55 85% = $67.45
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MISCELLANEOUS DERMATOLOGY

AMBULATORY DRUG DELIVERY DEVICE, loading of, with a cytotoxic agent or agents for the infusion of the agent or
agents via the intravenous, intra-arterial or spinal routes, not being a service associated with a service to which item 13915, 13918,
13921, 13924, 13927, 13930, 13933, 13936 or 13945 applies

(See para T1.9 of explanatory notes to this Category)

13942 | Fee: $52.95 Benefit: 75% = $39.75 85% = $45.05
LONG-TERM IMPLANTED DRUG DELIVERY DEVICE FOR CYTOTOXIC CHEMOTHERAPY, accessing of

13945 | Fee: $42.60 Benefit: 75% = $31.95 85% = $36.25
CYTOTOXIC AGENT, instillation of, into a body cavity

13948 | Fee: $52.95 Benefit: 75% = $39.75 85% = $45.05

SUBGROUP 12 - DERMATOLOGY

PUVA THERAPY or UVB THERAPY administered in whole body cabinet, not being a service associated with a service to which
item 14053 applies including associated consultations other than an initial consultation
(See para T1.10 of explanatory notes to this Category)

14050 | Fee: $42.80 Benefit: 75% = $32.10 85% = $36.40
PUVA THERAPY or UVB THERAPY administered to localised body areas in hand and foot cabinet not being a
service associated with a service to which item 14050 applies including associated consultations other than an initial consultation
(See para T1.10 of explanatory notes to this Category)

14053 | Fee: $42.80 Benefit: 75% = $32.10 85% = $36.40
LASER PHOTOCOAGULATION using laser light within the wave length of 510-600nm in the treatment of severely disfiguring
vascular lesions of the head or neck where abnormality is visible from 4 metres, including any associated consultation, up to a
maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12 month period - session
of at least 30 minutes duration (Anaes.)

14100 | Fee: $123.65 Benefit: 75% = $92.75 85% =$105.15
LASER PHOTOCOAGULATION using laser light within the wave length of 510-600nm in the treatment of severely disfiguring
vascular lesions of the head or neck where abnormality is visible from 4 metres, including any associated consultation, up to a
maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12 month period - session
of at least 60 minutes duration (Anaes.)

14103 | Fee: $151.85 Benefit: 75% = $113.90 85% = $129.10
LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation, up to a maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12
month period - area of treatment up to 50cm? (Anaes.)
(See para T1.11 of explanatory notes to this Category)

14106 | Fee: $123.65 Benefit: 75% = $92.75 85% = $105.15
LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation, up to a maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12
month period - area of treatment more than 50cm’ and up to 100cm? (Anaes.)
(See para T1.11 of explanatory notes to this Category)

14109 | Fee: $151.85 Benefit: 75% = $113.90 85% = $129.10
LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation, up to a maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12
month period - area of treatment more than 100cm’ and up to 150cm?® (Anaes.)
(See para T1.11 of explanatory notes to this Category)

14112 | Fee: $179.85 Benefit: 75% = $134.90 85% = $152.90
LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation, up to a maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12
month period - area of treatment more than 150cm? and up to 250cm?® (Anaes.)
(See para T1.11 of explanatory notes to this Category)

14115 | Fee: $207.90 Benefit: 75% = $155.95 85% = $176.75
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MISCELLANEOUS OTHER

14118

LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation, up to a maximum of 6 sessions (including any sessions to which items 14100 to 14118 and 30213 apply) in any 12
month period - area of treatment more than 250cm’ (Anaes.)

(See para T1.11 of explanatory notes to this Category)

Fee: $264.15 Benefit: 75% = $198.15 85% = $224.55

14120

LASER PHOTOCOAGULATION using laser light within the wave length of 510-600nm in the treatment of severely disfiguring
vascular lesions of the head or neck where abnormality is visible from 4 metres, including any associated consultation - session of
at least 30 minutes duration - where it can be demonstrated that a 7th or subsequent session (including any sessions to which
items 14100 to 14118 and 30213 apply) is indicated in a 12 month period (Anaes.)

(See para T1.11 of explanatory notes to this Category)

Fee: $123.65 Benefit: 75% = $92.75 85% = $105.15

14122

LASER PHOTOCOAGULATION using laser light within the wave length of 510-600nm in the treatment of severely disfiguring
vascular lesions of the head or neck where abnormality is visible from 4 metres, including any associated consultation, session of
at least 60 minutes duration - where it can be demonstrated that a 7th or subsequent session (including any sessions to which
items 14100 7o 14118 and 30213 apply) is indicated in a 12 month period (Anaes.)

(See para T1.11 of explanatory notes to this Category)

Fee: $151.85 Benefit: 75% = $113.90 85% = $129.10

14124

LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation - area of treatment up to 50cm’ - where it can be demonstrated that a 7th or subsequent session (including any
sessions to which items 14100 to 14118 and 30213 apply) is indicated in a 12 month period (Anaes.)

(See para T1.11 of explanatory notes to this Category)

Fee: $123.65 Benefit: 75% = $92.75 85% = $105.15

14126

LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation - area of treatment more than 50cm? and up to 100cm? - where it can be demonstrated that a 7th or subsequent
session (including any sessions to which items 14100 fo 14118 and 30213 apply) is indicated in a 12 month period (Anaes.) (See
para T1.11 of explanatory notes to this Category)

Fee: $151.85 Benefit: 75% = $113.90 85% = $129.10

14128

LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation - area of treatment more than 100cm? and up to 150cm? - where it can be demonstrated that a 7th or subsequent
session (including any sessions to which items 14100 to 14118 and 30213 apply) is indicated in a 12 month period (Anaes.) (See
para T1.11 of explanatory notes to this Category)

Fee: $179.85 Benefit: 75% = $134.90 85% = $152.90

14130

LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation - area of treatment more than 150cm?” and up to 250cm” - where it can be demonstrated that a 7th or subsequent
session (including any sessions to which items 14100 fo 14118 and 30213 apply) is indicated in a 12 month period (Anaes.) (See
para T1.11 of explanatory notes to this Category)

Fee: $207.90 Benefit: 75% = $155.95 85% = $176.75

14132

LASER PHOTOCOAGULATION using laser light within the wave length of 510-1064nm in the treatment of port wine stains,
haemangiomas, cafe-au-lait macules and naevi of Ota, other than melanocytic naevi (common moles), including any associated
consultation - area of treatment more than 250cm? - where it can be demonstrated that a 7th or subsequent session (including
any sessions to which items 14100 to 14118 and 30213 apply) is indicated in a 12 month period (Anaes.)

(See para T1.11 of explanatory notes to this Category)

Fee: $264.15 Benefit: 75% = $198.15 85% = $224.55

SUBGROUP 13 - OTHER THERAPEUTIC PROCEDURES

14200

GASTRIC LAVAGE in the treatment of ingested poison
Fee: $48.55 Benefit: 75% = $36.45 85% = $41.30

14203

HORMONE OR LIVING TISSUE IMPLANTATION, by direct implantation involving incision and suture (Anaes.)
Fee: $41.45 Benefit: 75% = $31.10 85% = $35.25

14206

HORMONE OR LIVING TISSUE IMPLANTATION by cannula
Fee: $28.90 Benefit: 75% = $21.70 85% = $24.60
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MISCELLANEOUS OTHER

INTRAARTERIAL INFUSION or retrograde intravenous perfusion of a sympatholytic agent

14209 | Fee: $71.95 Benefit: 75% = $54.00 85% = $61.20
INTUSSUSCEPTION, management of fluid or gas reduction for (Anaes.)
14212 | Fee: $150.25 Benefit: 75% = $112.70 85% = $127.75
LONG-TERM IMPLANTED RESERVOIR associated with the adjustable gastric band, accessing of to add or remove fluid
14215 | Fee: $79.35 Benefit: 75% = $59.55 85% = $67.45
IMPLANTED PUMP OR RESERVOIR, LOADING OF, with a therapeutic agent or agents, for infusion to the subarachnoid or
epidural space
14218 | Fee: $79.35 Benefit: 75% = $59.55 85% = $67.45
LONG-TERM IMPLANTED DEVICE FOR DELIVERY OF THERAPEUTIC AGENTS, accessing of, not being a servicg
associated with a service to which item 13945 applies
14221 | Fee: $42.60 Benefit: 75% = $31.95 85% = $36.25
ELECTROCONVULSIVE THERAPY, with or without the use of stimulus dosing techniques, including any
electroencephalographic monitoring and associated consultation (Anaes.)
14224 | Fee: $57.00 Benefit: 75% = $42.75 85% = $48.45
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RADIATION ONCOLOGY SUPERFICIAL

GROUP T2 - RADIATION ONCOLOGY

SUBGROUP 1 - SUPERFICIAL

15000

(Benefits for administration of general anaesthetic for radiotherapy are payable under item 17965)

RADIOTHERAPY, SUPERFICIAL (including treatment with xrays, radium rays or other radioactive substances), not being a
service to which another item in this Group applies each attendance at which fractionated treatment is given

- 1 field

Fee: $34.55 Benefit: 75% = $25.95 85% = $29.40

15003

- 2 or more fields up to a maximum of 5 additional fields
Derived Fee: The fee for item 15000 plus for each field in excess of 1, an amount of $13.85

15006

RADIOTHERAPY, SUPERFICIAL, attendance at which single dose technique is applied - 1 field
Fee: $76.55
Benefit: 75% = $57.45 85% = $65.10

15009

- 2 or more fields up to a maximum of 5 additional fields
Derived Fee: The fee for item 15006 plus for each field in excess of 1, an amount of $15.05

15012

RADIOTHERAPY, SUPERFICIAL each attendance at which treatment is given to an eye
Fee: $43.30 Benefit: 75% = $32.50 85% = $36.85

SUBGROUP 2 - ORTHOVOLTAGE

15100

RADIOTHERAPY, DEEP OR ORTHOVOLTAGE each attendance at which fractionated treatment is given at 3 or more
treatments per week

- 1 field

Fee: $38.70 Benefit: 75% = $29.05 85% =$32.90

15103

- 2 or more fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)
Derived Fee: The fee for item 15100 plus for each field in excess of 1, an amount of $15.25

15106

RADIOTHERAPY, DEEP OR ORTHOVOLTAGE each attendance at which fractionated treatment is given at 2 treatments per
week or less frequently

- 1 field

Fee: $45.65 Benefit: 75% = $34.25 85% = $38.85

15109

- 2 or more fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)
Derived Fee: The fee for item 15106 plus for each field in excess of 1, an amount of $18.40

15112

RADIOTHERAPY, DEEP OR ORTHOVOLTAGE attendance at which single dose technique is applied 1 field
Fee: $97.45 Benefit: 75% = $73.10 85% = $82.85

15115

- 2 or more fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)
Derived Fee: The fee for item 15112 plus for each field in excess of 1, an amount of $38.35

SUBGROUP 3 - MEGAVOLTAGE

15203

RADIATION ONCOLOGY TREATMENT, using a single photon energy linear accelerator with or without electron facilities -
each attendance at which treatment is given

- 1 field

Fee: $48.40 Benefit: 75% = $36.30 85% =$41.15

15204

- 2 or more fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)
Derived Fee: The fee for item 15203 plus for each field in excess of 1, an amount of $30.75

15207

RADIATION ONCOLOGY TREATMENT, using a dual photon energy linear accelerator with a minimum higher energy of 10
MYV photons or greater, with electron facilities - each attendance at which treatment is given

- 1 field

Fee: $48.40 Benefit: 75% = $36.30 85% = $41.15

15208

- 2 or more fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)
Derived Fee: The fee for item 15207 plus for each field in excess of 1, an amount of $30.75
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RADIATION ONCOLOGY BRACHYTHERAPY

15211

RADIATION ONCOLOGY TREATMENT, using cobalt unit or caesium teletherapy unit each attendance at which treatment is
given

- 1 field

Fee: $44.35 Benefit: 75% = $33.30 85% =$37.70

15214

- 2 or more fields up to a maximum of 5 additional fields (rotational therapy being 3 fields)
Derived Fee: The fee for item 15211 plus for each field in excess of 1, an amount of $25.85

SUBGROUP 4 - BRACHYTHERAPY

15303

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having a half-life greater than 115 days using manual
afterloading techniques (Anaes.)
Fee: $289.45 Benefit: 75% = $217.10 85% = $246.05

15304

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having a half-life greater than 115 days using
automatic afterloading techniques (Anaes.)
Fee: $289.45 Benefit: 75% = $217.10 85% = $246.05

15307

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having a half-life of less than 115 days including
iodine, gold, iridium or tantalum using manual afterloading techniques (Anaes.)
Fee: $548.80 Benefit: 75% = $411.60 85% = $491.70

15308

INTRAUTERINE TREATMENT ALONE using radioactive sealed sources having a half-life of less than 115 days including
iodine, gold, iridium or tantalum using automatic afterloading techniques (Anaes.)
Fee: $548.80 Benefit: 75% = $411.60 85% = $491.70

15311

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having a half-life greater than 115 days using manual
afterloading techniques (Anaes.)
Fee: $270.20 Benefit: 75% = $202.65 85% = $229.70

15312

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having a half-life greater than 115 days using
automatic afterloading techniques (Anaes.)
Fee: $268.25 Benefit: 75% = $201.20 85% = $228.05

15315

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having a half-life of less than 115 days including
iodine, gold, iridium or tantalum using manual afterloading techniques (Anaes.)
Fee: $530.45 Benefit: 75% = $397.85 85% = $473.35

15316

INTRAVAGINAL TREATMENT ALONE using radioactive sealed sources having a half-life of less than 115 days including
iodine, gold, iridium or tantalum using automatic afterloading techniques (Anaes.)
Fee: $530.45 Benefit: 75% = $397.85 85% = $473.35

15319

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed sources having a half-life
greater than 115 days using manual afterloading techniques (Anaes.)
Fee: $329.15 Benefit: 75% = $246.90 85% = $279.80

15320

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed sources having a half-life
greater than 115 days using automatic afterloading techniques (Anaes.)
Fee: $329.15 Benefit: 75% = $246.90 85% = $279.80

15323

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed sources having a half-life of less
than 115 days including iodine, gold, iridium or tantalum using manual afterloading techniques (Anaes.)
Fee: $585.35 Benefit: 75% = $439.05 85% = $528.25

15324

COMBINED INTRAUTERINE AND INTRAVAGINAL TREATMENT using radioactive sealed sources having a half-life of less
than 115 days including iodine, gold, iridium or tantalum using automatic afterloading techniques (Anaes.)
Fee: $585.35 Benefit: 75% = $439.05 85% = $528.25

15327

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a half-life of less than 115 days including iodine, gold,
iridium or tantalum) to a region, under general anaesthesia, or epidural or spinal (intrathecal) nerve block, requiring
surgical exposure and using manual afterloading techniques (Anaes.)

Fee: $636.85 Benefit: 75% = $477.65 85% = $579.75

15328

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a half-life of less than 115 days including iodine, gold,
iridium or tantalum) to a region, under general anaesthesia, or epidural or spinal (intrathecal) nerve block, requiring
surgical exposure and using automatic afterloading techniques (Anaes.)

Fee: $636.85 Benefit: 75% = $477.65 85% = $579.75
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RADIATION ONCOLOGY COMPUTERISED PLANNING

IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a half-life of less than 115 days including iodine, gold,
iridium or tantalum) to a site (including the tongue, mouth, salivary gland, axilla, subcutaneous sites), where the volume treated
involves multiple planes but does not require surgical exposure and using manual afterloading techniques (Anaes.)

15331 | Fee: $604.70 Benefit: 75% = $453.55 85% = $547.60
IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a half-life of less than 115 days including iodine, gold,
iridium or tantalum) to a site (including the tongue, mouth, salivary gland, axilla, subcutaneous sites), where the volume treated
involves multiple planes but does not require surgical exposure and using automatic afterloading techniques (Anaes.)

15332 | Fee: $604.70 Benefit: 75% = $453.55 85% = $547.60
IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a half-life of less than 115 days including iodine, gold,
iridium or tantalum) to a site where the volume treated involves only a single plane but does not require surgical exposure and
using manual afterloading techniques (Anaes.)

15335 | Fee: $548.80 Benefit: 75% = $411.60 85% = $491.70
IMPLANTATION OF A SEALED RADIOACTIVE SOURCE (having a half-life of less than 115 days including iodine, gold,
iridium or tantalum) to a site where the volume treated involves only a single plane but does not require surgical exposure and
using automatic afterloading techniques (Anaes.)

15336 | Fee: $548.80 Benefit: 75% = $411.60 85% = $491.70
PROSTATE, radioactive seed implantation of, radiation oncology component, using transrectal ultrasound guidance, for localised
prostatic malignancy at clinical stages T1, T2A or T2B, with a Gleason score of less than or equal to 6 and a prostate specific
antigen (PSA) of less than or equal to 10ng/ml at the time of diagnosis. The procedure must be performed at an approved site in
association with a urologist.
(See para T2.3 of explanatory notes to this Category)

15338 | Fee: $758.50 Benefit: 75% = $568.90 85% =$701.40
REMOVAL OF A SEALED RADIOACTIVE SOURCE under general anaesthesia, or under epidural or spinal nerve blog
(Anaes.)

15339 | Fee: $61.75 Benefit: 75% = $46.35 85% = $52.50
CONSTRUCTION AND APPLICATION OF A RADIOACTIVE MOULD using a sealed source having a half-life of greater than
115 days, to treat intracavity, intraoral or intranasal site

15342 | Fee: $154.30 Benefit: 75% = $115.75 85% = $131.20
CONSTRUCTION AND APPLICATION OF A RADIOACTIVE MOULD using a sealed source having a half-life of less than 115
days including iodine, gold, iridium or tantalum to treat intracavity, intraoral or intranasal sites

15345 | Fee: $411.75 Benefit: 75% = $308.85 85% = $354.65
SUBSEQUENT APPLICATIONS OF RADIOACTIVE MOULD referred to in item 15342 or 15345 each attendance

15348 | Fee: $47.35 Benefit: 75% = $35.55 85% = $40.25
CONSTRUCTION AND INITIAL APPLICATION OF RADIOACTIVE MOULD not exceeding 5 cm. diameter to an external
surface

15351 | Fee: $94.55 Benefit: 75% = $70.95 85% = $80.40
CONSTRUCTION AND INITIAL APPLICATION OF RADIOACTIVE MOULD 5 cm. or more in diameter to an
external surface

15354 | Fee: $114.80 Benefit: 75% = $86.10 85% = $97.60
SUBSEQUENT APPLICATIONS OF RADIOACTIVE MOULD referred to in item 15351 or 15354 each attendance

15357 | Fee: $32.40 Benefit: 75% = $24.30 85% = $27.55

SUBGROUP 5 - COMPUTERISED PLANNING
RADIOTHERAPY PLANNING

RADIATION FIELD SETTING using a simulator or isocentric xray or megavoltage machine of a single area for treatment by a
single field or parallel opposed fields (not being a service associated with a service to which item 15509 applies)
(See para T2.2 of explanatory notes to this Category)

15500 | Fee: $196.80 Benefit: 75% = $147.60 85% =$167.30
RADIATION FIELD SETTING using a simulator or isocentric xray or megavoltage machine of a single area, where views in
more than 1 plane are required for treatment by multiple fields, or of 2 areas (not being a service associated with a service to which
item 15512 applies)
(See para T2.2 of explanatory notes to this Category)

15503 | Fee: $252.65 Benefit: 75% = $189.50 85% = $214.80
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RADIATION ONCOLOGY STEREOTACTIC RADIOSURGERY

RADIATION FIELD SETTING using a simulator or isocentric xray or megavoltage machine of 3 or more areas, or of total body
or half body irradiation, or of mantle therapy or inverted Y fields, or of irregularly shaped fields using multiple blocks, or of
offaxis fields or several joined fields (not being a service associated with a service to which item 15515 applies)

(See para T2.2 of explanatory notes to this Category)

15506 | Fee: $377.25 Benefit: 75% = $282.95 85% = $320.70
RADIATION FIELD SETTING using a diagnostic xray unit of a single area for treatment by a single field or parallel opposed
fields (not being a service associated with a service to which item 15500 applies)
(See para T2.2 of explanatory notes to this Category)

15509 | Fee: $170.60 Benefit: 75% = $127.95 85% = $145.05
RADIATION FIELD SETTING using a diagnostic xray unit of a single area, where views in more than 1 plane are required for
treatment by multiple fields, or of 2 areas (not being a service associated with a service to which item 15503 applies)
(See para T2.2 of explanatory notes to this Category)

15512 | Fee: $219.80 Benefit: 75% = $164.85 85% = $186.85
RADIATION SOURCE LOCALISATION using a simulator or x-ray machine of a single area, where views in more than 1 plane
are required, for brachytherapy treatment planning for 1125 seed implantation of localised prostate cancer, in association with item
15338

15513 | Fee: $248.65 Benefit: 75% = $186.50 85% = $211.40
RADIATION FIELD SETTING using a diagnostic xray unit of 3 or more areas, or of total body or half body irradiation, or of
mantle therapy or inverted Y fields, or of irregularly shaped fields using multiple blocks, or of offaxis fields or several joined fields
(not being a service associated with a service to which item 15506 applies)
(See para T2.2 of explanatory notes to this Category)

15515 | Fee: $318.20 Benefit: 75% = $238.65 85% = $270.50
RADIATION DOSIMETRY by a CT interfacing planning computer for megavoltage or teletherapy radiotherapy by a single field
or parallel opposed fields to 1 area with up to 2 shielding blocks
(See para T2.2 of explanatory notes to this Category)

15518 | Fee: $62.40 Benefit: 75% = $46.80 85% = $53.05
RADIATION DOSIMETRY by a CT interfacing planning computer for megavoltage or teletherapy radiotherapy to a single area
by 3 or more fields, or by a single field or parallel opposed fields to 2 areas, or where wedges are used
(See para T2.2 of explanatory notes to this Category)

15521 | Fee: $275.55 Benefit: 75% = $206.70 85% = $234.25
RADIATION DOSIMETRY by a CT interfacing planning computer for megavoltage or teletherapy 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 joined fields
(See para T2.2 of explanatory notes to this Category)

15524 | Fee: $516.75 Benefit: 75% = $387.60 85% = $459.65
RADIATION DOSIMETRY by a nonCT interfacing planning computer for megavoltage or teletherapy radiotherapy by a single
field or parallel opposed fields to 1 area with up to 2 shielding blocks
(See para T2.2 of explanatory notes to this Category)

15527 | Fee: $63.95 Benefit: 75% = $48.00 85% = $54.40
RADIATION DOSIMETRY by a nonCT interfacing planning computer for megavoltage or teletherapy radiotherapy to a single
area by 3 or more fields, or by a single field or parallel opposed fields to 2 areas, or where wedges are used
(See para T2.2 of explanatory notes to this Category)

15530 | Fee: $285.45 Benefit: 75% = $214.10 85% = $242.65
RADIATION DOSIMETRY by a nonCT interfacing planning computer for megavoltage or teletherapy 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 joined fields
(See para T2.2 of explanatory notes to this Category)

15533 | Fee: $541.30 Benefit: 75% = $406.00 85% = $484.20
BRACHYTHERAPY PLANNING, computerised radiation dosimetry
(See para T2.2 of explanatory notes to this Category)

15536 | Fee: $216.35 Benefit: 75% = $162.30 85% = $183.90
BRACHYTHERAPY PLANNING, computerised radiation dosimetry for 1125 seed implantation of localised prostate cancer, in
association with item 15338

15539 | Fee: $508.60 Benefit: 75% = $381.45 85% = $451.50
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RADIATION ONCOLOGY

STEREOTACTIC RADIOSURGERY

SUBGROUP 6 - STEREOTACTIC RADIOSURGERY

15600

STEREOTACTIC RADIOSURGERY, including all radiation oncology consultations, planning, simulation, dosimetry and

treatment
Fee: $1,380.20

Benefit: 75% = $1,035.15 85% = $1,323.10
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THERAPEUTIC NUCLEAR MEDICINE THERAPEUTIC NUCLEAR MEDICINE

GROUP T3 - THERAPEUTIC NUCLEAR MEDICINE

16003

INTRACAVITARY ADMINISTRATION OF A THERAPEUTIC DOSE OF YTTRIUM 90 (not including
preliminary paracentesis) (Anaes.)
Fee: $527.45 Benefit: 75% = $395.60 85% = $470.35

16006

ADMINISTRATION OF A THERAPEUTIC DOSE OF IODINE 131 for thyroid cancer by single dose technique
Fee: $405.30 Benefit: 75% = $304.00 85% = $348.20

16009

ADMINISTRATION OF A THERAPEUTIC DOSE OF IODINE 131 for thyrotoxicosis by single dose technique
Fee: $276.60 Benefit: 75% = $207.45 85% = $235.15

16012

INTRAVENOUS ADMINISTRATION OF A THERAPEUTIC DOSE OF PHOSPHOROUS 32
Fee: $239.30 Benefit: 75% = $179.50 85% = $203.45

16015

ADMINISTRATION OF STRONTIUM 89 for painful bony metastases from carcinoma of the prostate where hormone therapy has
failed and either:

@A) the disease is poorly controlled by conventional radiotherapy; or

(i1) conventional radiotherapy is inappropriate, due to the wide distribution of sites of bone pain
Fee: $3,312.60 Benefit: 75% = $2,484.45 85% = $3,255.50

16018

ADMINISTRATION OF '** SM-LEXIDRONAM for the relief of bone pain due to skeletal metastases (as indicated by a positive
bone scan) from either:-

@A) carcinoma of the prostate, where hormonal therapy has failed; or

(i1) carcinoma of the breast, where both hormonal therapy and chemotherapy have failed; and either:-

(a)

T the disease is poorly controlled by conventional radiotherapy; or

(b) conventional radiotherapy is inappropriate, due to the wide distribution of sites of bone pain

Fee: $1,980.25 Benefit: 75% = $1,485.20 85% =$1,923.15
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OBSTETRICS OBSTETRICS

GROUP T4 - OBSTETRICS

ANTENATAL CARE

ANTENATAL ATTENDANCE
(See para T4.1 of explanatory notes to this Category)

16500 | Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
EXTERNAL CEPHALIC VERSION for breech presentation, after 36 weeks where no contraindication exists, in a Unit with
facilities for Caesarean Section, including pre- and post version CTG, with or without tocolysis, not being a service to which items
55718 to 55728 and 55768 to 55774 apply - chargeable whether or not the version is successful and limited to a maximum of 2
ECV's per pregnancy
(See para T4.2 of explanatory notes to this Category)

16501 | Fee: $113.95 Benefit: 75% = $85.50 85% = $96.90
POLYHYDRAMNIOS, UNSTABLE LIE, MULTIPLE PREGNANCY, PREGNANCY COMPLICATED BY DIABETES OR
ANAEMIA, THREATENED PREMATURE LABOUR treated by bed rest only or oral medication, requiring admission tq
hospital each attendance that is not a routine antenatal attendance, to a maximum of 1 visit per day

16502 | Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
TREATMENT OF HABITUAL MISCARRIAGE by injection of hormones each injection up to a maximum of 12 injections,
where the injection is not administered during a routine antenatal attendance

16504 | Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
THREATENED ABORTION, THREATENED MISCARRIAGE OR HYPEREMESIS GRAVIDARUM, requiring admission to
hospital, treatment of each attendance that is not a routine antenatal attendance

16505 | Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
PREGNANCY COMPLICATED BY acute intercurrent infection, intrauterine growth retardation, threatened premature labour
with ruptured membranes or threatened premature labour treated by intravenous therapy, requiring admission to hospital - each
attendance that is not a routine antenatal attendance, to a maximum of 1 visit per day

16508 | Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
PREECLAMPSIA, ECLAMPSIA OR ANTEPARTUM HAEMORRHAGE, treatment of each attendance that is not a routine
antenatal attendance

16509 | Fee: $29.45 Benefit: 75% = $22.10 85% = $25.05
CERVIX, purse string ligation of (Anaes.)

16511 | Fee: $178.30 Benefit: 75% = $133.75 85% = $151.60
CERVIX, removal of purse string ligature of (Anaes.)

16512 | Fee: $51.45 Benefit: 75% = $38.60 85% = $43.75
ANTENATAL CARDIOTOCOGRAPHY in the management of high risk pregnancy (not during the course of the confinement)

16514 | Fee: $29.75 Benefit: 75% = $22.35 85% = $25.30

MANAGEMENT OF LABOUR AND DELIVERY

MANAGEMENT OF VAGINAL DELIVERY as an independent procedure where the patient's care has been transferred
by another medical practitioner for management of the delivery and the attending medical practitioner has not provided antenatal
care to the patient, including all attendances related to the delivery (Anaes.)

@ (See para T4.3 of explanatory notes to this Category)

16515 | Fee: $281.00 Benefit: 75% = $210.75 85% = $238.85
MANAGEMENT OF LABOUR, incomplete, where the patient's care has been transferred to another medical practitioner for
completion of the delivery (Anaes.)

@ (See para T4.3 of explanatory notes to this Category)

16518 | Fee: $281.00 Benefit: 75% = $210.75 85% = $238.85
MANAGEMENT OF LABOUR and delivery by any means (including Caesarean section) including post-partum care for 5 days
(Anaes.)

@ (See para T4.3 of explanatory notes to this Category)

16519 | Fee: $432.80 Benefit: 75% = $324.60 85% = $375.70
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CAESAREAN SECTION and post-operative care for 7 days where the patient's care has been transferred by another medical
practitioner for management of the confinement and the attending medical practitioner has not provided any of the antenatal care
(Anaes.)

@ (See para T4.4 of explanatory notes to this Category)
16520 | Fee: $505.75 Benefit: 75% = $379.35 85% = $448.65
MANAGEMENT OF LABOUR AND DELIVERY, or delivery alone, (including Caesarean section), where in the course
of antenatal supervision or intrapartum management 1 or more of the following conditions is present, including postnatal care for 7
days:
- multiple pregnancy;
- recurrent antepartum haemorrhage from 20 weeks gestation;
- grades 2, 3 or 4 placenta praevia;
- baby with a birth weight less than or equal to 2500gm;
- preexisting diabetes mellitus dependent on medication, or gestational diabetes requiring at least daily blood;
- glucose monitoring;
- trial of vaginal delivery in a patient with uterine scar, or trial of vaginal breech delivery;
- preexisting hypertension requiring antihypertensive medication, or pregnancy induced hypertension of at least 140/90mmHg
associated with at least 1+ proteinuria on urinalysis;
- prolonged labour greater than 12 hours with partogram evidence of abnormal cervimetric progress;
- fetal distress defined by significant cardiotocograph or scalp pH abnormalities requiring immediate delivery; OR -
conditions that pose a significant risk of maternal death. (Anaes.)
@ (See para T4.5 of explanatory notes to this Category)
16522 Fee: $1,016.20 Benefit: 75% = $762.15 85% = $959.10
MANAGEMENT OF SECOND TRIMESTER LABOUR, with or without induction, for intrauterine fetal death, gross
fetal abnormality or life threatening maternal disease, not being a service to which item 35643 applies (Anaes.)
@ (See para T4.3 of explanatory notes to this Category)
16525 | Fee: $239.75 Benefit: 75% = $179.85 85% = $203.80
POST-PARTUM CARE
EVACUATION OF RETAINED PRODUCTS OF CONCEPTION (placenta, membranes or mole) as a complication of
confinement, with or without curettage of the uterus, as an independent procedure (Anaes.)
@ (See para T4.6 of explanatory notes to this Category)
16564 | Fee: $176.75 Benefit: 75% = $132.60 85% = $150.25
MANAGEMENT OF POSTPARTUM HAEMORRHAGE by special measures such as packing of uterus, as an
independent procedure (Anaes.)
@ (See para T4.6 of explanatory notes to this Category)
16567 | Fee: $258.55 Benefit: 75% = $193.95 85% = $219.80
ACUTE INVERSION OF THE UTERUS, vaginal correction of, as an independent procedure (Anaes.)
@ (See para T4.6 of explanatory notes to this Category)
16570 | Fee: $337.30 Benefit: 75% = $253.00 85% = $286.75
CERVIX, repair of extensive laceration or lacerations (Anaes.)
@ (See para T4.6 of explanatory notes to this Category)
16571 | Fee: $258.55 Benefit: 75% = $193.95 85% = $219.80
THIRD DEGREE TEAR, involving anal sphincter muscles and rectal mucosa, repair of, as an independent procedure (Anaes.)
@ (See para T4.6 of explanatory notes to this Category)
16573 | Fee: $210.70 Benefit: 75% = $158.05 85% =$179.10
INTERVENTIONAL TECHNIQUES
AMNIOCENTESIS, diagnostic
(See para T4.7 of explanatory notes to this Category)
16600 | Fee: $51.45 Benefit: 75% = $38.60 85% = $43.75
CHORIONIC VILLUS SAMPLING, by any route
(See para T4.7 of explanatory notes to this Category)
16603 | Fee: $98.85 Benefit: 75% = $74.15 85% = $84.05
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FETAL BLOOD SAMPLING, using interventional techniques from umbilical cord or fetus, including fetal neuromuscular
blockade and amniocentesis (Anaes.)
(See para T4.7 of explanatory notes to this Category)

16606 | Fee: $197.15 Benefit: 75% = $147.90 85% = $167.60
FETAL INTRAVASCULAR BLOOD TRANSFUSION, using blood already collected, including neuromuscular blockade,
amniocentesis and fetal blood sampling (Anaes.)
(See para T4.7 of explanatory notes to this Category)
16609 | Fee: $402.15 Benefit: 75% = $301.65 85% = $345.05
FETAL INTRAPERITONEAL BLOOD TRANSFUSION, using blood already collected, including neuromuscular blockade
amniocentesis and fetal blood sampling - not performed in conjunction with a service described in item 16609 (Anaes.)
(See para T4.7 of explanatory notes to this Category)
16612 | Fee: $316.40 Benefit: 75% = $237.30 85% = $268.95
FETAL INTRAPERITONEAL BLOOD TRANSFUSION, using blood already collected, including neuromuscular blockade
amniocentesis and fetal blood sampling - performed in conjunction with a service described in item 16609 (Anaes.)
(See para T4.7 of explanatory notes to this Category)
16615 | Fee: $168.45 Benefit: 75% = $126.35 85% = $143.20
AMNIOCENTESIS, THERAPEUTIC, when indicated because of polyhydramnios with at least 500ml being aspirated
(See para T4.7 of explanatory notes to this Category)
16618 | Fee: $168.45 Benefit: 75% = $126.35 85% = $143.20
AMNIOINFUSION, for diagnostic or therapeutic purposes in the presence of severe oligohydramnios (See para
T4.7 of explanatory notes to this Category)
16621 Fee: $168.45 Benefit: 75% = $126.35 85% = $143.20
FETAL FLUID FILLED CAVITY, drainage of
(See para T4.7 of explanatory notes to this Category)
16624 | Fee: $242.50 Benefit: 75% = $181.90 85% = $206.15
FETO-AMNIOTIC SHUNT, insertion of, into fetal fluid filled cavity, including neuromuscular blockade and amniocentesis
(See para T4.7 of explanatory notes to this Category)
16627 | Fee: $493.70 Benefit: 75% = $370.30 85% = $436.60
PROCEDURE ON MULTIPLE PREGNANCIES relating to items 16606, 16609, 16612, 16615 and 16627 (See para
T4.7 of explanatory notes to this Category)
16633 | Derived Fee: 50% of the fee for the first foetus for any additional foetus tested
PROCEDURE ON MULTIPLE PREGNANCIES relating to items 16600, 16603, 16618, 16621 and 16624 (See para
T4.7 of explanatory notes to this Category)
16636 | Derived Fee: 50% of the fee for the first foetus for any additional foetus tested
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GROUP T6 - ANAESTHETICS

SUBGROUP 1 - EXAMINATION BY AN ANAESTHETIST

EXAMINATION OF A PATIENT IN PREPARATION FOR THE ADMINISTRATION OF AN ANAESTHETIC RELATING T(
A CLINICALLY RELEVANT SERVICE, being an examination carried out at a place other than an operating theatre or an
anaesthetic induction room

(See para T6.1 of explanatory notes to this Category)

1

17603 | Fee: $34.80 Benefit: 75% = $26.10 85% = $29.60
REGIONAL OR FIELD NERVE BLOCKS REGIONAL OR FIELD NERVE BLOCKS
GROUP T7 - REGIONAL OR FIELD NERVE BLOCKS
INTRAVENOUS REGIONAL ANAESTHESIA of limb by retrograde perfusion
18213 | Fee: $71.90 Benefit: 75% = $53.95 85% =$61.15
INTRATHECAL OR EPIDURAL INFUSION of a therapeutic substance, initial injection or commencement of, including up to 1
@ hour of continuous attendance by the medical practitioner (Anaes.)
18216 | Fee: $153.95 Benefit: 75% = $115.50 85% = $130.90
INTRATHECAL or EPIDURAL INFUSION of a therapeutic substance, initial injection or commencement of, where continuous
attendance by the medical practitioner extends beyond the first hour (Anaes.)
@ Derived Fee: The fee for item 18216 plus $15.45 for each additional 15 minutes or part thereof beyond the first hour
18219 | of attendance by 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 attendance is 15 minutes or less
(See para T7.2 of explanatory notes to this Category)
18222 | Fee: $30.50 Benefit: 75% = $22.90 85% = $25.95
INFUSION OF A THERAPEUTIC SUBSTANCE to maintain regional anaesthesia or analgesia, subsequent injection or revision
of, where the period of continuous medical practitioner attendance is more than 15 minutes
(See para T7.2 of explanatory notes to this Category)
18225 | Fee: $40.65 Benefit: 75% = $30.50 85% = $34.60
INTRATHECAL OR EPIDURAL INFUSION of a therapeutic substance, initial injection or commencement of, including up to
hour of continuous attendance by the medical practitioner, for a patient in labour, where the service is provided in the after hours
period, being the period from 8pm to 8am on any weekday, or any time on a Saturday, a Sunday or a public holiday.
(See para T1.5 of explanatory notes to this Category)
18226 | Fee: $225.30 Benefit: 75% = $169.00 85% = $191.55
INTRATHECAL OR EPIDURAL INFUSION of a therapeutic substance, initial injection or commencement of, where
continuous attendance by a medical practitioner extends beyond the first hour, for a patient in labour, where the service is
provided in the after hours period, being the period from 8pm to 8am on any weekday, or any time on a Saturday, a Sunday or a
public holiday.
(See para 17.5 of explanatory notes to this Category)
Derived Fee: The fee for item 18226 plus $22.60 for each additional 15 minutes or part there of beyond the first hour of
18227 | attendance by the medical practitioner.
INTERPLEURAL BLOCK, initial injection or commencement of infusion of a therapeutic substance
18228 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
@ INTRATHECAL or EPIDURAL INJECTION of neurolytic substance (Anaes.)
18230 | Fee: $193.30 Benefit: 75% = $145.00 85% = $164.35
INTRATHECAL or EPIDURAL INJECTION of substance other than anaesthetic, contrast or neurolytic solutions, not being a
service to which another item in this Group applies (Anaes.)
@ (See para T17.3 of explanatory notes to this Category)
18232 | Fee: $153.95 Benefit: 75% = $115.50 85% = $130.90
@ EPIDURAL INJECTION of blood for blood patch (Anaes.)
18233 | Fee: $153.95 Benefit: 75% = $115.50 85% = $130.90
@ TRIGEMINAL NERVE, primary division of, injection of an anaesthetic agent (Anaes.)
18234 | Fee: $101.20 Benefit: 75% = $75.90 85% = $86.05
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@ TRIGEMINAL NERVE, peripheral branch of, injection of an anaesthetic agent (Anaes.)
18236 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
FACIAL NERVE, injection of an anaesthetic agent, not being a service associated with a service to which item 18240 applies Fee:
18238 | $30.50 Benefit: 75% = $22.90 85% = $25.95
RETROBULBAR OR PERIBULBAR INJECTION of an anaesthetic agent
18240 |Fee: $75.85 Benefit: 75% = $56.90 85% = $64.50
@ GREATER OCCIPITAL NERVE, injection of an anaesthetic agent (Anaes.)
18242 | Fee: $30.50 Benefit: 75% = $22.90 85% = $25.95
VAGUS NERVE, injection of an anaesthetic agent
18244 | Fee: $81.70 Benefit: 75% = $61.30 85% = $69.45
GLOSSOPHARYNGEAL NERVE, injection of an anaesthetic agent
18246 | Fee: $81.70 Benefit: 75% = $61.30 85% =$69.45
PHRENIC NERVE, injection of an anaesthetic agent
18248 | Fee: $71.90 Benefit: 75% = $53.95 85% = $61.15
SPINAL ACCESSORY NERVE, injection of an anaesthetic agent
18250 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
CERVICAL PLEXUS, injection of an anaesthetic agent
18252 | Fee: $81.70 Benefit: 75% = $61.30 85% = $69.45
BRACHIAL PLEXUS, injection of an anaesthetic agent
18254 | Fee: $81.70 Benefit: 75% = $61.30 85% = $69.45
SUPRASCAPULAR NERVE, injection of an anaesthetic agent
18256 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
INTERCOSTAL NERVE (single), injection of an anaesthetic agent
18258 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
INTERCOSTAL NERVES (multiple), injection of an anaesthetic agent
18260 | Fee: $71.90 Benefit: 75% = $53.95 85% = $61.15
ILIO-INGUINAL, ILIOHYPOGASTRIC OR GENITOFEMORAL NERVES, 1 or more of, injection of an anaesthetic
@ agent (Anaes.)
18262 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
PUDENDAL NERVE, injection of an anaesthetic agent
18264 | Fee: $81.70 Benefit: 75% = $61.30 85% = $69.45
ULNAR, RADIAL OR MEDIAN NERVE, MAIN TRUNK OF, 1 or more of, injection of an anaesthetic agent, not
being associated with a brachial plexus block
18266 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
OBTURATOR NERVE, injection of an anaesthetic agent
18268 | Fee: $71.90 Benefit: 75% = $53.95 85% = $61.15
FEMORAL NERVE, injection of an anaesthetic agent
18270 | Fee: $71.90 Benefit: 75% = $53.95 85% = $61.15
SAPHENOUS, SURAL, POPLITEAL OR POSTERIOR TIBIAL NERVE, MAIN TRUNK OF, 1 or more of, injection of an
anaesthetic agent
18272 | Fee: $50.70 Benefit: 75% = $38.05 85% = $43.10
PARAVERTEBRAL, CERVICAL, THORACIC, LUMBAR, SACRAL OR COCCYGEAL NERVES, injection of an anaesthetic
agent, (single vertebral level)
18274 | Fee: $71.90 Benefit: 75% = $53.95 85% = $61.15
PARAVERTEBRAL NERVES, injection of an anaesthetic agent, (multiple levels)
18276 | Fee: $101.20 Benefit: 75% = $75.90 85% = $86.05
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SCIATIC NERVE, injection of an anaesthetic agent

18278 | Fee: $71.90 Benefit: 75% = $53.95 85% =$61.15
@ SPHENOPALATINE GANGLION, injection of an anaesthetic agent (Anaes.)
18280 |Fee: $101.20 Benefit: 75% = $75.90 85% = $86.05

CAROTID SINUS, injection of an anaesthetic agent, as an independent percutaneous procedure
18282 | Fee: $81.70 Benefit: 75% = $61.30 85% = $69.45
@ STELLATE GANGLION, injection of an anaesthetic agent, (cervical sympathetic block) (Anaes.)
18284 | Fee: $119.70 Benefit: 75% = $89.80 85% =$101.75
@ LUMBAR OR THORACIC NERVES, injection of an anaesthetic agent, (paravertebral sympathetic block) (Anaes.) Fee:
18286 | $119.70 Benefit: 75% = $89.80 85% =$101.75
@ COELIAC PLEXUS OR SPLANCHNIC NERVES, injection of an anaesthetic agent (Anaes.)
18288 | Fee: $119.70 Benefit: 75% = $89.80 85% =$101.75
@ CRANIAL NERVE OTHER THAN TRIGEMINAL, destruction by a neurolytic agent (Anaes.)
18290 | Fee: $202.50 Benefit: 75% = $151.90 85% = $172.15

NERVE BRANCH, destruction by a neurolytic agent, not being a service to which any other item in this Group applies (Anaes.)
@ (See para T7.4 of explanatory notes to this Category)
18292 | Fee: $101.20 Benefit: 75% = $75.90 85% = $86.05
@ COELIAC PLEXUS OR SPLANCHNIC NERVES, destruction by a neurolytic agent (Anaes.)
18294 | Fee: $142.70 Benefit: 75% = $107.05 85% = $121.30
@ LUMBAR SYMPATHETIC CHAIN, destruction by a neurolytic agent (Anaes.)
18296 |Fee: $122.00 Benefit: 75% = $91.50 85% =$103.70
@ CERVICAL OR THORACIC SYMPATHETIC CHAIN, destruction by a neurolytic agent (Anaes.)
18298 | Fee: $142.70 Benefit: 75% = $107.05 85% = $121.30
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GROUP T10 - RELATIVE VALUE GUIDE FOR ANAESTHESIA - MEDICARE BENEFITS ARE ONLY
PAYABLE FOR ANAESTHESIA PERFORMED IN ASSOCIATION WITH AN ELIGIBLE SERVICE

SUBGROUP 1 - HEAD

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin, subcutaneous tissue, muscles, salivary
glands or superficial vessels of the head including biopsy, not being a service to which another item in this Subgroup applies (5

+ basic units)
20100 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for plastic repair of cleft lip (6 basic units)
20102 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for electroconvulsive therapy (4 basic units)
20104 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on external, middle or inner ear, including biopsy, not
+ being a service to which another item in this Subgroup applies (5 basic units)
20120 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for otoscopy (4 basic units)
20124 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on eye, not being a service to which another item in
+ this Group applies (5 basic units)
20140 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for lens surgery (6 basic units)
20142 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for retinal surgery (6 basic units)
20143 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for corneal transplant (8 basic units)
20144 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for vitrectomy (8 basic units)
20145 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for biopsy of conjunctiva (5 basic units)
20146 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for ophthalmoscopy (4 basic units)
20148 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on nose or accessory sinuses, not being a service to
+ which another item in this Subgroup applies (5 basic units)
20160 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical surgery on the nose and accessory sinuses (7 basic units)
20162 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
INITIATION OF MANAGEMENT OF ANAESTHESIA for biopsy of soft tissue of the nose and accessory sinuses (4 basic
+ units)
20164 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for intraoral procedures, including biopsy, not being a service
+ to which another item in this Subgroup applies (5 basic units)
20170 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for repair of cleft palate (7 basic units)
20172 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for excision of retropharyngeal tumour (9 basic units)
20174 | Fee: $148.50 Benefit: 75% = $111.40 85% = $126.25
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+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical intraoral surgery (10 basic units)
20176 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on facial bones, not being a service to which another
+ item in this Subgroup applies (5 basic units)
20190 | Fee: $82.50 Benefit: 75% = $61.90 85% =$70.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for extensive surgery on facial bones (including prognathism and
+ extensive facial bone reconstruction) (10 basic units)
20192 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for intracranial procedures, not being a service to which another item
+ in this Subgroup applies (15 basic units)
20210 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for subdural taps (5 basic units)
20212 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for burr holes of the cranium (9 basic units)
20214 | Fee: $148.50 Benefit: 75% = $111.40 85% = $126.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for intracranial vascular procedures including those for aneurysms or
+ arterio-venous abnormalities (20 basic units)
20216 | Fee: $330.00 Benefit: 75% = $247.50 85% = $280.50
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for spinal fluid shunt procedures (10 basic units)
20220 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for ablation of an intracranial nerve (6 basic units)
20222 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for all cranial bone procedures (12 basic units)
20225 | Fee: $198.00 Benefit: 75% = $148.50 85% = $168.30
SUBGROUP 2 - NECK
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the neck not
+ being a service to which another item in this Subgroup applies (5 basic units)
20300 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for incision and drainage of large haematoma, large abscess,
+ cellulitis or similar lesion or epiglottitis causing life threatening airway obstruction (15 basic units)
20305 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on oesophagus, thyroid, larynx, trachea, lymphatic
system, muscles, nerves or other deep tissues of the neck, not being a service to which another item in this Subgroup applies (6
+ basic units)
20320 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for laryngectomy, hemi laryngectomy, laryngopharyngectomy
+ or pharyngectomy (10 basic units)
20321 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for laser surgery to the airway (excluding nose and mouth) (8 basic
+ units)
20330 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on major vessels of neck, not being a service to which
+ another item in this Subgroup applies (10 basic units)
20350 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for simple ligation of major vessels of neck (5 basic units)
20352 | Fee: $82.50 Benefit: 75% = $61.90 85% =$70.15
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SUBGROUP 3 - THORAX

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the anterior part

+ of the chest, not being a service to which another item in this Subgroup applies (3 basic units)
20400 | Fee: $49.50 Benefit: 75% = $37.15 85% =$42.10

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the breast, not being a service to which another
+ item in this Subgroup applies (4 basic units)
20401 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for reconstructive procedures on breast (5 basic units)
20402 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15

INITIATION OF MANAGEMENT OF ANAESTHESIA for removal of breast lump or for breast segmentectomy
+ where axillary node dissection is performed (5 basic units)
20403 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for mastectomy (6 basic units)
20404 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15

INITIATION OF MANAGEMENT OF ANAESTHESIA for reconstructive procedures on the breast using myocutaneous flaps
+ (8 basic units)
20405 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20

INITIATION OF MANAGEMENT OF ANAESTHESIA for radical or modified radical procedures on breast with internal
+ mammary node dissection (13 basic units)
20406 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for electrical conversion of arrhythmias (5 basic units)
20410 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the posterior part
+ of the chest not being a service to which another item in this Subgroup applies (5 basic units)
20420 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on clavicle, scapula or sternum, not being a service to
+ which another item in this Subgroup applies (5 basic units)
20450 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical surgery on clavicle, scapula or sternum (6 basic units)
20452 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15

INITIATION OF MANAGEMENT OF ANAESTHESIA for partial rib resection, not being a service to which another item in
+ this Subgroup applies (6 basic units)
20470 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for thoracoplasty (10 basic units)
20472 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25

INITIATION OF MANAGEMENT OF ANAESTHESIA for radical procedures on chest wall (13 basic units)
+ (See para T10.21 of explanatory notes to this Category)
20474 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35

SUBGROUP 4 - INTRATHORACIC

+ INITIATION OF MANAGEMENT OF ANAESTHESIA for open procedures on the oesophagus (15 basic units)
20500 | Fee: $247.50 Benefit: 75% = $185.65 85% =$210.40

INITIATION OF MANAGEMENT OF ANAESTHESIA for all closed chest procedures (including rigid oesophagoscopy or
+ bronchoscopy), not being a service to which another item in this Subgroup applies (6 basic units)
20520 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for needle biopsy of pleura (4 basic units)
20522 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for pneumocentesis (4 basic units)
20524 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
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+ INITIATION OF MANAGEMENT OF ANAESTHESIA for thoracoscopy (10 basic units)
20526 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for mediastinoscopy (8 basic units)
20528 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20

INITIATION OF MANAGEMENT OF ANAESTHESIA for thoracotomy procedures involving lungs, pleura, diaphragm, or
+ mediastinum, not being a service to which another item in this Subgroup applies (13 basic units)
20540 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for pulmonary decortication (15 basic units)
20542 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for pulmonary resection with thoracoplasty (15 basic units)
20546 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40

INITIATION OF MANAGEMENT OF ANAESTHESIA for intrathoracic repair of trauma to trachea and bronchi (15 basic
+ units)
20548 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40

INITIATION OF MANAGEMENT OF ANAESTHESIA for open procedures on the heart, pericardium or great vessels of
+ chest (20 basic units)
20560 | Fee: $330.00 Benefit: 75% = $247.50 85% = $280.50

SUBGROUP 5 - SPINE AND SPINAL CORD

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on cervical spine and/or cord, not being a service to
+ which another item in this Subgroup applies (for myelography and discography see Items 21908 and 21914) (10 basic units)
20600 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25

INITIATION OF MANAGEMENT OF ANAESTHESIA for posterior cervical laminectomy with the patient in the sitting
+ position (13 basic units)
20604 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on thoracic spine and/or cord, not being a service to
+ which another item in this Subgroup applies (10 basic units)
20620 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for thoracolumbar sympathectomy (13 basic units)
20622 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures in lumbar region, not being a service to which another
+ item in this Subgroup applies (8 basic units)
20630 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for lumbar sympathectomy (7 basic units)
20632 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for chemonucleolysis (10 basic units)
20634 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25

INITIATION OF MANAGEMENT OF ANAESTHESIA for extensive spine and/or spinal cord procedures (13 basic units)
+ (See para T10.22 of explanatory notes to this Category)
20670 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35

INITIATION OF MANAGEMENT OF ANAESTHESIA for manipulation of spine when performed in the operating theatre of
+ hospital or day hospital facility (3 basic units)
20680 | Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10

INITIATION OF MANAGEMENT OF ANAESTHESIA for percutaneous spinal procedures, not being a service to which
+ another item in this Subgroup applies (5 basic units)
20690 | Fee: $82.50 Benefit: 75% = $61.90 85% =$70.15

SUBGROUP 6 - UPPER ABDOMEN

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the
+ upper anterior abdominal wall, not being a service to which another item in this Subgroup applies (3 basic units)
20700 | Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10

170



RELATIVE VALUE GUIDE UPPER ABDOMEN

+ INITIATION OF MANAGEMENT OF ANAESTHESIA for percutaneous liver biopsy (4 basic units)
20702 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for diagnostic laparoscopy procedures (6 basic units)
20705 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for laparoscopic procedures in the upper abdomen, not
+ being a service to which another item in this Subgroup applies (7 basic units)
20706 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the
+ upper posterior abdominal wall, not being a service to which another item in this Subgroup applies (5 basic units)
20730 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for upper gastrointestinal endoscopic procedures (5 basic units)
20740 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for upper gastrointestinal endoscopic procedures in association with
+ acute gastrointestinal haemorrhage (6 basic units)
20745 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for hernia repairs in upper abdomen, not being a service to which
+ another item in this Subgroup applies (4 basic units)
20750 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for repair of incisional hernia and/or wound dehiscence (6
+ basic units)
20752 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on an omphalocele (7 basic units)
20754 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for transabdominal repair of diaphragmatic hernia (9 basic units)
20756 Fee: $148.50 Benefit: 75% = $111.40 85% = $126.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on major upper abdominal blood vessels (15 basic
+ units)
20770 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures within the peritoneal cavity in upper abdomen
+ including cholecystectomy, gastrectomy, laparoscopic nephrectomy or bowel shunts (8 basic units)
20790 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
INITIATION OF MANAGEMENT OF ANAESTHESIA for gastric reduction or gastroplasty for the treatment of
+ morbid obesity (10 basic units)
20791 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for partial hepatectomy (excluding liver biopsy) (13 basic units)
20792 | Fee: $214.50 Benefit: 75% = $160.90 85% = $182.35
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for extended or trisegmental hepatectomy (15 basic units)
20793 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for pancreatectomy, partial or total (12 basic units)
20794 | Fee: $198.00 Benefit: 75% = $148.50 85% = $168.30
INITIATION OF MANAGEMENT OF ANAESTHESIA for neuro endocrine tumour removal in the upper abdomen (10 basic
+ units)
20798 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for percutaneous procedures on an intra-abdominal organ in
the upper abdomen (6 basic units)
20799 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
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SUBGROUP 7 - LOWER ABDOMEN

INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the

+ lower anterior abdominal walls, not being a service to which another item in this Subgroup applies (3 basic units)
20800 | Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for lipectomy of the lower abdomen (5 basic units)
20802 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for diagnostic laparoscopic procedures (6 basic units)
20805 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for laparoscopic procedures in the lower abdomen (7 basic units)
20806 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for lower intestinal endoscopic procedures (4 basic units)
20810 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for extracorporeal shock wave lithotripsy to urinary tract (6 basic
+ units)
20815 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin, its derivatives or subcutaneous tissue of
+ the lower posterior abdominal wall (5 basic units)
20820 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for hernia repairs in lower abdomen, not being a service to which
+ another item in this Subgroup applies (4 basic units)
20830 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for repair of incisional herniae and/or wound dehiscence of the lower
+ abdomen (6 basic units)
20832 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for all procedures within the peritoneal cavity in lower abdomen
+ including appendicectomy, not being a service to which another item in this Subgroup applies (6 basic units)
20840 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for bowel resection, including laparoscopic bowel resection
+ not being a service to which another item in this Subgroup applies (8 basic units)
20841 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for amniocentesis (4 basic units)
20842 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for abdominoperineal resection, including pull through procedures,
+ ultra low anterior resection and formation of bowel reservoir (10 basic units)
20844 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical prostatectomy (10 basic units)
20845 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical hysterectomy (10 basic units)
20846 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for pelvic exenteration (10 basic units)
20848 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for Caesarean section (12 basic units)
20850 | Fee: $198.00 Benefit: 75% = $148.50 85% = $168.30
INITIATION OF MANAGEMENT OF ANAESTHESIA for Caesarian hysterectomy or hysterectomy within 24 hours
+ of delivery (15 basic units)
20855 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
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INITIATION OF MANAGEMENT OF ANAESTHESIA for extraperitoneal procedures in lower abdomen, including those on

+ the urinary tract, not being a service to which another item in this Subgroup applies (6 basic units)
20860 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for renal procedures, including upper 1/3 of ureter (7 basic units)
20862 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for total cystectomy (10 basic units)
20864 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for adrenalectomy (10 basic units)
20866 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for neuro endocrine tumour removal in the lower abdomen (10 basic
+ units)
20867 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for renal transplantation (donor or recipient) (10 basic units)
20868 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on major lower abdominal vessels, not being a service
+ to which another item in this subgroup applies (15 basic units)
20880 | Fee: $247.50 Benefit: 75% = $185.65 85% = $210.40
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for inferior vena cava ligation (10 basic units)
20882 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for percutaneous umbrella insertion (5 basic units)
20884 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for percutaneous procedures on an intra-abdominal organ in
the lower abdomen (6 basic units)
20886 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
SUBGROUP 8 - PERINEUM
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on the skin or subcutaneous tissue of the perineum
+ (including biopsy of male genital system), not being a service to which another item in this Subgroup applies (3 basic units)
20900 | Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for anorectal procedures (including endoscopy and/or biopsy)
+ (4 basic units)
20902 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for radical perineal procedures including radical perineal
+ prostatectomy or radical vulvectomy (7 basic units)
20904 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for vulvectomy (4 basic units)
20906 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for transurethral procedures (including urethrocyctoscopy), not
+ being a service to which another item in this Subgroup applies (4 basic units)
20910 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for transurethral resection of bladder tumour(s) (5 basic units)
20912 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for transurethral resection of prostate (7 basic units)
20914 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for bleeding post-transurethral resection (7 basic units)
20916 | Fee: $115.50 Benefit: 75% = $86.65 85% = $98.20
INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on male external genitalia, not being a service to
+ which another item in this Subgroup applies (3 basic units)
20920 | Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10
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INITIATION OF MANAGEMENT OF ANAESTHESIA for procedures on undescended testis, unilateral or bilateral (4 basic

+ units)
20924 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical orchidectomy, inguinal approach (4 basic units)
20926 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for radical orchidectomy, abdominal approach (6 basic units)
20928 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for orchiopexy, unilateral or bilateral (4 basic units)
20930 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for complete amputation of penis (4 basic units)
20932 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for complete amputation of penis with bilateral
+ inguinal lymphadenectomy (6 basic units)
20934 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for complete amputation of penis with bilateral inguinal and iliac
+ lymphadenectomy (8 basic units)
20936 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for insertion of penile prosthesis (4 basic units)
20938 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for per vagina and vaginal procedures (including biopsy of
+ labia, vagina, cervix or endometrium), not being a service to which another item in this Subgroup applies (3 basic units)
20940 | Fee: $49.50 Benefit: 75% = $37.15 85% = $42.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for colpotomy, colpectomy or colporrhaphy (4 basic units)
20942 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for transvaginal assisted reproductive services (4 basic units)
20943 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for vaginal hysterectomy (6 basic units)
20944 | Fee: $99.00 Benefit: 75% = $74.25 85% = $84.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for vaginal delivery (8 basic units)
20946 | Fee: $132.00 Benefit: 75% = $99.00 85% =$112.20
INITIATION OF MANAGEMENT OF ANAESTHESIA for purse string ligation of cervix, or removal of purse string ligature
+ (4 basic units)
20948 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for culdoscopy (5 basic units)
20950 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for hysteroscopy (4 basic units)
20952 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
+ INITIATION OF MANAGEMENT OF ANAESTHESIA for correction of inverted uterus (10 basic units)
20954 | Fee: $165.00 Benefit: 75% = $123.75 85% = $140.25
INITIATION OF MANAGEMENT OF ANAESTHESIA for evacuation of retained products of conception, as a complication
+ of confinement (4 basic units)
20956 | Fee: $66.00 Benefit: 75% = $49.50 85% = $56.10
INITIATION OF MANAGEMENT OF ANAESTHESIA for manual removal of retained placenta or for repair of vaginal or
+ perineal tear following delivery (5 basic units)
20958 | Fee: $82.50 Benefit: 75% = $61.90 85% = $70.15
INITIATION OF MANAGEMENT OF ANAESTHESIA for vaginal procedures in the management of post partum
+ haemorrhage (blood