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IMPORTANT NOTES

This report does not constitute the final position on these items, which is subject to:
e consideration by the Minister for Health, and
¢ the Government.

The views and recommendations in this report originated from the clinical committee. Following
consultation with stakeholders, the clinical committee made amendments and presented this
report to the MBS Review Taskforce for its consideration.

Any eliminations, amendments or commentary from the MBS Review Taskforce are noted in
boxed comments in the body of the report:

[Group] Recommendation [#] — Taskforce’s Advice

[The Taskforce’s rationale behind their decision.]
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1. Executive summary

The Medicare Benefits Schedule (MBS) Review Taskforce (the Taskforce) is undertaking a
program of work that considers how more than 5,700 items on the MBS can be aligned with
contemporary clinical evidence and practice and improve health outcomes for patients. The
Taskforce will also seek to identify any services that may be unnecessary, outdated or
potentially unsafe.

The Taskforce is committed to providing recommendations to the Minister for Health (the
Minister) that will allow the MBS to deliver on each of these four key goals:

s  Affordable and universal access.
e  Best-practice health services.

e  Value for the individual patient.
e  Value for the health system.

The Taskforce has endorsed a methodology whereby the necessary clinical review of MBS
items is undertaken by clinical committees and working groups. The Vascular Clinical
Committee (the Committee) was established in 2018 to make recommendations to the
Taskforce on MBS items in its area of responsibility, based on rapid evidence review and
clinical expertise.

The recommendations from the clinical committees are released for stakeholder
consultation. The clinical committees consider feedback from stakeholders then provide
recommendations to the Taskforce in a review report. The Taskforce considers the review
reports from clinical committees and stakeholder feedback before making recommendations

to the Minister for consideration by Government.

1.1 Recommendations
The Committee made recommendations based on evidence and clinical expertise, in

consultation with relevant stakeholders.

The Committee’s item-level recommendations focus on:

e creating item numbers for new services not currently reflected by the MBS
e strengthening, combining or deleting existing items from the MBS

e amending and/or adjusting fees
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The proposed changes focus on encouraging best practice, modernising the MBS to reflect
contemporary best practice, and ensuring that MBS services provide value for the patient

and the healthcare system.

Consumer impact

All recommendations have been summarised for consumers in Appendix A — Summary for
Consumers. The summary describes the medical services, the recommendations of the
clinical experts and the rationale behind the recommendations. A consumer impact
statement is provided in Section 11.

The Committee believes it is important to find out from consumers if they will be helped or
disadvantaged by the recommendations—and how and why. Following public consultation,
the Committee will assess the advice from consumers to make sure that all the important
concerns are addressed. The Taskforce will then provide the recommendations to
Government.

Both patients and clinicians are expected to benefit from these recommendations because
they address concerns regarding patient safety and quality of care, and because they take
steps to simplify the MBS and make it easier to use and understand. The Committee’s
recommendations also promote the provision of higher value medical care, which can
reduce unnecessary procedures and related out-of-pocket fees for patients, while
supporting improved access to modern procedures and the responsible operation of the

health care system.

e
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2. Introduction

2.1 Foreword from the co-chairs

In submitting this report, the Committee acknowledges the trust and confidence placed in it
and notes that it has responded with open-mindedness, diligence and focus. The report is
not comprehensive, reflecting the tight timeframe for reviewing MBS items, analysing data
and developing recommendations. With this in mind, the Committee has focused on
updating MBS items that have become obsolete, recognising and reducing low-value use of
items, and making items more relevant to current high-quality practice.

While the Committee has made recommendations to modernise the MBS, we anticipate that
this task will become an even greater challenge in the future, as new technologies (such as
artificial intelligence and machine learning) require new capital investment in equipment
and potentially change the roles of medical specialists. The decentralisation of radiology into
many sub-specialties, and its integration or absorption into other clinical disciplines, gives
some insight into how disruptive this change will be. Similarly, the rapid evolution of
endovascular interventions in the treatment of vascular surgical conditions highlights the
disruptive impact of technological advancement in medical care. Such examples emphasise
why a review of this sort must occur more frequently and rely more heavily on evidence-
based clinical input. The data must be current and must be used to identify important
trends. For item restrictions to be effective, audit of compliance must also be strengthened.
Maintaining appropriate use of the MBS affects the affordability of care, both for the patient
and for Government. Schedule fees in imaging have remained unchanged for more than 10
years, reducing private imaging services’ capacity to survive without patient out-of-pocket
charges. Recommending computed tomography angiography (CTA) and MRA has a large
financial impact on the system. There has been a recent dramatic increase in the capability
of computed tomography (CT) machines, allowing flow dynamics to be assessed and
reconstructed in both 3D and 4D, but this has associated costs.

The Committee is also concerned about the expanding use of varicose vein services,
particularly self-referral services. There is a wide spectrum of disorders within venous
disease, some of which are purely cosmetic. The Committee has made several
recommendations to restrict use of the MBS in treating cosmetic conditions, limiting imaging
costs and encouraging out-of-hospital therapies. While some countries have ceased

reimbursement for operative vein treatments, the Committee recognises that surgical

Report on Vascular Services items, 2020 Page 11



Medicare Benefits Schedule Review Taskforce CEJ

treatment still has an important role in appropriate treatment choices. In all cases, the
Committee’s recommendations emphasise GP referral to qualify for a Medicare benefit.
The MBS also contains a facilities fee for angiography. This fee was designed to compensate
the provider of the equipment and operating staff for the incurred costs of the procedure.
Over time, providers have changed from radiological groups to private and public hospitals
and day surgery, where theatre fees are also claimed. The remuneration is significant, and
there is a need to ensure that the appropriate number of runs is used in order to minimise
unnecessary exposure to contrast and radiation and remove any incentive to do more than
necessary.

The Committee has made recommendations on how to address this, acknowledging that any
decisions are at the discretion of the Taskforce, the Minister and the Department of Health.
It recommends pre-determining the angiographic fee associated with various endovascular
procedures with that being pre-determined based on tiers of complexity. The Committee
remains keen to contribute to any discussion around such a change. Finding a surrogate for
complexity has not proven an easy task, due to the cross-cutting nature and limited
timeframe of the Committee.

The Committee strongly endorses the role of non-invasive, out-patient techniques for the
diagnosis of vascular disease, such as CTA and MRA. Catheter angiography, in some cases,
has limited superiority over these new techniques, except in neuro-interventional radiology
and in the management of below-the-knee tibial disease in patients with diabetes. This is
recognised in the recommendations. The Committee acknowledges that maintaining high
standards requires compliance, and that this will restrict the impact of some changes to
items outside of the DIST.

Many procedures in current clinical practice are also being billed under item numbers that
are not specific to the procedure. This applies to many endovascular procedures that have
developed over the last two decades. The Committee’s recommendations address this.

The Committee’s success in conducting its review and developing its recommendations is
due to the indefatigable assistance of our secretariat. We are grateful for the insightful
comments from our consumer representatives, the allied health professionals and

colleagues from other committees.

We, the co-chairpersons, have enjoyed a dynamic and respectful interaction and take

considerable pleasure in presenting this report within the imposed time constraints.

Dr Peter Subramaniam Dr Ronald Meikle
Co-Chair, Vascular Clinical Committee Co-Chair, Vascular Clinical Committee
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3. About the Medicare Benefits Schedule (MBS)
Review

3.1 Medicare
3.1.1 What is Medicare?

Medicare is Australia’s universal health scheme that enables all Australian residents (and
some overseas visitors) to have access to a wide range of health services and medicines at
little or no cost.

Introduced in 1984, Medicare has three components:

e  Free public hospital services for public patients.
¢  Subsidised drugs covered by the Pharmaceutical Benefits Scheme (PBS).

s  Subsidised health professional services listed on the MBS.

3.2 What is the MBS?

The MBS is a listing of the health professional services subsidised by the Australian
Government. There are more than 5,700 MBS items that provide benefits to patients for a

comprehensive range of services, including consultations, diagnostic tests and operations.

3.3 What is the MBS Review Taskforce?

The Government established the Taskforce as an advisory body to review all of the 5,700
MBS items to ensure they are aligned with contemporary clinical evidence and practice and
improve health outcomes for patients. The Taskforce will also modernise the MBS by
identifying any services that may be unnecessary, outdated or potentially unsafe. The MBS

Review is clinician-led, and there are no targets for savings attached to the review.

3.3.1 What are the goals of the Taskforce?

The Taskforce is committed to providing recommendations to the Minister that will allow

the MBS to deliver on each of these four key goals.

e  Affordable and universal access—the evidence demonstrates that the MBS supports
very good access to primary care services for most Australians, particularly in urban
Australia. However, despite increases in the specialist workforce over the last decade,
access to many specialist services remains problematic, with some rural patients being

particularly under-serviced.
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e  Best practice health services—one of the core objectives of the MBS Review is to
modernise the MBS, ensuring that individual items and their descriptors are consistent
with contemporary best practice and the evidence base when possible. Although the
MSAC plays a crucial role in thoroughly evaluating new services, the vast majority of

existing MBS items pre-date this process and have never been reviewed.

¢  Value for the individual patient—another core objective of the review is to have an
MBS that supports the delivery of services that are appropriate to the patient’s needs,

provide real clinical value and do not expose the patient to unnecessary risk or expense.

e  Value for the health system—achieving the above elements will go a long way to
achieving improved value for the health system overall. Reducing the volume of
services that provide little or no clinical benefit will enable resources to be redirected to
new and existing services that have proven benefit and are underused, particularly for

patients who cannot readily access those services currently.

3.4 The Taskforce’s approach

The Taskforce is reviewing existing MBS items, with a primary focus on ensuring that
individual items and usage meet the definition of best practice. Within the Taskforce’s brief,
there is considerable scope to review and provide advice on all aspects that would
contribute to a modern, transparent and responsive system. This includes not only making
recommendations about adding new items or services to the MBS, but also about an MBS
structure that could better accommodate changing health service models.

The Taskforce has made a conscious decision to be ambitious in its approach, and to seize
this unique opportunity to recommend changes to modernise the MBS at all levels, from the
clinical detail of individual items, to administrative rules and mechanisms, to structural,
whole-of-MBS issues. The Taskforce will also develop a mechanism for an ongoing review of
the MBS once the current review has concluded.

As the MBS Review is to be clinician-led, the Taskforce decided that clinical committees
should conduct the detailed review of MBS items. The committees are broad-based in their
membership, and members have been appointed in an individual capacity, rather than as
representatives of any organisation.

The Taskforce asked the committees to review MBS items using a framework based on

Professor Adam Elshaug’s appropriate use criteria. The framework consists of seven steps:

Report on Vascular Services items, 2020 Page 14



Medicare Benefits Schedule Review Taskforce CEJ

1. Develop an initial fact base for all items under consideration, drawing on the relevant
data and literature.

2. lIdentify items that are obsolete, are of questionable clinical value,* are misused? and/or
pose a risk to patient safety. This step includes prioritising items as “priority 1”7, “priority
2” or “priority 3”, using a prioritisation methodology (described in more detail below).

3. Identify any issues, develop hypotheses for recommendations and create a work plan
(including establishing working groups, when required) to arrive at recommendations for
each item.

4. Gather further data, clinical guidelines and relevant literature to make provisional
recommendations and draft accompanying rationales, as per the work plan. This process
begins with priority 1 items, continues with priority 2 items and concludes with priority
3 items. This step also involves consultation with relevant stakeholders within the
committee, working groups, and relevant colleagues or Colleges. For complex cases, full
appropriate use criteria were developed for the item’s explanatory notes.

5. Review the provisional recommendations and the accompanying rationales, and gather
further evidence as required.

6. Finalise the recommendations in preparation for broader stakeholder consultation.

7. Incorporate feedback gathered during stakeholder consultation and finalise the review

report, which provides recommendations for the Taskforce.

All MBS items will be reviewed during the course of the MBS Review. However, given the
breadth of the review, and its timeframe, each clinical committee has to develop a work plan
and assign priorities, keeping in mind the objectives of the review. Committees use a robust
prioritisation methodology to focus their attention and resources on the most important
items requiring review. This was determined based on a combination of two standard
metrics, derived from the appropriate use criteria:

e  Service volume.

s The likelihood that the item needs to be revised, determined by indicators such as

identified safety concerns, geographic or temporal variation, delivery irregularity, the

1The use of an intervention that evidence suggests confers no or very little benefit on patients; or where the risk
of harm exceeds the likely benefit; or, more broadly, where the added costs of the intervention do not provide
proportional added benefits.

2The use of MBS services for purposes other than those intended. This includes a range of behaviours, from
failing to adhere to particular item descriptors or rules through to deliberate fraud.
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potential misuse of indications or other concerns raised by the clinical committee (such
as inappropriate co-claiming).

Figure 1: Prioritisation matrix

- .
Magnitude
of usage
" Service Medium
volumes
* Benefit
outlays
" .
Medium High
Likelihood that the item needs revision
= |dentified safety concern = Delivery irregularity = Other
= Geographic/temporal variation = Suspected indication creep

For each item, these two metrics were ranked high, medium or low. These rankings were
then combined to generate a priority ranking ranging from one to three (where priority 1
items are the highest priority and priority 3 items are the lowest priority for review), using a
prioritisation matrix (Figure 1). Clinical committees use this priority ranking to organise their

review of item numbers and apportion the amount of time spent on each item.
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4. About the Vascular Clinical Committee

The Committee was established in January 2018 to make recommendations to the Taskforce
on MBS items within its area of responsibility, based on rapid evidence review and clinical

expertise.

4.1 Vascular Clinical Committee members
The Committee consists of 13 members, whose names, positions/organisations and declared

conflicts of interest are listed in Table 1.

Table 1: Vascular Clinical Committee members

Position/organisation Declared conflict of interest
Dr Ron Meikle Interventional Radiologist (retired); Former None

President of the Australian Diagnostic Imaging

Association

Director and Reporting Surgeon, Adelaide
Vascular; Chair of the Australian and New
Zealand Society of Vascular Surgeons (ANZSVS)
Executive — Relationships and Advocacy
Portfolio Chair; Member of ANZSVS MBS
Review group; Senior Visiting Medical
Specialist in Vascular Surgery, Royal Adelaide

Dr Peter Subramaniam Claims in-scope MBS items

Hospital
Assoc. Prof. Peter Thursby ~ Vascular Surgeon (retired); Surgical Lecturer Member of the ANZSVS MBS
OAM and Examiner, Concord Hospital, Central Review group; Affiliation with
Clinical School, University of Sydney Avant Indemnity Insurance; Chair

of the Vascular Prostheses
Clinical Advisory Group

Dr Noel Atkinson Practising Vascular Surgeon, Royal Melbourne Claims in-scope MBS items
Hospital
Dr Tom Snow Practising Interventional Radiologist, Claims in-scope MBS items

Queensland Diagnostic Imaging

Dr Nick Brown Interventional Radiologist; Uniting Care Claims in-scope MBS items
Medical Imaging, The Prince Charles Hospital

Dr Stephen May Senior Consultant, Visiting Medical Officer Rents visiting rooms to vascular
(VMO) Physician, Interventional Nephrologist, surgeons
Tamworth Base Hospital New South Wales;
Medical Director, Renal Unit — New England
Area Health Service (NEAHS); Medical Director,
Diabetic Clinical = NEAHS

Dr David Jenkins Phlebologist, Burwood, New South Wales; Claims in-scope MBS items
Chair and Director of Training, New South
Wales Faculty, Australasian College of

Phlebology
Dr Andrew Kellie General Practitioner, East Adelaide Healthcare; Used to rent rooms to Adelaide
Medical Director/Owner, OPIS Healthcare; Vascular

Medical Director/Owner, Firma Technologies
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Position/organisation Declared conflict of interest
Professor Michael Besser Neurosurgeon, Taskforce ex-officio None
AM
Ms Wendy Mclnnes Vascular Nurse Practitioner, Division of None

Medicine, Northern Adelaide Local Health
Network (NALHN), The Lyell McEwin Hospital;
Adjunct Clinical Lecturer, University of South
Australia, Division of Health Sciences

Ms Eileen Jerga Consumer Representative; Past CEO of the None
Heart Foundation in the Australian Capital
Territory (ACT); Member of the MSAC;
Member of the Vascular CAG; Past member of
the MSAC PICO Advisory Sub-Committee
(PASC); Member of the MBS Intensive Care &
Emergency Medicine Clinical Committee and
multiple other MBS Review working groups;
Member of the Nursing and Midwifery Board
of Australia for ACT

Ms Kerri Cassidy Consumer Representative; Executive Officerat  Works for CCVSI Australia, a not-
the Disability Resources Centre; Director and for-profit organisation that funds
founding member of Chronic CerebroSpinal research of venous abnormalities
Venous Insufficiency (CCSVI) Australia in multiple sclerosis at the Alfred

Hospital

4.2 Conflicts of interest

All members of the Taskforce, clinical committees and working groups are asked to declare
any conflicts of interest at the start of their involvement and reminded to update their
declarations periodically. A complete list of declared conflicts of interest can be viewed in
Table 1.

It is noted that most Committee members share a common conflict of interest in reviewing
items that are a source of revenue for them (i.e. Committee members claim the items under
review). This conflict is inherent in a clinician-led process and, having been acknowledged by
the Committee and the Taskforce, it was agreed that this should not prevent a clinician from

participating in the review.

4.3 Areas of responsibility of the Committee

The Committee considered 290 MBS items. The Committee was originally assigned 287
vascular and interventional radiology MBS items. A further three additional MBS items
(items18270, 18272 and 18282) were referred to the Committee to review. In the 2016/17
financial year (FY), the 287 vascular and interventional radiology items accounted for
approximately 1.2 million services and $197 million in benefits. Over the past five years,
service volumes for these items have grown at 8.4 per cent per year, and the cost of benefits

has increased by 6.0 per cent per year. This growth is largely explained by an increase in the
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number of services per capita (Figure 2). Diagnostic items, including vascular ultrasound and
angiography items, account for 77 per cent of total services and 88 per cent of benefits.

Figure 2: Drivers of vascular item growth, FY2011/12 to FY2016/17
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SOURCE: Medicare Data, MBS050 Database

4.4 Summary of the Committee’s review approach

The Committee first convened on 3 May 2018 and formally completed its review on

21 August 2018. In that time, the Committee completed a review of items within its remit
during four full committee meetings (two teleconferences and two in-person meetings) and
four item-specific subgroup meetings (subgroups examining prioritised angiography,
vascular ultrasound, and vascular surgery and varicose veins, with two-hour teleconferences
for each). The Committee developed the recommendations and rationales contained in this
report during these meetings and off-line subgroup activities, supervised by the co-chairs.
The review drew on various types of MBS data, including data on utilisation of items
(services, benefits, patients, clinicians and growth rates); service provision (type of clinician,
geography of service provision); patients (demographics and services per patient); co-
claiming or episodes of services (same-day claiming and claiming with specific items over
time); and additional clinician and patient-level data, when required.

The review also drew on data presented in the relevant literature and clinical guidelines, all
of which are referenced in the report. Guidelines and literature were identified through

medical journals and other sources, such as professional societies.
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5. Recommendations: Vascular ultrasound items

5.1 Duplex scanning for the analysis arteries of the abdomen
and lower limbs

Table 2: Item introduction table for items 55276 and 55238

Services 5-
Schedule (Services |Benefits |year annual
Descriptor fee FY2016/17 |FY2016/17 |avg. growth

Duplex scanning involving B mode ultrasound
imaging and integrated Doppler flow
measurements by spectral analysis of intra-
abdominal, aorta and iliac arteries or inferior
vena cava and iliac veins or of intra-abdominal,
aorta and iliac arteries and inferior vena cava
and iliac veins, excluding pregnancy related
studies, not being a service associated with a
service to which an item in Subgroup 1 (with
the exception of item 55054) or 4 applies (R)

55276 $169.50 132,134 $15,328,211 10.7%

Duplex scanning, unilateral, involving B mode
ultrasound imaging and integrated Doppler flow
measurements by spectral analysis of arteries
or bypass grafts in the lower limb or of arteries

55238 and bypass grafts in the lower limb, below the $169.50 231,000 $29,558,743 8.5%
inguinal ligament, not being a service

associated with a service to which an item in
Subgroup 1 (with the exception of item 55054)
or 4 applies (R)

5.1.1 Recommendation 1

s |tems 55238 and 55276: Improve diagnostic options for duplex examination of aorto-

iliac and lower limb vasculature.

o The Committee recommends including aortoiliac vasculature in the item

descriptor.

s  The proposed item descriptor for 55238 (with changes highlighted in bold) is as follows:
o Duplex scanning, unilateral, involving B mode ultrasound imaging and
integrated Doppler flow measurements by spectral analysis of arteries or
bypass grafts in the lower limb or of arteries and bypass grafts in the lower
limb, with or without the aorto-iliac segment, not being a service associated
with a service to which an item in Subgroup 1 (with the exception of item

55054) or 4 applies (R)

s  The proposed item descriptor for 55276 (with changes highlighted in bold) is as follows:
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o “Duplex scanning involving B mode ultrasound imaging and integrated Doppler
flow measurements by spectral analysis of intra-abdominal, aorta and iliac
arteries or inferior vena cava and iliac veins or of intra-abdominal aorta and iliac
arteries and inferior vena cava and iliac veins, excluding pregnancy related
studies, not being a service associated with a service to which an item in
Subgroup 1 (with the exception of item 55054) or 4 applies, or with 55238

unless examination of the inferior vena cava and iliac veins is warranted (R)”

e  The Committee recommends adjusting the Schedule fee to reflect the additional
examination, and to reduce the incentive to perform item 55276 and item 55238 on

separate days.

¢  The Committee recommends restricting co-claiming 55238 with 55276, unless
specifically examining the inferior vena cava or iliac veins for a clinically indicated
reason. The Committee noted that additional work will be undertaken in the

implementation stage to maintain the intent of the co-claiming restriction.

s The Committee recommended nurse practitioner (NP) access to vascular items be
referred to the Nurse Practitioner Reference Group (NPRG) under the General Practice
and Primary Care Clinical Committee (GPPCCC) for consideration as this issue is outside

the scope of the Committee’s review.

5.1.2 Rationale for Recommendation 1
This recommendation focuses on improving the efficacy of care, reducing the risk of missed
diagnoses, reducing unnecessary referrals and removing incentives for separate claiming. It

is based on the following.

¢ The Committee agreed that having two separate duplex items (55238 and 55276) with

exclusive anatomical descriptors may incentivise subsequent-day claims.

o Currently, the Multiple Services Rule (MSR) stipulates that if both examinations
are co-claimed, the provider will receive 60 per cent of the second Schedule
fee. The Committee expressed concern that the reduced benefits could
incentivise clinicians to delay the second examination to a subsequent day in
order to receive the full schedule fee. This could also occur for examination of

the opposite limb.

o The Committee agreed that allowing examination of the aorto-bi-iliac region

(where clinically necessary) as part of the examination of the lower limb—with
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an appropriately adjusted schedule fee (greater than both items on the same

day with the MSR reduction)—would reduce subsequent-day claiming.

e The Committee agreed that having two mutually exclusive duplex examination items

increases the administrative burden by requiring two separate referrals.

o Inorder to examine the entire aorto-bi-ilio-femoro-popliteal tree, two separate

referrals for items 55238 and 55276 are required.

o The Committee expressed concern that should the patient not be referred for
both examinations in the first instance, they may be required to return to their
referrer to obtain an additional formal request, which is an additional

administrative and logistical burden.

¢ The Committee agreed that having two separate duplex ultrasound examination items

increases the risk of missing multi-level disease.

o Clinically, examination of the lower limb for peripheral occlusive disease
should include an examination of the entire tract where multi-level disease is
suspected. The Committee agreed that the aorto-bi-ilio-femoro-popliteal tree

should be viewed as clinically continuous. (1)

o MBS data demonstrated that co-claiming of item 55238 with item 55726
accounted for 51 per cent of total 55238 services (231,000 services). This has
remained constant over the last five years, indicating a consistent need for

both regions to be examined when investigating peripheral arterial disease. (2)

o The Committee considered the option of bundling both items but noted that
examination of the entire tract is not necessary in every case and, given the
difficulties of abdominal imaging, may result in a high volume of repeat
examinations. It also considered reframing duplex examination to be directed
at the clinical problem (i.e. duplex examination of lower limb ischaemia) rather
than anatomy, but it decided to remain aligned with other MBS ultrasound

items on appropriate anatomical classification.
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5.2 Duplex examination of the carotid arteries

Table 3: Item introduction table for item 55274

Services 5-

Schedule |Services Benefits |year annual

Descriptor fee FY2016/17 |FY2016/17 |avg. growth

Duplex scanning, bilateral, involving B mode
ultrasound imaging and integrated Doppler
flow measurements by spectral analysis of
extra-cranial bilateral carotid and vertebral
vessels, with or without subclavian and

55274 innominate vessels, with or without $ 169.50 159,660 $23,411,847 2.6%
oculoplethysmography or peri-orbital Doppler
examination, not being a service associated
with a service to which an item in Subgroup 1
(with the exception of item 55054) or 4
applies (R)

5.2.1 Recommendation 2

s |tem 55274: Prevent low-value over-servicing of carotid duplex examinations.

o The Committee recommends adding referral restrictions for asymptomatic

patients.

¢ The proposed item descriptor (with changes highlighted in bold) is as follows:

o Duplex scanning, bilateral, involving B mode ultrasound imaging and integrated
Doppler flow measurements by spectral analysis of extra-cranial bilateral
carotid and vertebral vessels, with or without subclavian and innominate
vessels, with or without oculoplethysmography or peri-orbital Doppler
examination, not for screening or examination of asymptomatic patients
except when referred by a specialist, with a maximum of two services per 12
months, not being a service associated with a service to which an item in
Subgroup 1 (with the exception of item 55054) or 4 applies (R), excluding

patients who have no neurological symptom:s.
5.2.2 Rationale for Recommendation 2

This recommendation focuses on improving the appropriateness of care and reducing

unnecessary examinations. It is based on the following.

e The Committee agreed that there is low-value use of this item, and that this is most
likely driven by ambiguity in the item descriptor, which allows for screening and

examination of asymptomatic patients.

o The item descriptor currently allows use for a wide range of indications with

low efficacy, which may include asymptomatic patients without a significant

.+
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stenosis (narrowing of the vessels). Despite compliance action on corporate
entities conducting population screening, the Committee remains concerned

that the item is experiencing overuse.

o The Committee is concerned that screening for asymptomatic disease may be
harmful where it leads to unnecessary investigations and/or interventions.
There is currently no formal MBS guidance on screening for patients with
asymptomatic carotid stenosis.
s  The Committee agreed that the item should align with best-practice guidelines to

reduce low-value care.

o International literature suggests that use of carotid ultrasound in screening
asymptomatic patients is not effective at changing management, including

screening of intimo-medial thickness. (3)

o Choosing Wisely guidelines from both Canada and the United States specify
that carotid duplex ultrasound should not be performed in cases of syncope
where neurological examinations are normal, or where patients are otherwise
asymptomatic neurologically. (4, 5) The American Institute of Ultrasound in
Medicine and Society for Vascular Surgery states that carotid duplex
ultrasound should only be performed in high-risk asymptomatic patients and

those with proven disease. (6)

¢ The Committee supports alignment with best-practice guidelines to encourage high-

value care.

o Carotid ultrasound represents high-value care for specific indications,
particularly for patients who are neurologically symptomatic and patients who
have been referred for pre-operative confirmation of patency for certain
cardiac procedures or post-operative surveillance. The Committee has not
provided recommendations on a clinical pathway to determine which

symptoms are required for carotid duplex examination.

o Patients with no neurological symptoms should be excluded, unless the patient
has been evaluated by a specialist who considers the examination necessary

for rare asymptomatic indications.

o Examination of the carotid arteries for post-operative surveillance should be

limited to two per 12-month period for all patients, as there is limited
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additional benefit of more frequent examination in the absence of emerging

symptoms.

5.3 Duplex examination of the renal and visceral arteries

Table 4: Item introduction table for item 55278

Services 5-

Services Benefits year annual

Descriptor Schedule fee([FY2016/17 [FY2016/17 |avg. growth

Duplex scanning involving B mode
ultrasound imaging and integrated
Doppler flow measurements by spectral
analysis of renal or visceral vessels or of
renal and visceral vessels, including aorta,

55278 inferior vena cava and iliac vessels as $169.50 85,410 $12,088,370 7.7%
required excluding pregnancy related
studies, not being a service associated
with a service to which an item in
Subgroup 1 (with the exception of item
55054) or 4 applies (R)

5.3.1 Recommendation 3

e |tem 55278: Prevent low-value over-servicing of renal duplex examinations.

o The Committee recommends introducing new restrictions to this item so that it
can only be requested by specialists in the fields of hypertension, nephrology,

vascular surgery, interventional radiology and rheumatology.
¢ The proposed item descriptor (with changes highlighted in bold) is as follows:

o Duplex scanning involving B mode ultrasound imaging and integrated Doppler
flow measurements by spectral analysis of renal or visceral vessels or of renal
and visceral vessels, including aorta, inferior vena cava and iliac vessels as
required excluding pregnancy related studies, on referral by consultant
physician or specialist only, excluding Obstetrics and Gynaecology specialists,
not being a service associated with a service to which an item in Subgroup 1

(with the exception of item 55054) or 4 applies (R)

5.3.2 Rationale for Recommendation 3

This recommendation focuses on reducing inappropriate screening of asymptomatic
patients, while still allowing for the appropriate investigation of a wide range of clinical
indications. It is based on the following.

e The Committee agreed that the use of renal duplex ultrasound for diagnosis and

management is specialised and typically occurs only in specific circumstances. Use of
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this examination in the screening of atherosclerotic renal artery stenosis represents

low-value care, as it is unlikely to lead to a change in management or an effective

intervention. (7)

s  Contemporary literature does not support the use of renal duplex ultrasound in the

diagnosis and management of renal artery stenosis.

O

O

The technical difficulty of renal artery sonography is widely acknowledged, and
only experienced operators should perform the study. (8, 9) Other available

modalities, particularly CTA, represent best practice.

The Society for Vascular Medicine does not recommend the use of renal
duplex ultrasound for the assessment of renal artery stenosis without resistant
hypertension and normal renal function, even if known atherosclerosis is

present. (10)

Of the services provided by diagnostic radiologists, 98.1 per cent did not have
subsequent vascular intervention (by any provider). This suggests that the
search for renal artery stenosis has limited value in the management of

patients with hypertension. (11)

¢ The Committee agreed that renal and visceral duplex examinations are used for low-

value indications. This is likely driven by ambiguity in the item descriptor, which allows

for the screening and examination of asymptomatic patients.

O

MBS data indicated that O&G providers account for over 75 per cent of claims
in the New South Wales regions with the highest use per capita.l? The
Committee, in consultation with the Chair of the Obstetrics and Gynaecology
Clinical Committee, believes that there are no common O&G-specific
indications that explain the high service volumes, and that there is no
explanation for the geographical concentration of use, especially where the

item descriptor excludes pregnancy scans.

s  There are rare clinical scenarios where duplex ultrasound of the renal and visceral

vessels is appropriate, which supports retaining the item on the MBS.

O

Renal artery duplex ultrasound is necessary in the post-operative monitoring of
stents for atherosclerotic and non-atherosclerotic disease (for example,
fibromuscular dysplasia), as well as the monitoring of renal artery aneurysms

where future intervention may be considered.
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o Duplex examination may also be appropriate for uncontrolled or refractory
hypertension and impaired renal function. However, the Committee concluded
that this assessment should be made by the relevant specialist, who would

have the ability to then refer for examination.

¢ The Committee recommends restricting referral to specialists who may conduct
relevant procedural interventions or renal, rheumatological and cardiovascular
management. This includes all specialists, with the exception of O&G providers. While
the Committee recognised that there may be circumstances where the specialist may
delegate ongoing surveillance of renal artery disease to a GP, particularly in rural and
remote areas, it still recommends that a specialist initiates referral for the required

imaging.

5.4 Vascular ultrasound: Ankle brachial index

Table 5: Item introduction table for item 11610

Services 5-

year annual

Descriptor avg. growth

Measurement of ankle — brachial indices and

arterial waveform analysis, measurement of

posterior tibial and dorsalis pedis (or toe) and

brachial arterial pressures bilaterally using

Doppler or plethysmographic techniques, the $63.75
calculation of ankle (or toe) brachialsystolic

pressure indices and assessment of arterial

waveforms for the evaluation of lower

extremity arterial disease — examination, hard

copy trace and report

11610 123,166  $6,679,496 15.4%

5.4.1 Recommendation 4

e |tem 11610: Reduce the use of ABI for screening and increase access through allied
health practitioners.

o The Committee recommends changing the item descriptor to clarify that ABI
should not be used for screening asymptomatic patients, and to incentivise

appropriate use.
o The Committee recommends changing the item descriptor to:
- Clarify that ABI should not be used for screening asymptomatic patients.
- Incentivise appropriate use.

- Limit the item to two services per year.
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The Committee recommends the monitoring of utilisation by nurse

practitioners and podiatrists during implementation.

s The proposed item descriptor (with changes highlighted in bold) is as follows:

O

Measurement of ankle — brachial indices and arterial waveform analysis,
measurement of posterior tibial and dorsalis pedis (or toe) and brachial arterial
pressures bilaterally using Doppler or plethysmographic techniques, the
calculation of ankle (or toe) brachial systolic pressure indices and assessment
of arterial waveforms by a medical practitioner, or on referral of a medical
practitioner to a podiatrist or nurse practitioner, for the evaluation of lower
extremity arterial disease where there are documented signs and symptoms,
for monitoring of established disease, and for the exclusion of arterial
disease to enable compression therapy in venous disease excluding
asymptomatic screening — examination, hard or electronic copy and report,
maximum of 2 medical practitioner-referred examinations per 12 months
unless there is a significant documented change to the patient’s condition

warranting additional urgent evaluation.

5.4.2 Rationale for Recommendation 4

This recommendation focuses on reducing low-value care whilst improving access to care

through allied health practitioners. It is based on the following.

¢ The Committee agreed that there is low-value use of ABI. This is due to a lack of

clarification in the item descriptor, which allows for general population screening and

examination of asymptomatic patients. The Committee agreed that the item should not

be used for screening purposes.

e The Committee agreed that use of ABI in general practice is appropriate for the targeted

diagnosis and monitoring of peripheral vascular disease (PVD).

O

The Committee discussed the increasing use of ABI as part of the routine
examination of patients with PVD, particularly in general practice and allied
health settings. It agreed that there is no evidence to suggest that this

represents low-value care.

There is literature to support the use of ABI in general practice as an
assessment tool, to correlate with other signs and symptoms.'® The Committee
agreed that ABI is a non-invasive, inexpensive assessment tool for PVD (14),
despite the acknowledged limitations in the presence of severe mural

calcification.
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o The Committee discussed the high variability of operator efficacy but

concluded that provider restrictions should not be put in place.

The Committee is concerned about the encouragement of ABI screening through
financial incentives, as evidenced in the marketing practices of medical device
companies. The Committee opposes financial incentives of this nature, where patients

may be subjected to low-value routine examinations.

The Committee was referred the question of podiatrist-performed ABI on referral from

GPs, for which they are currently not rebated.

The Allied Health Reference Group asked the Committee to consider whether
podiatrists and nurse practitioners should have access to ABI, when referred by a

medical practitioner and for the following clinical indications:

o To support the diagnosis of PVD, where the patient has documented signs and

symptoms.
o For ongoing management of a confirmed diagnosis of PVD.
o For the management of patients with diabetes.
o Not for screening of asymptomatic patients.

The Committee initially agreed that appropriately trained podiatrists and nurse
practitioners should have access to the item, as they are already currently performing
the examination without access to the schedule fee. The Committee agreed that there
should be a limit of two services per 12 months unless there is a significant,

documented change to the patient’s condition, to prevent overuse.

Following further consideration of stakeholders’ feedback and this recommendation,
the Committee considered NP access to ABI should be referred to the Nurse

Practitioner Reference Group for further consideration.
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5.5 Vascular ultrasound: Continuous wave Doppler for
investigation of venous valve insufficiency
Table 6: Item introduction table for item 11602

Services 5-

Schedule year annual

Descriptor fee FY2016/17 (FY2016/17|avg. growth

Investigation of venous reflux or obstruction in
one or more limbs at rest by cw Doppler or
pulsed Doppler involving examination at
multiple sites along each limb using intermittent
limb compression or Valsalva manoeuvres, to
detect prograde and retrograde flow, other

11602 than a service associated with a service to which $57.75 118,634  $7,111,203 32.7%
item 32500 or 32501 applies - hard copy trace
and written report, the report component of
which must be performed by a medical
practitioner, maximum of two examinations in a
12 month period, not to be used in conjunction
with sclerotherapy.

5.5.1 Recommendation 5
e |tem 11602: Remove low-value CW Doppler investigation of venous insufficiency and

obstruction.
o The Committee recommends:

- Changing the item descriptor to replace “Continuous Wave (CW) Doppler”
with “duplex ultrasound” and removing ‘other than a service associated with

a service to which item 32500 or 32501 applies’.

- Restricting the ability to co-claim this item with other duplex ultrasound

examinations of the lower limb.
- Splitting the item to referred and non-referred items
- Having a lower fee for the non-referred item

¢ The proposed item descriptor for the referred item 11602 (with changes highlighted in

bold) is as follows:

o Investigation of venous reflux or obstruction at rest by duplex ultrasound, to
detect antegrade and retrograde flow, - hard or digital copy and report, the
report component of which must be performed by a medical practitioner,

maximum of two examinations (including 11602) in a 12-month period, not
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being a service associated with a service to which an item in Subgroup 1 or 4

applies (R)

¢ The proposed item descriptor for the new non-referred item 116XX (with changes

highlighted in bold) is as follows:

o Investigation of venous reflux or obstruction at rest by duplex ultrasound, to
detect antegrade and retrograde flow, - hard or digital copy and report, the
report component of which must be performed by a medical practitioner,
maximum of two examinations (including 116XX) in a 12-month period, not
being a service associated with a service to which an item in Subgroup 1 or 4

applies (NR)

5.5.2 Rationale for Recommendation 5

This recommendation focuses on preventing low-value care. It is based on the following.

e The CW component of the examination should be considered obsolete, given the

longstanding availability of pulsed and colour modalities. (15)

o The Committee agreed that CW Doppler as a single modality no longer plays an
effective role in vascular insufficiency imaging, and that current use reflects
low-value care and a lack of co-claiming restrictions. This was corroborated in

the available literature. (16)

e The Committee agreed that the item should be split to have a non-referred duplex
ultrasound examination option to reduce the need to send patients to another

professional for referral where a follow-up ultrasound is otherwise clinically indicated.

e Co-claiming this item with other ultrasound items, particularly duplex items, is
inappropriate, especially if performed by radiologists (who provide 89 per cent of

services). (17)

e The potential effect of removing this item from the MBS was unclear, given the high
volume of use. The item could be used for a valid indication requiring a non-referred

duplex examination.
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6. Recommendations: Digital subtraction
angiography items

Taskforce note on digital subtraction angiography (DSA)

The Taskforce established a vascular working group to provide advice on DSA items due to the
complexity and impact of changes.

The Taskforce subsequently recommended that any changes to DSA items should be deferred
for a minimum of 12 months to enable further data collection, analysis and modelling with the
sector. During this period, current DSA items should be maintained.

6.1 Tiering of items by number of contrast runs

Table 7: Item introduction table for items 60000-60078 (excluding all NK items) (i.e. 60000,
60003, 60006, 60009, 60012, 60015, 60018, 60021, 60024, 60027, 60030, 60033, 60036,
60039, 60042, 60045, 60048, 60051, 60054, 60057, 60060, 60063, 60066, 60069, 60072,
60075, 60078)

Services 5-

Services Benefits year annual

Descriptor Schedule fee FY2016/17 |FY2016/17 avg. growth

Digital subtraction angiography,

examination of head and neck with or
60000 . $564.00 508 $218,716 31.1%
without arch aortography - 1 to 3 data

acquisition runs (R) (K) (Anaes.)

Digital subtraction angiography,
examination of head and neck with or o
60003 |\yithout arch aortography - 4 to 6 data »827.10 361 $231,232 3.0%

acquisition runs (R) (K) (Anaes.)

Digital subtraction angiography,
examination of head and neck with or .
60006 without arch aortography - 7 to 9 data #1,176.10 279 3260,307 0.0%
acquisition runs (R) (K) (Anaes.)

Digital subtraction angiography,
examination of head and neck with or
60009 . $1,376.30 3,201 $3,476,390 7.0%
without arch aortography - 10 or more
data acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,

60012 | examination of thorax - 1 to 3 data $564.00 8,194 $3,554,225 9.5%
acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
60015 | examination of thorax - 4 to 6 data $827.10 466 $292,097 5.8%
acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
60018 | examination of thorax - 7 to 9 data $1,176.10 123 $110,005 1.0%
acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
60021 | examination of thorax - 10 or more $1,376.30 423 $443,903 10.2%
data acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
60024 | examination of abdomen - 1 to 3 data $564.00 2,214 $924,164 6.9%
acquisition runs (R) (K) (Anaes.)
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Services 5-

Services Benefits year annual

Item Descriptor Schedule fee FY2016/17 |FY2016/17 avg. growth

Digital subtraction angiography,
60027 | examination of abdomen - 4 to 6 data $827.10 954 $611,991 3.0%
acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
60030 | examination of abdomen - 7 to 9 data $1,176.10 805 $740,468 3.8%
acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
60033 | examination of abdomen - 10 or more $1,376.30 4,607 $4,937,890 6.7%
data acquisition runs (R) (K) (Anaes.)
Digital subtraction angiography,
examination of upper limb or limbs - 1
to 3 data acquisition runs (R) (K)
(Anaes.)
Digital subtraction angiography,
examination of upper limb or limbs - 4
to 6 data acquisition runs (R) (K)
(Anaes.)
Digital subtraction angiography,
examination of upper limb or limbs - 7
to 9 data acquisition runs (R) (K)
(Anaes.)
Digital subtraction angiography,
examination of upper limb or limbs -
10 or more data acquisition runs (R)
(K) (Anaes.)
Digital subtraction angiography,
s00ag | Examination of lower limb or limbs -1 1 ¢5¢) o 4,275 $1,781,711 35.8%
to 3 data acquisition runs (R) (K)
(Anaes.)
Digital subtraction angiography,
examination of lower limb or limbs - 4
60051 to 6 data acquisition runs (R) (K) $827.10 420 $265,001 8.1%
(Anaes.)
Digital subtraction angiography,
examination of lower limb or limbs - 7
60054 to 9 data acquisition runs (R) (K) $1,176.10 658 $588,400 3.5%
(Anaes.)
Digital subtraction angiography,
60057 examination oflowerlli.m'b or limbs - $1.376.30 6,391 46,702,643 7.7%
10 or more data acquisition runs (R)
(K) (Anaes.)
Digital subtraction angiography,
60060 | Sx@mination of aorta and lower limb $564.00 847 $353,439 49.3%
or limbs - 1 to 3 data acquisition runs
(R) (K) (Anaes.)
Digital subtraction angiography,
60063 exa_mination of aorta and I.o_w_er limb $827.10 152 $95,173 33%
or limbs - 4 to 6 data acquisition runs
(R) (K) (Anaes.)
Digital subtraction angiography,
examination of aorta and lower limb
60066 or limbs - 7 to 9 data acquisition runs $1,176.10 437 3401,918 0.1%
(R) (K) (Anaes.)
Digital subtraction angiography,
60069 exa.mination of aorta and Iowerlli.n?b $1.376.30 5922 46,347,008 -0.6%
or limbs - 10 or more data acquisition

runs (R) (K) (Anaes.)

60036 $564.00 1,212 $499,645 27.6%

60039 $827.10 396 $274,966 4.2%

60042 $1,176.10 452 $429,762 7.1%

60045 $1,376.30 1,506 $1,629,189 9.2%
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Services 5-
Services Benefits year annual
Item Descriptor Schedule fee FY2016/17 FY2016/17 avg. growth
Selective arteriography or selective
60072 | Venoeraphy by digital subtraction $48.10 6,449 $217,791 -3.4%
angiography technique - 1 vessel (NR)
(K) (Anaes.)
Selective arteriography or selective
venography by digital subtraction 0
60075 angiography technique - 2 vessels (NR) 396.10 3,862 3276,168 1.1%
(K) (Anaes.)
Selective arteriography or selective
goo7g | Venosraphy by digital subtraction $144.25 14,170 | $1,553,636 11.7%
angiography technique - 3 or more
vessels (NR) (K) (Anaes.)

6.1.1 Recommendation 6

e  Remove current run-based? tiering and anatomical classifications of DSA.

6.1.2 Rationale for Recommendation 6
This recommendation reduces patient exposure to additional radiation and contrast for
marginal to no clinical benefit by removing financial incentives to maximise the number of

runs. It is based on the following.

s  Currently, DSA items are tiered into brackets by the number of runs (one to three, four
to six, seven to nine, and 10 or more), with correspondingly higher Schedule fees for
higher tiers. The Committee agreed that this structure was originally developed to
account for the high cost and time-consuming nature of early digital subtraction
equipment and techniques, both of which have been greatly reduced thanks to
technological improvements. The schedule fees no longer reflect the marginal expense

of increased runs.

¢ Thereis no evidence on the recommended number of runs for DSA to obtain the best
clinical outcomes for any region or procedure. Clinicians should be conducting as few
runs as possible to complete a procedure or to achieve an accurate diagnosis.

International comparisons do not support the use of tiers for the number of runs. (18)

s  Higher runs have a safety trade-off, with increased patient exposure to contrast and
radiation. Abdominal and/or aortic angiography has a typical radiation dose of 12 mSv
(19), which increases as more runs are performed. Contrast-induced nephrotoxicity risk

is increased with more runs.

3 Notes on DSA, Medicare Benefits Schedule, Note IN.0.17: A run is the injection of contrast, data acquisition, and
the generation of a hard copy record.
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e ASchedule fee based on the number of runs may result in additional runs being

performed with little to no added clinical benefit.

e The frequent use of low-run DSA items to examine closure devices in routine
procedures or in routine central venous catheter insertions may be opportunistic. It
does not represent high-value care nor does it reflect the Schedule fee and the

intention of the item.

¢  The Committee provided this recommendation noting that there will be consultation

with relevant stakeholders in the implementation phase.

e  The Committee provided this recommendation noting the intent of the new schedule
was not to cause significant change to the procedures patients receive or the out-of-
pocket costs associated with procedures but rather to more fairly and consistently

remunerate for angiography services provided in conjunction with a procedure.

e  The Committee considered stakeholder feedback on the consultation report and agreed
to remove current run based tiering and anatomical classifications of DSA and updated

its recommendation to reflect this.

Recommendation 6 — Taskforce’s Advice

The Taskforce agreed that measuring diagnostic complexity using run-based tiering and
anatomical classifications had become irrelevant due to technological improvements.

The Taskforce noted that anatomical classifications are no longer necessary due to the time
and technique required being the same across all classifications.

6.2 New angiographic items linked to relevant procedural
items

6.2.1 Recommendation 7

s Link procedural items with new angiographic items and bundle item numbers for

selective catheterisation of vessels into new angiographic items.
o The Committee recommends that:

- New angiography items be prospectively linked to procedural items where
angiography is considered integral to performing the procedure. These new

items should have fixed Schedule fees.
- Selective angiography be bundled into these new angiographic items.

e This recommendation is contingent on any future review of all affected procedures,

with the following requirements:
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o The process of adjusting schedule fees should be cost neutral, once

inappropriate use is removed.

o Where necessary, adjustments to linked procedural items should correctly

reflect procedural complexity.

o Adjustments to linked angiographic items should correctly reflect the average
angiographic complexity.

o Consultation with affected clinician groups is required, including vascular and

general surgery, cardiology and interventional neuroradiology.

o Developing a complexity schedule with procedural complexity as the basis.

6.2.2 Rationale for Recommendation 7
This recommendation focuses on promoting appropriate practice. It is based on the

following.

e  This recommendation proposes a major shift away from the current categorisation of
angiographic complexity (based on the number of runs), which is assessed after each
case (retrospectively) by the clinician. The Committee agreed that this creates a
potential incentive to increase the amount of imaging and contrast used, as this

increases the billable schedule fee.

s The Committee agreed that where DSA is integral to an interventional procedure, both
items should be re-evaluated together, to ensure that the correct schedule fee is set for
the sum of both components.

e These procedural and angiographic items should be bundled to promote run-agnostic

na

practice, while also eliminating incentives for “drive-by”* angiography (which is

currently permissible within the system).

s  The Committee agreed that linking items and adjusting schedule fees is conditional on

the following:

o The process of adjusting schedule fees should be cost neutral, once

inappropriate use is removed.

- Schedule fee adjustments for procedures and imaging should be acceptable

to the average clinician and average consumer.

4 “Drive-by” examinations are opportunistic, low-value DSA examinations, performed by providers where the
primary examination is being performed elsewhere.

Report on Vascular Services items, 2020 Page 36



Medicare Benefits Schedule Review Taskforce CGJ

- Clinicians practising appropriately should not be financially penalised due to

changes to the MBS.

- Cost savings should only occur from clearly inappropriate use, and where

possible should be reinvested into radiological services.

o Adjustments to linked procedural items should correctly reflect procedural

complexity.

- The schedule fees for procedural items that are currently under-
remunerated should be adjusted upward to accurately reflect procedural

complexity—for example, with selective angiography.

o Adjustments to linked angiographic items should correctly reflect the average

angiographic complexity.

- Angiographic item schedule fees should take into consideration the average
fluoroscopy item and any other special requirements that affect the

clinician.

o Consultation with affected clinician groups is required, including vascular and

general surgery, cardiology and interventional neuro- radiology.

- For affected angiogram items performed by clinicians other than
interventional radiologists and vascular and general surgeons, targeted
consultation should be conducted with the relevant specialty to ensure that

the correct adjustments are made.

- There should be a review of all other items with an angiographic
component, such as interventional neurology and cardiac procedures, to

ensure consistency across the MBS.

Recommendation 7 — Taskforce’s Advice

The Taskforce agreed that item numbers for selective catheterisation of vessels should be
bundled into new angiographic items where possible.

Following consultation with the interventional neuroradiology (INR) sector the Taskforce
agreed that INR should be considered as a separate group from the DSA items. The Taskforce
agreed that INR requires its own items under the MBS and that INR items should be aligned
with neurosurgery and neurology items rather than diagnostic imaging. The Taskforce
recommends that data should be collected to ascertain how many INR procedures are
currently being undertaken to inform new MBS items.
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6.3 Angiographic item compliance with the Diagnostic
Imaging Accreditation Scheme

6.3.1 Recommendation 8

e Retain angiographic components as tiered items within the DIST.
o The Committee recommends that the linked angiographic items are:
- Tiered by a measure of complexity.

- Retained within the DIST to ensure compliance with the DIAS (rather than

moving to the General Medical Services Table [GMST]).

e The Committee recommends that procedural items should only be claimed with the
corresponding angiographic item, and that this should be detailed within both item

descriptors.

6.3.2 Rationale for Recommendation 8
This recommendation focuses on ensuring diagnostic imaging items adhere to the

appropriate safety and accreditation standards. It is based on the following:

e The Committee understands that items within the DIST are subject to the DIAS. Initial
recommendations to bundle angiographic items into procedural items were proposed by
the Committee, however moving items from the DIST to the GMST would lose the
assurance of compliance with DIAS standards. The Committee was advised that changing
the DIAS to encompass the GMST would require extensive legislative and administrative

revision.
e The Committee agreed that the loss of DIAS standards would be an unacceptable
outcome of bundling the procedural and angiographic items and therefore recommends

that the angiographic component be retained within the DIST.

Recommendation 8 — Not endorsed for Government consideration

The Taskforce found that this recommendation is no longer required.
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6.4 Tiering of items by number of contrast runs

6.4.1 Recommendation 9
s  Replace references to “digital subtraction angiography” with “angiography and

fluoroscopy”.

6.4.2 Rationale for Recommendation 9

This recommendation focuses on broadening the definition of angiography. It is based on

the following.

s  References to digital subtraction in MBS items exclude other modalities of angiography,
such as fluoroscopy and non-subtraction digital angiography.

e  This recommendation will remove distinctions between fixed fluoroscopy, digital
angiography and subtraction angiography in the new angiography suite of items. This
will allow modalities with lower radiation doses to be used where appropriate, and will
enable more inclusive and accurate assessments of the imaging requirements for

certain procedures.

6.5 Diagnostic use of DSA items
6.5.1 Recommendation 10
e  Create a separate diagnostic catheter angiogram item.
o The Committee recommends that the new diagnostic catheter angiography
item:
- Is guided by clinical pathways.

- Cannot be co-claimed in the same episode as any angiographic item bundled

with a procedural item.

- Has a schedule fee in the same range as a lower tier of angiographic items.

6.5.2 Rationale for Recommendation 10
This recommendation focuses on promoting appropriate use of diagnostic catheter-based

angiography. It is based on the following.

s  Noting the varying availability of appropriate equipment and the diagnostic
effectiveness of MRA and CTA in the community, the Committee agreed that diagnostic
catheter angiography may be the most appropriate modality in a wide range of clinical
scenarios—for example, for the planning of infra-popliteal interventions for patients

with diabetic foot.
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e  The Committee recognised the appropriateness of catheter-based diagnostic
angiography in interventional neuroradiological investigations and agreed that the item

should remain on the MBS for this purpose.

Recommendation 10 — Taskforce’s Advice

The Taskforce noted that there are situations where diagnostic DSA is used where no intervention
is undertaken. The Taskforce agreed that an item number is required for these circumstances.

6.6 Alternative imaging modalities to angiography

6.6.1 Recommendation 11

s  Support minimally invasive diagnostic alternatives to DSA.

o The Committee supports the submission of an MSAC application to add an

MRA item to the MBS for investigation of the lower limb.

6.6.2 Rationale for Recommendation 11
This recommendation focuses on promoting newer alternatives to diagnostic catheter-

based angiography. It is based on the following.

¢ The Committee agreed that catheter-based angiography should not be used as a
primary diagnostic tool where less invasive modalities with lower risk profiles are
available and appropriate—for example, MRA (not yet available on the MBS) or CTA for
investigation of PVD.

¢  MRAis a high-value, minimally invasive diagnostic alternative to DSA and should be

made available on the MBS for vascular use.

o MRA represents high-value care in aiding the diagnosis of PVD, with
comparable or adequate diagnostic efficacy for common indications supported

in the literature. (20, 21, 22, 23)

- CTA and MRA examinations provide options that may have lower radiation

and contrast exposures, as well as better patient experiences. (24)

- National Institute for Health and Care Excellence (NICE) guidelines
recommend a step-wise approach to investigating revascularisation of

peripheral disease, with non-invasive modalities preferred to DSA. (25)

- Western Australian state guidelines on imaging already specify CTA and MRA

for urgent investigation of stage | and |l acute leg ischaemia. (26)
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e  The Committee’s clinical opinion is that access to MRA and CTA in non-metropolitan

regions will increase as machines and expertise become more readily available. (27)

e  The Committee acknowledged that for below-knee investigations, catheter-based
angiography still plays an important role where CTA and MRA cannot produce sufficient

diagnostic imaging detail.

Recommendation 11 — Endorsed (with amendment) for Government consideration

The Taskforce supports this recommendation but agreed that MSAC consideration is not required.
The Taskforce recommends further modelling and costings be undertaken to inform changes.
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7. Recommendations: Vascular surgery items

7.1 Repair of arterial vessels

Table 8: Item introduction table for items 33050-33112 and 33121-33181 (i.e. 33050,

33055, 33070, 33075, 33080, 33100, 33103, 33109, 33112, 33115, 33116, 33118, 33119,
33121, 33124, 33127, 33130, 33133, 33136, 33139, 33142, 33145, 33148, 33151, 33154,
33157, 33160, 33163, 33166, 33169, 33172, 33175, 33178, 33181)

Services 5-

Schedule |Services year annual

Descriptor fee FY2016/17|FY2016/17 |avg. growth

Bypass grafting to replace a popliteal

33050 aneurysm using a synthetic graft (Anaes.) $1,455.30 80 $85,883 4.2%
(Assist.)
Aneurysm in the extremities, ligation, suture

33055 closure or excision of, without bypass grafting = $1,167.05 48 $42,006 4.2%

(Anaes.) (Assist.)

Aneurysm in the neck, ligation, suture closure

33070 or excision of, without bypass grafting (Anaes.) ~ $842.00 107 $53,905 8.9%
(Assist.)
Intra-abdominal or pelvic aneurysm, ligation,

33075 suture closure or excision of, without bypass | $1,071.05 5 $3,341 -20.8%

grafting (Anaes.) (Assist.)

Aneurysm of common or internal carotid
33080 artery, or both, replacement by graft of vein or = $1,307.45 15 $12,993 1.4%
synthetic material (Anaes.) (Assist.)

Thoracic aneurysm, replacement by graft
33100 (Anaes.) (Assist.)

Thoraco-abdominal aneurysm, replacement by
33103 graft including re-implantation of arteries $2,015.30 54 $79,254 -1.4%
(Anaes.) (Assist.)

$1,436.30 9 $4,040 2.4%

Suprarenal abdominal aortic aneurysm,
33109 replacement by graft including re-implantation = $2,436.50 15 $26,743 -4.6%
of arteries (Anaes.) (Assist.)

Bypass grafting to replace a popliteal
33112 aneurysm using a synthetic graft (Anaes.) $2,113.10 36 $55,633 -6.0%
(Assist.)

Infrarenal abdominal aortic aneurysm,
replacement by tube graft, not being a service
associated with a service to which item 33116
applies

33115 $1,421.35 52 $53,835 -14.8%

Infrarenal abdominal aortic aneurysm,
replacement by tube graft using endovascular
repair procedure, excluding associated
radiological services

33116 $1,399.00 68 $69,359 2.9%

Infrarenal abdominal aortic aneurysm,
replacement by bifurcation graft to iliac
33118 arteries (with or without excision of common | $1,579.30 63 $73,008 -9.5%
iliac aneurysms) not being a service associated
with a service to which item 33119 applies

Infrarenal abdominal aortic aneurysm,
33119 replacement by bifurcation graft to one or $1,554.55 788 $905,684 0.3%
both iliac arteries using endovascular repair
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Services 5-

Schedule |Services year annual

Descriptor fee FY2016/17|FY2016/17 |avg. growth

procedure, excluding associated radiological
services

Infrarenal abdominal aortic aneurysm,
replacement by bifurcation graft to 1 or both

33121 femoral arteries (with or without excision or $1,737.25 10 $12,969 -6.5%
bypass of common iliac aneurysms) (Anaes.)
(Assist.)
Aneurysm of iliac artery (common, external or

33124 internal), replacement by graft - unilateral $1,210.80 68 $47,462 6.3%

(Anaes.) (Assist.)

Aneurysms of iliac arteries (common, external
33127 orinternal), replacement by graft - bilateral $1,586.75 15 $15,201 -8.2%
(Anaes.) (Assist.)

Aneurysm of visceral artery, excision and
33130 repair by direct anastomosis or replacement by $1,383.65 12 $11,412 0.0%
graft (Anaes.) (Assist.)

Aneurysm of visceral artery, dissection and
33133 ligation of arteries without restoration of $1,037.65 3 $1,946 0.0%
continuity (Anaes.) (Assist.)

False aneurysm, repair of, at aortic
33136 anastomosis following previous aortic surgery = $2,616.75 15 $28,457 2.9%
(Anaes.) (Assist.)

False aneurysm, repair of, in iliac artery and
33139 restoration of arterial continuity (Anaes.) $1,586.75 24 $26,773 4.8%
(Assist.)

False aneurysm, repair of, in femoral artery
331472 and restoration of arterial continuity (Anaes.) | $1,481.50 142 $154,763 -1.7%
(Assist.)

Ruptured thoracic aortic aneurysm,

2,549.2 11 21,02 .59
replacement by graft (Anaes.) (Assist.) 52,549.20 521,023 9.5%

33145

Ruptured thoraco-abdominal aortic aneurysm,

- - - 0,
replacement by graft (Anaes.) (Assist.) 53,165.80 100.0%

33148

Ruptured suprarenal abdominal aortic
33151 aneurysm, replacement by graft (Anaes.) $3,007.90 5 $11,280 -6.5%
(Assist.)

Ruptured infrarenal abdominal aortic
33154 aneurysm, replacement by tube graft (Anaes.) = $2,225.90 16 $26,705 -7.0%
(Assist.)

Ruptured infrarenal abdominal aortic
aneurysm, replacement by bifurcation graft to
33157 iliac arteries (with or without excision or $2,481.50 31 $57,680 14.1%
bypass of common iliac aneurysms) (Anaes.)
(Assist.)

Ruptured infrarenal abdominal aortic
33160 aneurysm, replacement by bifurcation graftto = $2,481.50 2 $2,792 -12.9%
1 or both femoral arteries (Anaes.) (Assist.)

Ruptured iliac artery aneurysm, replacement

_ o,
33163 by graft (Anaes.) (Assist.) 52,105.70 > 57,897 6.5%

Ruptured aneurysm of visceral artery,

33166 replacement by anastomosis or graft (Anaes.) = $2,105.70 2 $3,159 N/A
(Assist.)
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Services 5-

Schedule |Services year annual

Descriptor fee FY2016/17|FY2016/17 |avg. growth

Ruptured aneurysm of visceral artery, simple

_ 0,
ligation of (Anaes.) (Assist.) »1,639.35 ! 51,226 19.7%

33169

Aneurysm of major artery, replacement by
33172 graft, not being a service to which another $1,278.35 38 $32,004 4.8%
item in this Sub-group applies (Anaes.) (Assist.)

Ruptured aneurysm in the extremities, ligation,
33175 suture closure or excision of, without bypass $1,178.10 23 $19,050 6.2%
grafting (Anaes.) (Assist.)

Ruptured aneurysm in the neck, ligation,
33178 suture closure or excision of, without bypass $1,498.20 1 $1,124 N/A
grafting (Anaes.) (Assist.)

Ruptured intra-abdominal or pelvic aneurysm,
33181 ligation, suture closure or excision of, without = $1,831.70 2 $2,061 0.0%
bypass grafting (Anaes.) (Assist.)

7.1.1 Recommendation 12
e  Amend existing item numbers for peripheral and thoracic aneurysm repair to include
open or endovascular techniques (excluding the angiography component) and combine

items 33118 and item 33119.

7.1.2 Rationale for Recommendation 12
This recommendation focuses on modernising the MBS to reflect current clinical practice,

and creating consistency where such items already exist.

¢  The Committee initially recommended adding new EVAR items to the MBS. The
Committee recommended creating new items to provide schedule fees for the repair of
aneurysms by endovascular techniques. The Committee initially considered this was not

currently covered on the MBS.

These new items would mirror current open repair items, with the descriptors
specifying “by endovascular techniques”. The initial recommendation to add new EVAR

items to the MBS was based on the following.
o Aligning with contemporary practice.

o EVAR may be safer in the peri-operative period than open aneurysm repair,
particularly for patients with high-risk profiles. There is currently no long-term
disadvantage to endovascular techniques (compared to open techniques) for
certain populations (28), although long-term evidence on the efficacy of EVAR is

limited.
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o Adding endovascular repair to the MBS may improve access for regional and
remote areas, especially where endovascular modalities are becoming more

accessible and preferred to open techniques.
o Maintaining consistency across the MBS.

o The Committee noted that an item already exists for the repair of infrarenal
abdominal aortic aneurysms by endovascular techniques (item 33119). MBS
data showed that this item accounted for more than 90 per cent of services for

the repair of these aneurysms.

o The Committee is aware that the repair of aneurysms by endovascular
techniques is currently permitted and claimed under open repair item numbers
as a temporary measure (for example, common or internal iliac aneurysm
repair). It agreed that endovascular items should be added separately to all

existing open repair items to avoid legal vulnerabilities.

e  Subsequent to further consideration of stakeholders’ feedback and this
recommendation, the Committee recommended that the current items be amended to
encompass an endovascular approach (assuming it is appropriate for the fee for the

respective open and endovascular procedures to be equal).

Recommendation 12 — Taskforce’s Advice

The Taskforce supports the views of the Committee and agreed that the method of undertaking a
procedure (e.g. open or endovascular) is irrelevant and should be remunerated the same.

7.2 Endovascular interventional procedures

Table 9: Item introduction table for items 35300-35315

Services 5-

Schedule |Services Benefits year annual

Descriptor fee FY2016/17 |FY2016/17 |avg. growth

Transluminal balloon angioplasty of 1
peripheral artery or vein of 1 limb,
35300 percutaneous or by open exposure, excluding $515.35 3,061 $1,079,115 3.2%
associated radiological services or preparation,
and excluding aftercare (Anaes.) (Assist.)

Transluminal balloon angioplasty of aortic arch
branches, aortic visceral branches, or more than
1 peripheral artery or vein of 1 limb,
percutaneous or by open exposure, excluding
associated radiological services or preparation,
and excluding aftercare (Anaes.) (Assist.)

TRASLUMINA STENT INSERTION, 1 or more
35306 stents, including associated balloon dilatation $609.90 2,375 $940,912 2.9%
for 1 peripheral artery or vein of 1 limb,

35303 $660.80 4,535 $2,001,075 6.2%
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Services 5-

Schedule |Services Benefits year annual

Descriptor fee FY2016/17 |FY2016/17 |avg. growth

percutaneous or by open exposure, excluding
associated radiological services or preparation,
and excluding aftercare. (Anaes.) (Assist.)

Transluminal stent insertion, 1 or more stents
(not drug-eluting), with or without associated
balloon dilatation, for 1 carotid artery,
percutaneous (not direct), with or without the
use of an embolic protection device, in patients
who: - meet the indications for carotid

35307 . . $1,121.15 210 $169,150 -2.0%
endarterectomy; and - have medical or surgical
comorbidities that would make them at high
risk of perioperative complications from carotid
endarterectomy, excluding associated
radiological services or preparation, and
excluding aftercare (Anaes.) (Assist.)

TRANSLUMINAL STENT INSERTION, 1 or more
stents, including associated balloon dilatation
for visceral arteries or veins, or more than 1
35309 peripheral artery or vein of 1 limb, $762.35 4,079 $2,085,001 8.0%
percutaneous or by open exposure, excluding
associated radiological services or preparation,
and excluding aftercare. (Anaes.) (Assist.)

Peripheral arterial atherectomy including
associated balloon dilatation of 1 limb,
35312 percutaneous or by open exposure, excluding $864.05 196 $124,936 67.2%
associated radiological services or preparation,
and excluding aftercare (Anaes.) (Assist.)

Peripheral laser angioplasty including
associated balloon dilatation of 1 limb,
35315 percutaneous or by open exposure, excluding $864.05 5 $3,240 N/A
associated radiological services or preparation,
and excluding aftercare (Anaes.) (Assist.)

7.1.3 Recommendation 13
¢  Change the descriptors to make reference to embolic protective devices (EPDs) in
transluminal stenting and balloon angioplasties.
o The Committee recommends that the use of EPDs for lower limb interventions
is technically possible. The Committee strongly affirms the current descriptor
for its use in carotid stenting in all cases where deployment of an EPD is

technically possible.

7.1.4 Rationale for Recommendation 13
This recommendation focuses on considering best practice regarding EPDs. It is based on the

following.
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e  Endovascular interventional procedures involve the manipulation of diseased blood
vessels, which can cause the development of emboli that can block downstream

vessels.

¢  The Committee initially considered that mandating the use of EPDs would minimise

risks for patients.

s  Having considered the available literature on the indications and efficacy of EPDs, the

Committee did not recommend any changes.

o The Committee noted that many manufacturers of stents recommend the use
of EPDs, and that surgeons should follow the advice of manufacturers in these

cases.

o The Committee also noted that the evidence is not yet strong enough to
suggest that EPDs should be used in all endoluminal stent insertions and
balloon angioplasties. It agreed that mandating the use of EPDs may be

detrimental to patients when it is not clinically indicated.

o The Committee has considered stakeholder feedback to the report and noted

stakeholder views that EPDs are critical and should be mandated.

7.3 Operations to restore venous valve competency

Table 10: Item introduction table for items 34818-34833

Services 5-

Schedule (Services Benefits year annual

Descriptor fee FY2016/17 |FY2016/17 |avg. growth

Venous valve, plication or repair to restore

34818 valve competency (Anaes.) (Assist.)

$1,067.80 - - -100.0%

Vein transplant to restore valvular function

34821 (Anaes.) (Assist.)

$1,451.45 - - N/A

External stent, application of, to restore venous
34824 |valve competency to superficial vein - 1 stent $496.30 35 $4,952 -12.9%
(Anaes.) (Assist.)

External stents, application of, to restore
34827 venous valve competency to superficial veinor = $601.65 14 $5,731 -27.3%
veins - more than 1 stent (Anaes.) (Assist.)

External stent, application of, to restore venous
34830 valve competency to deep vein (1 stent) $707.00 - - N/A
(Anaes.) (Assist.)

External stents, application of, to restore
34833 |venous valve competency to deep vein or veins = $917.40 1 $344 N/A
(more than 1 stent) (Anaes.) (Assist.)
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7.3.1 Recommendation 14

e Delete items.

o The Committee has recommended deleting low-value venous valve restoration

items due to low levels of use and insufficient evidence of clinical efficacy.

7.3.2 Rationale for Recommendation 14
This recommendation focuses on ensuring that the MBS supports clinically relevant services

that improve health outcomes for patients. It is based on the following.

e The Committee agreed that venous valve restoration procedures by surgical techniques

should not be available on the MBS.

o Venous restoration surgery is a niche procedure performed by a limited

number of clinicians, and only in certain circumstances.

o Surgical management of superficial venous incompetency has largely been

replaced with sclerotherapy, endovenous ablation, ligation and stripping.

o A Cochrane review of randomised control trials (29) found no evidence of

benefit or harm for venous valve repair.

e  The Committee acknowledged that this procedure may mature in the future but agreed
that it is not currently supported by robust evidence and does not represent high-value

care.

7.4 Repair of wounds of veins or arteries by lateral suture

Table 11: Item introduction table for items 33815, 33824 and 33833
Services 5-

Schedule (Services year annual

Descriptor fee FY2016/17 |FY2016/17 |avg. growth

Major artery or vein of extremity, repair of
33815 wound of, with restoration of continuity, by $857.30 2,904 $1,267,110 26.6%
lateral suture (Anaes.) (Assist.)

Major artery or vein of neck, repair of wound
33824 of, with restoration of continuity, by lateral $1,090.35 175 $79,974 25.2%
suture (Anaes.) (Assist.)

Major artery or vein of abdomen, repair of $1331.15
33833 wound of, with restoration of continuity by e 1,563 $1,069,706 15.3%
lateral suture (Anaes.) (Assist.)

7.4.1 Recommendation 15
e |tems 33815, 33824 and 33833: Restrict co-claiming for vascular wound repair where

this is considered part of the procedure.
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o The Committee recommends adding restrictions to items 33815, 33824 and
33833 so they cannot be co-claimed on the same day, for the same patient,
with percutaneously performed vascular procedures, except where an open

procedure is performed on the same day.
s The proposed item descriptor (with changes highlighted in bold) is as follows:

o repair of wound of, with restoration of continuity, by lateral suture, not being
a service associated with percutaneous procedures, or where arterial closure

is considered integral to the procedure (Anaes.) (Assist.)

e The Committee agreed that the descriptors will be refined to highlight that it is
inappropriate for the provider to claim a vascular wound repair item where the relevant

wound has been created by the provider for the purpose of performing the procedure.

7.4.2 Rationale for Recomm