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GENERAL PREAMBLE TO THE PAYMENT SCHEDULE

A 1l PURPOSE OF THE GENERAL PREAMBLE

The General Preamble to the Medical Services Commission (MSC) Payment Schedule (the
“Schedule”) complements the specialty preambles in the Schedule. The intention is that, together, the
preambles assist medical practitioners in appropriate billing for insured services. Not every specialty
requires a specific preamble; several are governed exclusively by the General Preamble. Every effort
has been made to avoid confusion in the structure and language of the preambles; if, however, there
is an inadvertent conflict between a fee item description, a specialty preamble and the General
Preamble, the interpretation of the fee item description and/or the specialty preamble shall prevail.

The Schedule is the list of fees approved by the MSC and payable to physicians for insured medical
services provided to beneficiaries enrolled with the Medical Services Plan (MSP). The preambles
provide the billing rules under which the fees are to be claimed; these rules are a roadmap designed to
clarify the use of the Schedule.

A. 2. INTRODUCTION TO THE GENERAL PREAMBLE

All benefits listed in the Schedule, except where specific exceptions are identified, must include the
following as part of the service being claimed; payment for these inherent components is included in
the listed fees:

i)  Direct face-to-face encounter with the patient by the medical practitioner, appropriate
physical examination when pertinent to the service and on-going monitoring of the patient’s
condition during the encounter, where indicated.

i) Any inquiry of the patient or other source, including review of medical records, necessary to
arrive at an opinion as to the nature and/or history of the patient’s condition.

iii) Appropriate care for the patient’s condition, as specifically listed in the Schedule for the
service and as traditionally and/or historically expected for the service rendered.

iv) Arranging for any related assessments, procedures and/or therapy as may be appropriate,
and interpreting the results, except where separate listings are applicable to these adjunctive
services. (Note: This does not preclude medical practitioners rendering referred “diagnostic
and approved laboratory facility' services from billing for interpretation of diagnostic or
laboratory test results).

v) Arranging for any follow-up care which may be appropriate.

vi) Discussion with and providing advice and information to the patient or the patient’s
representative(s) regarding the patient’s condition and recommended therapy, including
advice as to the results of any related assessments, procedures and/or therapy which may
have been arranged. No additional claims may be made to the Plan for such advice and
discussion, nor for the provision of prescriptions and/or diagnostic and laboratory
requisitions, unless the patient’'s medical condition indicates that the patient should be seen
and assessed again by the medical practitioner in order to receive such advice.

vii) Making and maintaining an adequate medical record of the encounter that appropriately
supports the service being claimed. A service for which an adequate medical record has not
been recorded and retained is considered not to be complete and is not a benefit under the
Plan.

! The Laboratory Services Act came into force on October 1, 2015. Reference should be
made to the Laboratory Services Payment Schedule for definitions and a schedule of
laboratory fees.
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The General Preamble is divided into four interdependent sections:

B. Definitions
C. Administrative Iltems
D. Types of Services
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B. DEFINITIONS

Please note that definitions of specific types of medical assessments and services are provided in the
corresponding section of the General Preamble.

“Age categories”

Premature Baby -2,500 grams or less at birth

Newborn or Neonate -from birth up to, and including, 27 days of age

Infant -from 28 days up to, and including, 12 months of age

Child -from 1 year up to, and including, 15 years of age
Notes:

a) for pediatric specialists — up to and including 19 years of age
b) for psychiatrists — up to and including 17 years of age

“Antenatal visit”

Pregnancy-related visits from the time of confirmation of pregnancy to delivery
Same as prenatal

“CPsSBC”
College of Physicians and Surgeons of British Columbia
“Diagnostic Facility”

Means a facility, place or office principally equipped for prescribed diagnostic services, studies or
procedures, and includes any branches of a diagnostic facility

“Emergency department physician”

Either a medical practitioner who is a specialist in emergency medicine or a medical practitioner who is
physically and continuously present in the Emergency Department or its environs for a scheduled,
designated period of time

“General practitioner”

A medical practitioner who is registered with the College of Physicians and Surgeons of British
Columbia as a General Practitioner

“Health care practitioner”

Any of the following persons entitled to practice under an enactment:

a) a chiropractor

b) a dentist

c) an optometrist

d) a podiatrist

e) a midwife

f) anurse practitioner

g) a physical therapist

h) a massage therapist

i) a naturopathic physician or
j) anacupuncturist
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“Holiday”

New Year’s Day, Family Day, Good Friday, Easter Monday, Victoria Day, Canada Day, B.C. Day,
Labour Day, Thanksgiving Day, Remembrance Day, Christmas Day, Boxing Day

The list of dates designated as statutory holidays will be issued annually by MSP
“Hospital”
An institution designated as a hospital under Section 1 of the BC Hospital Act - except in Parts 2 and
2.1, means a non-profit institution that has been designated as a hospital by the minister and is
operated primarily for the reception and treatment of persons:
a) suffering from the acute phase of illness or disability,
b) convalescing from or being rehabilitated after acute illness or injury, or
c) requiring extended care at a higher level than that generally provided in a private hospital
licensed under Part 2.

“Medical practitioner”

A medical practitioner as entitled to practice under the Medical Practitioners Regulations to the Health
Professions Act;

“Microsurgery”

Surgery for which a significant portion of the procedure is done using an operating microscope for
magnification. Magnification by other than an operating microscope is not microsurgery

“MSC”

Medical Services Commission: A statutory body, reporting to the Minister, consisting of 9 members
appointed by the Lieutenant Governor in Council as follows:

a) 3 members appointed from among 3 or more persons nominated by the British Columbia
Medical Association;
b) 3 members appointed on the joint recommendation of the minister and the British Columbia
Medical Association to represent beneficiaries;
c) 3 members appointed to represent the government.
See Preamble C. 2. for additional details
“MSP”

Medical Services Plan
“No charge referral”

Notifying MSP of a referral is usually done by including the practitioner number of the physician to who
the patient is being referred on your FFS claim. If no FFS claim is being submitted, a “no charge
referral” is a claim submitted to MSP under fee item 03333 with a zero dollar amount.

“Palliative care”

Care provided to a terminally ill patient during the final 6 months of life, where a decision has been
made that there will be no aggressive treatment of the underlying disease, and care is directed to
maintaining the comfort of the patient until death occurs.
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“Practitioner”

a) a medical practitioner, as defined above, or
b) a health care practitioner who is registered with the Medical Services Plan;

“Prefixes to fee codes”

Note: These prefixes to fee services codes should not be submitted when billing

B designates services included in the visit fee.

C designates fee items for which it is not required to indicate by letter the need for a
certified surgeon to assist at surgery (see fee item T70019).

G designates listings which are administered through the Claims payment system but are not
funded through the medical practitioners’ Available Amount.

P designates fee items approved on a provisional basis and awaiting further review.

S designates fee items for which a surgical assistant’s fee is not payable.

T designates fee items approved on a temporary basis and awaiting further information.

\% designates general surgery fee items that are exempt from the post-operative general preamble

rule (D. 5. 1.). Therefore, fee item 71008 can be billed for post- operative care within the first 14
post-operative days in hospital.
Y designates office or hospital visit on the same day is billable in additional to the procedure fee.

“Referral”

A request from one practitioner to another practitioner to render a service for a specific patient; typically
the service is one or more of a consultation, a laboratory service, diagnostic test, specific surgical, or
medical treatment.

Referring practitioner:

Notify MSP of a referral by including the MSP practitioner number of the physician being referred to in the
“Referred to Field” on your fee for service (FFS) claim. If no FFS claim is being submitted, a claim record
for a “no charge referral” may be submitted to MSP under fee item 03333 with a zero dollar amount. If
the referring physician does not have a MSP practitioner number (e.g.: alternative payment practitioner),
a written request for the referral must be sent to the practitioner being referred to and a copy retained in
the patient’s clinical record.

Referred to practitioner:

Notify MSP that a referral has been made to you by including the MSP practitioner number of the referring
physician in the “Referred by Field” on your FFS claim.

On occasion, a MSP practitioner's number is not available (e.g.: alternative payment practitioner), for
these rare cases the following generic numbers have been established:

- 99957 —referral by retired/deceased/moved out of province physician

- 99991 - referral by a chiropractor to an orthopaedic specialist

- 99992 - referral by an optometrist to an ophthalmologist and referral by an optometrist to a
neurologist

- 99993 - referral by a salaried, sessional or contract physician

- 99994 - referral by a dentist

- 99996 - referred by public health for a TB x-ray

- 99997 — referred by a primary care organization

- 99998 - referred by an Out of Province physician
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The generic numbers may be used in place of the MSP practitioner number. The name of the physician
should be documented in the note field in the FFS claim and a record of the referral must be retained in the
patient’s clinical record.

“Specialist”

A medical practitioner who is a Certificant or a Fellow of the Royal College of Physicians and
Surgeons of Canada; and/or be so recognized by the College of Physicians and Surgeons of British
Columbia in that particular specialty.

“Third party”

A person or organization other than the patient, his/her agent, or MSP that is requesting and/or
assuming financial responsibility for a medical or medically related service

“Transferral”

The transfer of responsibility from one medical practitioner to another for the care of patient,
temporarily or permanently.

This is distinguished from a referral, and does not provide the basis for billing a consultation; the
exception is that, when the complexity or severity of illness necessitates that accepting the transferral
requires an initial chart review and physical examination, a limited or full consultation may be medically
necessary and is requested by the transferring medical practitioner.

“Time categories”

e 12-month period — any period of twelve consecutive months

e Calendar year — the period from January 1 to December 31

e Day — a calendar day

e Fiscal year — from April 1 of one year to March 31 of the following year
e Month — a calendar month

¢ Week — any period of 7 consecutive days

Calendar week — from Sunday to Saturday

“Uninsured service”

e A service that is not a benefit as defined by the MSC
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C. ADMINISTRATIVE ITEMS

C.1. Fees Payable by the Medical Services Plan (MSP)

A Payment Schedule for medical practitioners is established under Section 26 of the Medicare
Protection Act and is referred to in the Master Agreement between the Government of the Province of
British Columbia and the Medical Services Commission (MSC) and the British Columbia Medical
Association (BCMA). The fees listed are the amounts payable by the Medical Services Plan (MSP) of
British Columbia for listed benefits. “Benefits” under the Act are limited to services which are medically
required for the diagnosis and/or treatment of a patient, which are not excluded by legislation or
regulation, and which are rendered personally by medical practitioners or by others delegated to
perform them in accordance with the Commission’s policies on delegated services.

Services requested or required by a “third party” for other than medical requirements are not insured
under MSP. Services such as consultations, laboratory investigations, anesthesiology, surgical
assistance, etc., rendered solely in association with other services which are not benefits also are not
considered benefits under MSP, except in special circumstances as approved by the Medical Services
Commission (e.g.: Dental Anesthesia Policy).

C.2. Setting and Modification of Fees

The tri-partite Medical Services Commission (MSC) manages the Medical Services Plan (MSP) on
behalf of the Government of British Columbia in accordance with the Medicare Protection Act and
Regulations. The MSC is the body that has the statutory authority to set the fees that are payable for
insured medical services provided to beneficiaries enrolled with the Medical Services Plan (MSP).
The MSC Payment Schedule is the official list of fees for which insured services are paid by MSP.

The BC Medical Association (BCMA) maintains and publishes the BCMA Guide to Fees. The Guide
mirrors the MSC Payment Schedule, with some exceptions including recommended private fees for
uninsured services.

The process for additions, deletions or other changes to the MSC Payment Schedule, are made in
accordance with the Master Agreement. Medical practitioners who wish to have modifications to the
MSC Payment Schedule considered should submit their proposals to the BCMA Tariff Committee
through the appropriate Section. The Government and the BCMA have agreed to consult with each
other prior to submitting a recommendation to the MSC. If both parties agree, in writing, to a revision,
MSC will adopt the recommendation as part of the MSC Payment Schedule as long as the service is
medically necessary and consistent with the requirements of the Medicare Protection Act and
Regulations and it agrees with the estimated projected cost that will result from the revision. In the
case where there is no agreement between Government and the BCMA, both parties may make a
separate recommendation to the MSC and the MSC will determine the changes, if any, to the MSC
Payment Schedule.

Usually, the earliest retroactive effective date that may be established for a new or interim fee code, is
April 1st of the current fiscal year. For services not list listed in the MSC Payment Schedule, please
refer to the following sections C. 3. & C. 4.

C. 3. Services Not Listed in the Schedule

Services not listed in the MSC Payment Schedule must not be billed to MSP under other listings.
These services should be billed under the appropriate miscellaneous fee as described in section C. 4.

On recommendation of the BCMA Tariff Committee and agreed to by Government, interim listings may
be designated by the MSC for new procedures or other services for a limited period of time to allow
definitive listings to be established.

However, prior to establishment of a new or interim fee code, an individual or the section may request
special consideration to bill for a medically required service not currently listed by following the
procedure under Miscellaneous Services (C. 4.).
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C. 4. Miscellaneous Services

This section relates to services not listed in the MSC Payment Schedule that are:

e new medically necessary services generally considered to be accepted
standards of care in the medical community currently and not considered
experimental in nature;

¢ unusually complex procedures, for established but infrequently performed
procedures;

o for unlisted “team” procedures, or

o for any medically required service for which the medical practitioner desires
independent consideration to be given by MSP

Claims under a miscellaneous fee code will be accepted for adjudication only if the following criteria
are fulfilled:

e An estimate of an appropriate fee, with rationale for the level of that fee
o Sufficient documentation of the services (such as the operative report) to
substantiate the claim.

The Medical Services Plan will review the fee estimate proposed and the supporting documentation
and by comparing with the service provided with comparable services listed in the MSC Payment
Schedule, determine the level of compensation. While an application for a new fee item is in process
(as per Section C. 2.), MSP will pay for the service at a percentage of a comparable fee until the new
fee item is effective. Should it be determined that a new listing will not be established due to the
infrequency of the unlisted service, payments will be made at 100% of the comparable service.

Miscellaneous (...99) Fee Items

00099 General Services

00199 General Practice

00299 Dermatology

00399 General Internal Medicine
00499 Neurology

00599 Pediatrics

00699 Psychiatry

00999 Diagnostic Procedures

01499 Critical Care

01799 Physical Medicine

01899 Emergency Medicine

01999 Anesthesia

02599 Otolaryngology

02999 Ophthalmology

03999 Neurosurgery

04999 Obstetrics & Gynecology

06999 Plastic Surgery

07999 General Surgery/Cardiac Surgery
08699 X-ray

08899 Miscellaneous Diagnostic Ultrasound
08999 Urology

09899 Nuclear Medicine

30999 Clinical Immunology and Allergy
31999 Rheumatology

32199 Respirology

33199 Cardiology

33299 Endocrinology and Metabolism
33399 Gastroenterology

33499 Geriatric Medicine
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33599 Hematology and Oncology
33699 Infectious Diseases

33899 Nephrology

33999 Occupational Medicine
59999 Orthopaedics

77799 Vascular Surgery

79199 Thoracic Surgery

If a medical practitioner wishes to dispute the adjudication of a claim submitted under a miscellaneous
fee, please refer to section C. 12. on Disputed Payments.

C.5. Inclusive Services and Fees

If it is not medically necessary for a patient to be personally reassessed prior to prescription renewal,
specialty referral, release of diagnostic or laboratory results, etc., claims for these services must not be
made to MSP regardless of whether or not a medical practitioner chooses to see his/her patients
personally or speak with them via the telephone.

Some services listed in the MSC Payment Schedule have fees which are specifically intended to cover
multiple services over extended time periods. Examples are most surgical procedures, the critical
care per diem listings and some obstetrical listings. The preambles and Schedule are explicit where
these intentions occur.

When, because of serious complications or coincidental non-related illness, additional care is required
beyond that which would normally be recognized as included in the listed service, MSP will give
independent consideration to claims for this additional care, if adequate explanation is submitted with
the claim.

C.6. Medical Research

Costs of medical services (such as examinations by medical practitioners, laboratory procedures,
other diagnostic procedures) which are provided solely for the purposes of research or
experimentation are not the responsibility of the patient or MSP. However, it is recognized that medical
research may involve what is generally considered to be accepted therapies or procedures, and the
fact that a therapy or procedure is performed as part of a research study or protocol does not preclude
it from being a service insured by MSP. In the situation where therapies or procedures are part of a
research study, only those reasonable costs customarily related to routine and accepted care of a
patient’s problem are considered to be insured by MSP; additional services carried out specifically for
the purposes of the research are not the responsibility of MSP.

Experimental Medicine

New procedures and therapies not performed elsewhere and which involve a radical departure from
the customary approaches to a medical problem, are considered to be experimental medicine.
Services related to such experimental medicine are not chargeable to MSP.

New therapies and procedures which have been described elsewhere may or may not be deemed to
be experimental medicine for the purposes of determining eligibility for payment by MSP.

Until new procedures or therapies are proven by peer-reviewed studies and adopted by the medical
community, they are experimental. Services related to such experimental medicine are not the
responsibility of the Medical Services Plan.

Coverage:

¢ Associated costs for any routine follow up care and diagnostic procedures
related to experimental medicine are the responsibility of the patient.
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e Care related to complications of any treatment, including experimental
medicine, is covered by the Medical Services Plan. Care may include direct
telephone consultation with physicians as required and clinical services
provided directly to patients. Physician claims are billed under existing
mechanisms through the Medical Services Plan Fee-for-Service system (see
the MSC Payment Schedule for further information).

Process:

Where such a new therapy or procedure is being introduced into British Columbia and the medical
practitioners performing the new therapy or procedure wish to have a new fee item inserted in to the
fee schedule to cover the new therapy or procedure, the process to be used is as follows:

An application for a new fee item related to the new therapy or procedure will be submitted by the
appropriate section(s) of the BCMA to the BCMA Tariff Committee for consideration, with
documentation supporting the introduction of this item into the payment schedule. The BCMA Tariff
Committee will advise the Medical Services Commission whether or not this new therapy constitutes
experimental medicine. If the Tariff Committee considers that the item is experimental, it will not be
considered an insured service and will not be introduced into the fee schedule. If the Medical Services
Commission, on the advice of Tariff Committee, determines that the new therapy or procedure is not
experimental medicine, the fee item application will be handled in the usual manner for a new fee.

When a new therapy or procedure is being performed outside British Columbia, a patient or patient
advocate may request that the services associated with this new therapy or procedure be considered
insured services by MSP. The situation will be reviewed by the Medical Services Commission utilizing
information obtained from various sources, such as medical practitioners, the BCMA or evidence
based research. If it is determined that the new therapy or procedure is experimental, then the cost of
medical services provided for this type of medical care will not be the responsibility of MSP. If it is
considered that the therapy or procedure is not experimental, the cost of medical services associated
with this treatment will be in part or in whole the responsibility of MSP.

If the procedures are accepted as no longer being experimental, they may be added into the MSC

Payment Schedule, if approved by the MSC after the appropriate review process has been followed
(see section C. 3.)

C.7. MSP Billing Number

A billing number consists of two numbers - a practitioner number and a payment number. The
practitioner number identifies the practitioner performing and taking responsibility for the service. The
payment number identifies the person or party to whom payment will be directed by the Medical
Services Plan (MSP). Each claim submitted must include both a practitioner number and payment
number.

C. 8. Group Practice, Partnerships, and Locum Tenens

The Medicare Protection Act requires that each medical practitioner will charge for his/her own
services. For MSP and WorkSafeBC (WSBC) billings this requires the use of the individual’s personal
practitioner number. This includes members of Group Practices, Partnerships and Locum Tenens.
Non compliance may impact the level of benefits a medical practitioner may accrue under the Benefits
Subsidiary Agreement.

Exceptions to this rule are hospital-based Diagnostic Imaging, and where specifically allowed by the
MSC.

C.9. Assignment of Payment

An “Assignment of Payment” is a legal agreement by which an attending practitioner designates
payment for his/her services to another party. In this circumstance, the designated party may use the
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attending practitioner’s practitioner number in combination with its own payment number when
submitting claims to MSP. To authorize MSP to make payment to a designated party, the attending
practitioner must complete and file an “Assignment of Payment” form. However, even though the
payment has been assigned, the responsibility for the clinical service and its appropriate billing
remains with the practitioner whose practitioner number is used.

C.10. Adequate Medical Records of a Benefit under MSP

Except for referred “diagnostic facility” services and approved laboratory facility services, a medical
record is not considered adequate unless it contains all information which may be designated or
implied in the MSC Payment Schedule for the service. Another medical practitioner of the same
specialty, who is unfamiliar with both the patient and the attending medical practitioner, would be able
to readily determine the following from that record at hand:

Date and location of the service.

Identification of the patient and the attending medical practitioner.

Presenting complaint(s) and presenting symptoms and signs, including their history.

All pertinent previous history including pertinent family history.

The relevant results, both negative and positive, of a systematic enquiry pertinent to the
patient’s problem(s).

Identification of the extent of the physical examination including pertinent positive and
negative findings.

g. Results of any investigations carried out during the encounter.

h. Summation of the problem and plan of management.

PO T ®
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For referred “diagnostic facility” services, but not including approved laboratory facility services an
adequate medical record must include:

Date and location of patient encounter or specimen obtained.

Identification of the patient and the referring practitioner.

Problem and/or diagnosis giving rise to the referral where appropriate.

Identification of the specific services requested by the referring practitioner.

Identification of specific services performed but not specifically requested by the referring

practitioner, and identification of the medical practitioner who authorized the additional

services.

f.  Original requisition or a copy or electronic reproduction of the requisition, in which the
method for copying or producing an electronic reproduction must be approved by the
Commission, the nature of the copy or electronic reproduction must comply with the intent
relative to the form and content of the standard diagnostic requisition, and must be auditable
to the original source document.

g. Where a requisition is submitted electronically, the electronic ordering methods must be
approved by the Commission employing guidelines established jointly by MSP and BCMA.

h. Where a written requisition was never submitted by the referring practitioner, the diagnostic
person who recorded the verbal requisition must be identified. The requisitions must be
retained for 6 years.

i.  Results of all services rendered, and interpretation where appropriate. These data must be

retained for 6 years.

PooTo

C. 11. Reciprocal Claims

All Provinces, and Territories, except Quebec, have entered an agreement to pay for insured services
provided to residents of other provinces when a patient presents with a valid Provincial Health
Registration Card. Claims can be submitted electronically and details of this process may be obtained
by contacting MSP. However, the services listed below are exempt from this agreement and should be
billed directly to the non-resident patient.

Medical Practitioner Services Excluded under the Inter-Provincial Agreements for the
Reciprocal Processing of Out-of-Province Medical Claims
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1. Surgery for alteration of appearance (cosmetic surgery)

2. Gender-reassignment surgery

3. Surgery for reversal of sterilization

4. Routine periodic health examinations including routine eye examinations (including PAP
tests for screening only)

5. In-vitro fertilization, artificial insemination

6. Acupuncture, acupressure, transcutaneous electro-nerve stimulation (TENS),
moxibustion, biofeedback, hypnotherapy

7. Services to persons covered by other agencies; Armed Forces, WorkSafe BC,
Department of Veterans Affairs, Correctional Services of Canada (Federal Penitentiaries)

8. Services requested by a “Third Party”

9. Team conference(s)

10. Genetic screening and other genetic investigation, including DNA probes

11. Procedures still in the experimental/developmental phase

12. Anesthetic services and surgical assistant services associated with all of the foregoing.

The services on this list may or may not be reimbursed by the home province. The patient should
make enquires of that home province after direct payment to the BC medical practitioner.

C.12. Disputed Payments

Remittance statements issued by MSP should be reviewed carefully to reconcile all claims and
payments made. Claims may have been adjusted in adjudication and explanatory codes should
designate the reason(s) for any adjustments. If a medical practitioner is unable to agree with an
adjustment, the account should be resubmitted to MSP together with additional information for
reassessment. Further disagreement with the payment should be referred to the BCMA Reference
Committee for review and subsequent recommendation to the Commission.

C. 13. Extra Billing and Balance Billing

“Extra Billing” means billing an amount over the amount payable for an insured service (a “benefit”) by
MSP. Extra billing is not allowed under the Medicare Protection Act except for services rendered by
medical practitioners who are not “enrolled” with MSP (i.e., no services are covered by MSP) and then
only for those services which are rendered outside of hospitals and community care facilities.

“Balance billing” denotes the practice of medical practitioners who are opted in under MSP billing MSP
for the MSP fee and the patient for the amount of the difference between the payment made by MSP
for an insured service and the fee for that service listed in the BCMA Guide to Fees, under the heading
“BCMA Fee.” Except as defined by differential billing for non-referred patients above, balance billing is
not permitted under the Medicare Protection Act.

C. 14. Differential Billing for Non-Referred Patients

If a specialist attends a patient without referral from another practitioner authorized by the Medical
Services Commission to make such referral, the specialist may submit a claim to MSP for the
appropriate general practitioner visit fee and in addition may charge the patient a differential fee. This
is not considered “extra billing.”

The maximum amount the patient may be charged is the difference between the amount payable

under the General Practice Payment Schedule for the service rendered, and the amount payable
under the Payment Schedule to the specialist had the patient been referred.

C. 15. Missed Appointments

Claims for missed appointments must not be submitted to MSP. Billing the patient directly for such
missed appointments would not be considered extra billing.
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C. 16. Payment for Specialist Consultations/Visits and specialty-
restricted items

To be paid by MSP, ICBC or WorkSafeBC for specialist consultations, visit items and/or other
specialty-restricted fee items listed in the specialty sections of the Payment Schedule, one must be a
Certificant or a Fellow of the Royal College of Physicians and Surgeons of Canada and/or be so
recognized by the College of Physicians and Surgeons of British Columbia in that particular specialty.

A specialist recognized in more than one specialty by the College of Physicians and Surgeons of
British Columbia should bill consultation and referred items under the specialty most appropriate for
the condition being diagnosed and/or treated for that referral/treatment period.

C.17. Motor Vehicle Accident (MVA) Billing Guidelines

1. All cases directly relating to an MVA which ICBC Insurance coverage applies should be
identified as such by a “yes” code in the Teleplan MVA field.

2. All such cases should be coded “MVA” regardless of whether seen in an office visit,
emergency, diagnostic, lab or x-ray facility. Surgery or procedures performed in regard
to these cases should also be identified.

3.  Where possible, please attach an ICBC claim number to each coded MVA in your
Teleplan billing.

4. In cases where a visit or procedure was occasioned by more than one condition, the
dominant purpose must be related to an MVA to code it as such.

5. If the patient is from another province, use the normal out-of-province billing process.

6. Inthose instances in which the patient has no MSP coverage, the medical practitioner
should bill the patient or ICBC directly. Medical practitioners have the choice of either
billing the uninsured patient directly at the BCMA recommended rate and having the
patient recover the costs from ICBC (see BCMA Guide to Fees), or billing ICBC for the
MSP amount.

7. If the MVA is work-related, WorkSafeBC (WSBC) should be billed under their
procedures.

8. Medical Practitioners are accountable for proper MVA identification and are subject to
audit.

C. 18. Guidelines for Payment for Services by Trainees, Residents
and/Fellows

When patient care is rendered in a clinical teaching unit or other setting for clinical teaching by a
health care team, the supervising medical practitioner shall be identified to the patient at the earliest
possible moment. No fees may be charged in the name of the supervising staff physician for services
rendered by a trainee, resident or fellow prior to the identification taking place. Moreover, the
supervising staff physician must be available in person, by telephone or videoconferencing in a timely
manner appropriate to the acuity of the service being supervised.

For a medical practitioner who supervises two or more procedures or other services concurrently
through the use of trainees, residents, fellows or other members of the team, the total billings must not
exceed the amount that a medical practitioner could bill in the same time period in the absence of the
other team members. For example:

a) If an anesthesiologist is supervising two rooms simultaneously, the anesthetic
intensity/complexity units should only be billed for one of the two cases.

b) If a surgeon is operating in one room while his/her resident is operating in a second
room, charges should only be made for the case the surgeon performs.

c) In psychotherapy where direct supervision by the staff physician may distort the
psychotherapeutic milieu, the staff physician may claim for psychotherapy when a
record of the psychotherapeutic interview is carefully reviewed with the resident and the
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procedure thus supervised. However, the time charged by the staff physician should
not exceed the lesser of the time spent by the resident in the psychotherapeutic
interview or the staff physician in the supervision of that interview.

d) For hospital visits and consultations rendered by the resident in the name of the staff
physician, the staff physician should only charge for services on the days when actual
supervision of that patient's care takes place through a physical visit to the patient by
the staff physician and/or a chart review is conducted with detailed discussion with the
other members of the health team within the next weekday workday.

e) The supervising physician may not bill for out-of-office hours premiums or continuing
care surcharges unless he/she complies with the explanatory notes for out-of-office
hours premiums in the Payment Schedule/Guide to Fees and personally attends the
patient.

f)  In order to bill for a supervised service the physician must review in person, by
telephone or videoconferencing the service being billed with the trainee, resident or
fellow and have signed off within the next weekday workday on the ER record, hospital
chart, office chart or some other auditable document.

C. 109. Services to Family and Household Members

1. Services are not benefits of MSP if a medical practitioner provides them to the
following members of the medical practitioner’s family:

a) a spouse,

b) a son or daughter,

C) a step-son or step-daughter,

d) a parent or step-parent,

e) a parent of a spouse,

f) a grandparent,

0) a grandchild,

h) a brother or sister, or

i) a spouse of a person referred to in paragraph (b) to (h).

2. Services are not benefits of MSP if a medical practitioner provides them to a
member of the same household as the medical practitioner.

C. 20. Delegated Procedures

Procedures which are generally and traditionally accepted as those which may be carried out by a
nurse, nurse practitioner or a medical assistant in the employ of a medical practitioner may, when so
performed, only be billed to MSP by the medical practitioner when the performance of the procedure is
under the “direct supervision” of the medical practitioner or a designated alternate medical practitioner
with equivalent qualifications. Direct supervision requires that during the procedure, the medical
practitioner be physically present in the office or clinic at which the service is rendered. While this does
not preclude the medical practitioner from being otherwise occupied, s’lhe must be in personal
attendance to ensure that procedures are being performed competently and s/he must at all times be
available immediately to improve, modify or otherwise intervene in a procedure as required in the best
interest of the patient. Billing for these procedures also implies that the medical practitioner is taking
full responsibility for their medical necessity and for their quality. Any exceptions to this rule are subject
to the written approval of MSP.

“Procedures” in this context do not include such “visit” type services as examinations/ assessments,
consultations, psycho-therapy, counselling, telehealth services, etc., which may not be delegated.

The foregoing limitations do not apply to approved procedures rendered in approved “diagnostic
facilities”, as defined under the Medicare Protection Act and Regulations, or to services rendered in

Medical Services Commission — July 1, 2017 General Preamble 1-15



approved laboratory facilities, as defined under the Laboratory Services Act and Regulation and which
are subject to accreditation under the Diagnostic Accreditation Program.

C.21. Diagnostic Facility Services

Diagnostic Facility Services are defined under the Medicare Protection Act as follows:

“Medically required services performed in accordance with protocols agreed to by the Commission, or
on order of the referring practitioner, who is a member of a prescribed category of practitioner, in an
approved diagnostic facility by, or under the supervision of, a medical practitioner who has been
enrolled, unless the services are determined by the Commission not to be benefits.”

The Medical Services Commission designates, from time to time, certain diagnostic procedures as
“diagnostic facility” services under the MSC Payment Schedule. Currently, the following services are
considered “diagnostic facility” services for purposes of the MSC Payment Schedule:

The services, studies, or procedures of diagnostic radiology, diagnostic ultrasound, nuclear
medicine scanning, pulmonary function, computerized axial tomography technical fee (CT, CAT),
magnetic resonance imaging (MRI), positron emission tomography (PET), and electro diagnosis
(including electrocardiography, electroencephalography, and polysomnography) are not payable
by MSP for services rendered to hospital in-patients, “day surgery” patients, or emergency
department patients.

The venepuncture and dispatch listings in the Payment Schedule (00012) apply only to those
situations where this sole service is provided by a facility or person unassociated with any other
bloodwork services provided to that patient. Fee items 00012 cannot be billed or paid to a medical
practitioner if any other bloodwork assays are performed or if the specimen is sent to an associated
facility.

C.22. Appliances/Prostheses/Orthotics

The costs of prostheses, orthotics and other appliances are not covered under MSP. Such devices,
where insertion in hospital is medically/surgically required and where the devices are embedded
entirely within tissue, may be covered under an institutional budget.

C. 23. Accompanying Patients

When it is medically essential that a medical practitioner accompany a patient to a distant hospital,
MSP allows payment at the rates listed in the Payment Schedule for the travelling time spent with the
patient only. Out-of-office hours premiums may also be applicable in accordance with the guidelines.
Payment is based on a return trip and not applicable to layover time. Claims should be submitted with
details under fee code 00084. Claims for travel, board and lodging are not payable by MSP. Medical
practitioners who accompany a patient who is being transferred will, upon application to the Health
Authority, be reimbursed for expenses reasonably incurred during, and necessitated by, the transfer.

C. 24. Salaried and Sessional Arrangements

Fee for Service claims for any physician service(s) that is funded under a service contract, or
compensated for under a sessional or salaried payment arrangement, must not be billed to MSP.
When physicians who receive compensation under a service contract, sessional payment or salaried
arrangement are billing for an unrelated service, the appropriate location code and facility code should
be included on all fee for service claims.

C. 25. WorkSafeBC (WSBQC)

A detailed description of WorkSafeBC (WSBC) fees, preamble, and policies is contained in the
WorkSafeBC section of the BCMA Guide to Fees. The fees listed under "MSP and WSBC Fee" have
been accepted by the WorkSafeBC through negotiated agreements as the basis for their Guide to
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Fees. WorkSafeBC supplies its own reporting and billing forms. To facilitate payment, WorkSafeBC
requires the practitioner to include their MSP payment number on all forms.

MSP is currently processing claims on behalf of WorkSafeBC as its agent. The BCMA and

WorkSafeBC agree that MSP Teleplan is the only acceptable manner of billing WorkSafeBC for
services billable through MSP.

C. 26. BC Transplant Society

With the exception of medical practitioners paid by the BC Transplant Society under an alternate
payment plan, all medical practitioner services associated with cadaveric organ recovery (“organ
donation”) are payable on a fee-for-service basis through the MSP. For the purpose of payment of
these services, the donor’'s PHN will remain valid after legal brain death until such time as the donor’s
organs have been successfully harvested. A note record should accompany the account stating
“organ donor”.
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9.2.2. Keloids and Hypertrophic Scars 1-30
9.2.3. Tattoos 1-30
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9.2.5. Hair Loss 1-31
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9.3.1 Congenital deformities 1-32
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D.9.5 Complications and Revisions 1-33
D. 10. Out-of-Office Premiums 1-34
D. 1. Telehealth Services

“Telehealth Service” is defined as a medical practitioner delivered health service provided to a patient
via live image transmission of those images to a receiving medical practitioner at another approved
site, through the use of video technology. "Video technology” means the recording, reproducing and
broadcasting of live visual images utilizing a direct interactive video link with a patient. If the sending
and/or receiving medical practitioner are not in a Health Authority approved site, the medical
practitioner is responsible for the confidentiality and security of all records and transmissions related to
the telehealth service. In order for payment to be made, the patient must be in attendance at the
sending site at the time of the video capture. Only those services which are designated as telehealth
services are payable by MSP. Other services/procedures require face-to-face encounters. Telehealth
services do not include teleradiology or tele-ultrasound, which are regulated by their specific Sectional
Preambles.

Telehealth services are payable only when provided as defined under the specific Preamble pertaining
to the service rendered (e.g.: telehealth consultation - see Preamble D. 2.) to a patient with valid
medical coverage. Patients must be informed and given opportunity to agree to services rendered
using this modality, without prejudice.

Notwithstanding the above, "telehealth examination” means an examination of a patient by the
consultant at the receiving site using "telehealth services" as defined above, but does not include the
"face-to-face encounter" requirements referred to under Preamble A. 2.

In those cases where a specialist service requires a general practitioner at the patient’s site to assist
with the essential physical assessment, without which the specialist service would be ineffective, the
specialist must indicate in the "Referred by" field that a request was made for a General Practice
assisted assessment.

Where a receiving medical practitioner, after having provided a telehealth consultation service to a
patient, decides s/he must examine the patient in person, the medical practitioner should claim the
subsequent visit as a limited consultation, unless more than 6 months has passed since the telehealth
consultation.

Where a telehealth service is interrupted for technical failure, and is not able to be resumed within a
reasonable period of time, and therefore is unable to be completed, the receiving medical practitioner
should submit a claim under the appropriate miscellaneous code for independent consideration with
appropriate substantiating information.
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Video technology services are generally payable once per patient/per day/per medical practitioner.
Any exceptions to this policy must comply with all Payment Schedule criteria for multiple visits.
Information regarding the medical necessity and times of service should accompany claims.

Compensation for travel, scheduling and other logistics is the responsibility of the Regional Health
Authority. Rural Retention fee-for-service premiums are applicable to telehealth services and are
payable based on the location of the receiving medical practitioner in eligible RSA communities.

The College of Physicians and Surgeons of British Columbia have confirmed that in this province,
licensure is defined by the location of the medical practitioner. However, other jurisdictions may have
other definitions. BC medical practitioners providing care via telehealth to patients outside the
province must abide by the regulations set in the patient’s home province.

See the appropriate Section for specific fee items and further criteria.
D. 2. Consultation
D.2.1. General

A consultation applies when a medical practitioner, or a health care practitioner (chiropractor, for
orthopaedic consultations; midwife, for obstetrical or neonatal related consultations; nurse practitioner;
optometrist, for ophthalmology consultations; optometrist, for Neurology consultations for suspected
optic neuritis or amaurosis fugax or Aion {anterior ischemic optic neuropathy} or stroke or diplopia;
oral/dental surgeon, for diseases of mastication), in the light of his/her professional knowledge of the
patient and because of the complexity, obscurity or seriousness of the case, requests the opinion of a
medical practitioner competent to give advice in this field.

The referring practitioner is expected to provide the consulting physician with a letter of referral that
includes the reason for the request and the relevant background information on the patient. The
referring practitioner is also required to notify MSP of the referral by including the practitioner number
of the specialist to who the patient is being referred on their associated FFS claim. If no FFS claim is
being submitted, a “no charge referral” claim under fee item 03333 is to be sent to MSP.

The service includes the initial services of a consultant necessary to enable him/her to prepare and
render a written report, including his/her findings, opinions and recommendations, to the referring
practitioner. A consultation must not be claimed unless the attending practitioner specifically
requested it, and unless the written report is rendered. It is expected that a written report will be
generated by the medical practitioner providing the consultation within 2 weeks of the date-of-service.
In exceptional circumstances, when beyond the consultant’s control, a delay of up to 4 weeks is
acceptable.

Additional criteria apply to certain types of specialty specific consultations. These are described in the
Sectional Preambles and/or the notes to the specific fee codes.

D.2. 2. Restrictions

i) A consultation for the same diagnosis is not normally payable as a full consultation unless an
interval of at least six months has passed since the consultant has last billed a visit or
service for the patient. A limited consultation may be payable within the six month interval, if
medically necessary and a consultation has been specifically requested.

i) For consultations and/or other specialty limited services to be paid by MSP, the medical
practitioner rendering the service must be certified by or be a Fellow of the Royal College of
Physicians and Surgeons of Canada, and be so recognized by the College of Physicians and
Surgeons of British Columbia. No other specialist qualifications will be recognized by MSP
and payments for visits and examinations rendered by licensed physicians not so qualified
will be made on the basis of fees listed in the General Practice Section of this MSC Payment
Schedule.
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Exceptions to this limitation will only be made in cases of geographic need, as recommended
by the College of Physicians and Surgeons of BC.

D.2. 3. Limited Consultation

A limited consultation requires all of the components expected of a full consultation for that specialty
but is less demanding and normally requires substantially less of the medical practitioner’s time than a
full consultation.

It is expected that the limited consultation, when medically necessary and specifically requested, will
be billed as part of continuing care, and that a full consultation is not billed simply because of the
passage of time.

A new and unrelated diagnosis can be billed as a full consultation without regard to the passage of
time since the consultant has last billed any visit or service for the patient.

D. 2. 4. Special Consultation

Specific additional conditions may apply to specific types of consultation, as designated in the
Preamble to the pertinent section of the MSC Payment Schedule and/or the notes to the specific
listings.

D. 2. 5. Continuing Care by Consultant

Once a consultation has been rendered and the written report submitted to the referring practitioner,
this aspect of the care of the patient normally is returned to the referring practitioner. However, if by
mutual agreement between the consultant and the referring practitioner, the complexities of the case
are felt to be such that its management should remain for a time in the hands of the consultant, the
consultant should claim for continuing care according to the MSC Payment Schedule pertaining to the
pertinent specialty.

Where the care of this aspect of the case has been transferred, except for a patient in hospital, the
referring practitioner generally should not charge for this aspect of the patient’s care unless and until
the full responsibility is returned to him/her. For hospitalized patients, supportive care may apply.

Continuing care by a specialist (following consultation) normally is paid at the pertinent specialist rates.
However, continuing care requires that a written update of the patient’s condition and care be
appropriately reported to the referring practitioner at least every six months, until the responsibility for
this aspect of the patient’s care is returned to the Primary Care practitioner.

D. 2. 6. Referral and Transferral

A referral is defined as a request from one practitioner to another practitioner to render a service with
respect to a specific patient. Such service usually would be a consultation, a laboratory procedure or
other diagnostic test, or specific surgical/medical treatment.

When the medical practitioner to whom a patient has been referred makes further referrals to other
medical practitioners, it is the usual practice that the original referring medical practitioner be informed
of these further referrals.

A transferral, as distinguished from a referral, involves the transfer of responsibility for the care of the
patient temporarily or permanently. Thus, when one medical practitioner is going off call or leaving on
holidays and is unable to continue to treat his/her cases, medical practitioners who are substituting for
that medical practitioner should consider that the patients have been temporarily transferred (not
referred) to their care.

The medical practitioner to whom a patient has been transferred normally should not bill a consultation
for that patient. However, when the complexity or severity of the illness requires that the medical
practitioner accepting the transfer reviews the records of the patient and examines the patient, a
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limited or full consultation may be billed when specifically requested by the transferring medical
practitioner.

A new consultation is not allowed when a group or physicians routinely working together provide call
for each other.

D. 3. Visits and Examinations

In addition to the general requirements contained in the Introduction to the General Preamble - Section
A. 2., the following definitions apply. As well, please note when services are provided for simple
education alone, including group education sessions (e.g.: asthma, cardiac rehabilitation and diabetic
education) such services are not appropriately claimed under fee-for-service listings.

D. 3. 1. Complete Examination

i) A complete physical examination shall include a complete detailed history and physical
examination of all parts and systems with special attention to local examination where
clinically indicated, adequate record of findings and, if necessary, discussion with patient.
The above should include complaints, history of present and past illness, family history,
personal history, functional inquiry physical examination, differential diagnosis and
provisional diagnosis.

i)  Routine or periodic complete physical examination (check up) is not a benefit under MSP.
This includes any associated diagnostic procedures or approved laboratory facility services
unless significant pathology is found. The physician should advise the diagnostic or
approved laboratory facility of the patient’s responsibility for payment.

D. 3. 2. Partial Examination

A visit for any condition(s) requiring partial examination or history includes both initial and subsequent
examination for same or related condition(s). A partial examination includes a history of the presenting
complaint(s), appropriate enquiry and examination of the affected part(s), region(s) and/or system(s)
as medically required to make a diagnosis, exclude disease and/or assess function.

D. 3. 3. Counselling

Counselling is defined as the discussion with the patient, caregiver, spouse or relative about a medical
condition which is recognized as difficult by the medical profession or over which the patient is having
significant emotional distress, including the management of malignant disease. Counselling, to be
claimed as such, must not be delegated and must last at least 20 minutes.

Counselling is not to be claimed for advice that is a normal component of any visit or as a substitute
for the usual patient examination fee, whether or not the visit is prolonged. For example, the
counselling codes must not be used simply because the assessment and/or treatment may take 20
minutes or longer, such as in the case of multiple complaints. The counselling codes are also not
intended for activities related to attempting to persuade a patient to alter diet or other lifestyle
behavioural patterns. Nor are the counselling codes generally applicable to the explanation of the
results of diagnostic tests or approved laboratory facility services.

Not only must the condition be recognized as difficult by the medical profession, but the medical
practitioner’s intervention must of necessity be over and above the advice which would normally be
appropriate for that condition. For example, a medical practitioner may have to use considerable
professional skill counselling a patient (or a patient’s parent) who has been newly diagnosed as having
juvenile diabetes, in order for the family to understand, accept and cope with the implications and
emotional problems of this disease and its treatment. In contrast, if simple education alone including
group educational sessions (e.g.: asthma, cardiac rehabilitation and diabetic education) is required,
such service could not appropriately be claimed under the counselling listings even though the
duration of the service was 20 minutes or longer. It would be appropriate to apply for sessional
payments for group educational sessions. Unless the patient is having significant difficulty coping, the
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counselling listings normally would not be applicable to subsequent visits in the treatment of this
disease.

Other examples of appropriate claims under the counselling listings are Psychiatric Care, the
counselling that may be necessary to treat a significant grief reaction, and conjoint therapy and/or
family therapy for significant behavioural problems.

MSP payment of counselling under the counselling listings is limited to four sessions per year per
patient unless otherwise specified. Subsequent counselling is payable under the other visit listings.
Counselling by telephone is not a benefit under MSP.

D. 3. 4. Group Counselling

The group counselling fee items found in the General Practice and various specialty sections of the
Schedule apply only when two or more patients are provided counselling in a group session lasting 60
minutes or more. The group counselling fee items are not applicable when there is a discussion with
the patient in the presence of a caregiver, spouse, or relative when the patient is the only person
requiring medical care. In those situations, only the applicable individual counselling fee item could be
billed, using the patient's MSP personal health number.

Group counselling fee items are not billable for each person in the group. Claims should be submitted
under the Personal Health Number of only one of the beneficiaries, with the names of the other
patients attending the session listed in the note record. Only patients with valid MSP coverage should
be included. Times should be included with billings for group counselling fee items.

D. 4. Hospital and Institutional Visits

D.4.1. Hospital Admission Examination

An in-hospital admission examination (fee item 00109 or 13109) may be claimed when a patient is
admitted to an acute care hospital for medical care rendered by a general practitioner. The service
also may be applicable when a medical practitioner is required to perform an admission examination
prior to a hospital service being delivered by a health care practitioner (e.g.: a dental surgeon). The
hospital admission examination listing is not applicable when a patient has been admitted for surgery
or when a patient is admitted for care (other than directive care) rendered by a specialist. This service
is applicable only once per patient per hospitalization and is in lieu of a “hospital visit” on the day it is
rendered. This item is intended to apply in lieu of fee items 00108 or 13008 on the first in-patient day.
However, if extra visits are medically required because of the nature of the problem, 00108 or 13008
may be billed in addition. An explanation of the reasons for the additional charges should accompany
the claim.

This service includes all of the components of a complete examination and may not be claimed if
either of these two services has been claimed by this medical practitioner, within the week preceding
the patient’s admission to hospital. If the MSC Payment Schedule listing for a hospital admission
examination is not applicable, the service may be billed under the appropriate “hospital visit” listings.

D. 4. 2. Subsequent Hospital Visit

A subsequent hospital visit is the routine monitoring and/or examination(s) that are medically required
following a patient’s admission to an acute care hospital. Payments for subsequent hospital visits are
usually limited to one per patient per day for a period up to 30 days. However, it is not the intent of the
Schedule that subsequent visit fees be claimed for every day a patient is in hospital unless the visits
are medically required and unless a medical practitioner visits the patient each day.

If it is medically required for a patient to be visited more than once per day at any time, or daily beyond

the initial 30 day period (e.qg.: if the patient is in one of the Intensive Care wards), an explanation
should be submitted with the claim and independent consideration will be given.
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D. 4. 3. Surgery by a Visiting Doctor

If a surgeon operates outside of his/her geographical area, (for example as part of an outreach
program or other such circumstances), and because of this, s/he is unable to render the usual post-
operative care, the medical practitioner who performs this service for the patient may claim for
necessary hospital visits at the usual frequency, as described under Preamble D.4.2. Claims for such
post-operative care should be accompanied by a written explanation or an electronic note record. No
such claims, however, should be made if the hospital at which the post-operative care is being
rendered is within the same metropolitan area or within 32 km of the surgeon’s home or office.

D. 4. 4. Long-Stay Hospitalization

For long stays in an acute care hospital including discharge planning and holding units because of
serious illness extending beyond 30 days, claims for subsequent hospital visits greater than two visits
per patient per week should include an explanation, and will be given independent consideration.

D.4.5. Directive Care

Directive care refers to those subsequent hospital visits rendered by a consultant in cases in which the
responsibility for the case remains in the hands of the attending practitioner but for which a consultant
is requested by the referring physician to give directive care in hospital during the acute phase.
Payments for directive care are limited to two visits per patient per week (Sunday to Saturday), even
when there is no interval between visits, for each consultant requested to render directive care by the
referring practitioner.

D. 4. 6. Concurrent Care

For those medical cases where the medical indications are of such complexity that the concurrent
services of more than one medical practitioner are required for the adequate care of a patient,
subsequent visits should be claimed by each medical practitioner as required for that care. To facilitate
payment, claims should be accompanied by an electronic note record, and independent consideration
will be given. For patients in I.C.U. or C.C.U. this information in itself is sufficient.

D.4.7. Supportive Care

Where a case has been referred and the referring medical practitioner no longer is in charge of the
patient’s care but for which continued liaison with the family and/or reassurance of the patient is
necessary while the patient is hospitalized, supportive care may be claimed by the referring medical
practitioner. Payments for supportive care are limited to one visit for every day of hospitalization for the
first ten days and, thereafter, one supportive care visit for every seven days of hospitalization.

D. 4. 8. Newborn Care in Hospital

Newborn care in hospital is the routine care of a well baby up to 10 days of age and includes an initial
complete assessment and examination and all subsequent visits as may be appropriate, including
instructions to the parent(s) and/or the patient’s representative(s) regarding health care. Newborn well
baby care in hospital normally is not payable to more than one medical practitioner for the same
patient. However, when a well baby is transferred to another hospital (because of the mother’s state of
health), separate claims for newborn care when rendered by a different medical practitioner at each
hospital may be made.

D.4.9. Long-Term-Care Institution Visits

When visits are required to patients in long-term-care institutions (such as nursing homes,
intermediate care facilities, extended care units, rehabilitation facilities, chronic care facilities,
convalescent care facilities and personal care facilities, whether or not any of these facilities are
situated on the campus of an acute care facility) claims may be made to a maximum of one visit every
two weeks. It is not sufficient, however, for the medical practitioner simply to review the patient’s chart.
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A face-to-face patient/medical practitioner encounter must be made. For acute concurrent ilinesses or
exacerbation of original illness requiring institutional visits beyond the foregoing limitations, additional
institutional visits may be claimed with accompanying written explanation.

D. 4. 10. Palliative Care

The Palliative Care listings are applicable to the visits for palliative care rendered to terminally ill
patients suffering from malignant disease or AIDS, or end-stage respiratory, cardiac, liver and renal
disease and end-stage dementia with life expectancy of up to 6 months. These listings only apply
where aggressive treatment of the underlying disease process is no longer taking place and care is
directed instead to maintaining the comfort of the patient until death occurs.

Claims for these listings should be billed continuously from time of determination of patient’s palliative
status, for a period not to exceed 180 days prior to death. Under extenuating circumstances palliative

listings billed beyond 180 days will be given independent consideration upon receipt of an explanatory
note record.

The listings are applicable to patients in acute care hospitals, hospice facilities or other institutions
whether or not the patient is in a designated palliative care unit. The palliative care listings do not
apply when unexpected death occurs after long hospitalization for a diagnosis unrelated to the cause
of death.

D.4.11. Sub Acute Care

Sub acute care is payable twice per week under fee items 00108, 13008. If more services or
concurrent care is required an explanatory note record should accompany the claim submission.
Independent consideration will be given to these claims.

D.4.12. Emergency Department Examinations

Emergency department examinations are designated by various intensity levels of emergency
department care. These fee codes apply only to those circumstances where either specialists in
emergency medicine or other medical practitioners are physically and continuously present in the
Emergency Department or its environs for an arranged designated period of time. For complete
details, please refer to the Emergency Medicine section of the MSC Payment Schedule.

D.4.13. House Calls

i) A house call is considered necessary and may be billed only when the patient cannot
practically attend a physician’s office due to a significant medical or physical disability or
debility and the patient’s complaint indicates a serious or potentially serious medical
problem that requires a medical practitioner’s attendance in order to determine
appropriate management;

i) A house call may be initiated by the patient, the patient’s advocate, or the physician
when planned proactive care is determined to be medically necessary to manage the
patient’s condition;

iii) If a house call is determined to be necessary and is rendered any day of the week
between 0800 and 2300 hours, the house call should be billed as a home visit (use
00103);

iv) If the house call is initiated and rendered between 2300 and 0800 hours, the visit may
be billed as an out-of-office visit with the night call-out charge (01201).

v) A house call provided for patient convenience should be billed as an out-of-office visit
(12200, 13200, 15200, 16200, 17200 or 18200) without a service charge;
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vi) The above also applies to house calls rendered by medical practitioners taking call for
other medical practitioners;

vii) As practicality dictates, the necessity and detail and the time of the call should be
documented in the patient’s clinical record.

D. 5. Surgery
D.5.1. General

The fees for surgery, unless otherwise specifically indicated, include the surgical procedure itself and
in-hospital post-operative follow-up, including removal of sutures and care of the operative wound by
the surgeon or associate. Unless otherwise specifically indicated, the normal post-operative period
included in the surgical fee is 14 days and the surgery fees include all concomitant services necessary
to perform the listed service (including preparation of the operative site, incision, exploration, review of
the results of diagnostic tests and approved laboratory facility services rendered during the surgery,
closure, and pre and post-operative discussion with the patient and/or patient’s family).

When unusual circumstances require that additional medical services are provided in the in-hospital
14 days following a surgical procedure over and above the concomitant services necessary to perform
the operative procedure, the additional services performed are not part of the inclusive fee for the
surgical procedure and may be billed separately. A note record is required.

D.5. 2. Operation Only

For listings designated “operation only” the in-hospital, 14 day post-operative visits may be claimed in
addition to the surgical procedure, with the exception of the visit(s) made on the day of the procedure.

D.5. 3. Multiple Surgical Procedures

i) When two or more similar procedures (including bilateral procedures) are performed under
the same anesthetic, or when two or more procedures are performed in the same general
area, whether through the same incision, an extension of that incision or through separate
incisions, the procedure with the greater listed fee may be claimed in full and the fees for the
additional procedure are reduced to 50 percent, unless otherwise indicated by the Schedule.
However, additional incidental surgery performed en passant (i.e. surgery which would not
have been performed in the absence of the primary procedure, such as an appendectomy
during abdominal surgery, or incidental cystectomy during gynecological surgery) is
considered to be included in the fee for the planned procedure and may not be charged.

i)  When two or more different procedures are performed through separate incisions under the
same anesthetic, and repositioning or redraping of the patient or more than one separately
draped surgical operating field is medically/surgically required (because of the nature of the
procedure and/or the safety of the patient), the procedure with the greater listed fee may be
claimed in full and the fees for the additional such procedures are reduced to 75 percent,
unless otherwise indicated by the Payment Schedule.

iiiy Procedures which are listed as “extra” in the Payment Schedule may be claimed at the full
listed fee even when performed with other surgical procedures, unless otherwise indicated in
the Payment Schedule.

iv)  When two procedures are performed under the same anesthetic by two surgeons and both
procedures are or should be within the competence of either one of the operators within the
specialty or specialities, the total surgical fee claimed should be no more than that which
would be payable if both procedures had been performed by one surgeon, plus one
assistant’s fee.

v) Except where team fees are specifically listed in the Payment Schedule or where a team fee
reasonably could be expected to apply, when two procedures are performed under the same
anesthetic by two surgeons whose different specialty skills are required to perform both
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procedures, each surgeon may claim his/her specific services as if they were performed in
isolation from the other surgeon. These surgeons are not eligible for assistant fees for
assisting each other, however, unless each of the surgical procedures takes place
consecutively instead of concurrently.

vi) Where a surgical procedure is performed in stages under separate anesthetics and where
there is no specific staged procedure listing in the Payment Schedule, the maximum fee
applicable to the complete procedure is 150 percent of the listed fee. However, for
emergency surgery followed by a definitive surgical procedure for the same problem (e.g.:
cholecystostomy followed by cholecystectomy at a later date) each procedure may be
claimed at the full listed fee.

vii) Surgical procedures which are abandoned before completion will be given independent
consideration and paid in accordance with the services performed.

viii) Additional surgery performed to correct an intra-operative injury(ies) which result from the
complicated nature of the disease or significant pathology may be billed at 50%. When
submitting a claim for a repair of an intra-operative injury, it must be supported by an
explanation in a note record or an operative report. If the repair is performed by another
surgeon, it may be billed at 100%.

D. 5. 4. Surgical Assist

i)  Time, for the purposes of fee codes 00193, 00198, 07920, T70019 and T70020 is calculated
at the earliest time of medical practitioner/patient contact in the operating suite.

i)  Where a medical practitioner renders surgical assistance at two operations under the same
anesthetic but for which repositioning or redraping of the patient or more than one separately
draped surgical operating field is medically/surgically required, separate assistants’ fees may
be claimed for each operation, except for bilateral procedures, procedures within the same
body cavity, or procedures on the same limb.

ii) If, in the interest of the patient, the referring medical practitioner is requested by the patient
or the surgeon to attend but does not assist at the procedure, attendance at surgery may be
claimed as a subsequent hospital visit.

iv) The specialist’s assistant listings apply only to surgical procedures having unusual technical
difficulties identified and documented by the primary surgeon in a detailed note record as
necessitating the services of a certified surgical assistant. The general assistant listings are
applicable to all other situations where surgical assistance is necessary. (Also see Preamble
B. Definitions, Prefixes to Fee Codes).

v)  Where surgery is abandoned, independent consideration will be given to the fee applicable
to the assistant, to a maximum of 50 percent of the listed assistant fee for the intended
procedure.

vi) Surgical fee modifiers are excluded from the calculation for total operative fee(s) for which
surgical assist fees are based.

D. 5. 5. Cosmetic Surgery

The guidelines for MSP coverage of surgery for alteration of appearance are listed under Preamble D.
9. For cosmetic surgery not covered by MSP, the anesthetic and assistants’ fees also are not
covered. In addition, hospitalization charges are not insured for cosmetic surgical procedures not
covered by MSP.
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D. 6. Fractures and Other Trauma

a. When multiple procedures for multiple fractures and/or soft tissue injuries are done by the
same surgeon, through different incisions, the largest fee should be charged at 100% and all
subsequent fees at 75%. In cases of dissociated injuries for which the presence of one
impedes the progress of another, or in the case of multiple major fractures (e.g.: a fractured
femur and tibia in the same limb), a full fee for each (to a maximum of 3) may be charged
provided that adequate clinical evidence to support this charge is rendered with the account.

b. Open (compound) fractures: primary wound management fee(s) may be charged in addition
to the fracture fee and will be paid at the same percentage as applies to the fracture fees.
These wound management fee items are exempt from the 14 day rule (D.5.1). Secondary
wound management fees may also be charged and are exempt from the 14 day rule (D.5.1).
These primary and secondary Wound Management fees are only applicable where fee items
have been designated in a section’s schedule of fees for specific open fractures or specified
primary or secondary wound management of fractures.

c. Open reduction of fracture or dislocation when necessary - 50% extra may be charged if a
fee for open reduction is not listed.

d. All casts and plaster-moulded splints may be charged in full in addition to the procedure and
visit fees, except that cast or plaster-moulded splint applied at the time of the initial
procedure. In cases where a cast or plaster-moulded splint application or alteration is the
sole purpose of a visit, a visit fee is not chargeable. Fees for application of casts or plaster-
moulded splints are payable only when performed by the medical practitioner.

e. Open reduction of old malunited fracture - may be billed at an additional 25% of the listed
fee unless a specific fee item exists.

f. External Skeletal Fixation with closed reduction - may be billed at an additional 25% of the
listed fee unless a specific fee item exists.

D.7. Diagnostic and Selected Therapeutic Procedures

a. The listings under the “Diagnostic Procedures and Selected Therapeutic Procedures” section
of the MSC Payment Schedule may be claimed in addition to a consultation or other
assessment/visit, when performed during that visit.

If, however, the procedure takes place on a subsequent visit arranged to perform the
procedure, then that visit may not be claimed in addition to the procedure unless the fee
code for the latter is prefixed by the letter “Y”.

A subsequent visit fee will be paid in addition to the procedure if more than thirty (30) days
has elapsed between the initial visit or service and the diagnostic procedure.

b. Diagnostic procedures may be claimed in addition to surgical procedures, when applicable.

c. For multiple diagnostic procedures performed at the same sitting, the procedure having the
largest fee may be claimed in full and the remaining procedure(s) at 50 percent of the listed
fee(s), unless otherwise specifically indicated in the Payment Schedule.

d. When two diagnostic/therapeutic procedures are performed by separate medical practitioners
at the same sitting and both procedures are or should be within the competence of either
medical practitioner, the total fee claimed should be no greater than that which would be
payable if both procedures had been performed by one medical practitioner, plus one
assistant’s fee (if applicable).

e. When a medical practitioner performs a diagnostic procedure, s/he must be allowed to
appropriately perform a full or limited consultation for which s/he charges and is paid,
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regardless of what consultations and procedures have been performed by other specialists or
sub-specialists. The consultation would require a written report in addition to the report of the
diagnostic procedure.

If the diagnostic procedure is done on an initial visit, and the initial visit is for the specific
purpose of performing the diagnostic procedure, and this visit occurs on an out-patient basis
in a procedure facility (including endoscopy suites and cardiac catheterization suites), then a
limited consultation would normally be billed rather than a full consultation.

f.  Procedures designated as “extra” will be paid at 100 percent for the first “extra” and
50 percent for any additional procedures designated as “extra”. Should all procedures be
designated as “extra” then the first procedure will be deemed a regular procedure and
payment for the first subsequent “extra” will be at 100 percent and all others at 50 percent.

D. 8. Minor Diagnostic and Therapeutic Procedures

a. Minor Diagnostic and Therapeutic Procedures are defined as procedures which have a fee
value that is less than that of the office visit.

Note: To determine the service with the greatest value when a tray fee is applicable, the
amount of the tray fee will be added to the value of the procedure fee in the calculation
process.

b. When minor diagnostic or therapeutic procedures are performed in conjunction with an
assessment/visit (not a consultation) either the visit or the procedure may be claimed, but not
both. Includes fee items identified as “isolated procedures”.

c. When the performance of a minor diagnostic or therapeutic procedure is the primary purpose
of the visit (excluding home visits), the fee listed for the procedure includes the associated
assessment.

d. Ifin the course of a visit for a specific complaint, one or more procedures are performed
which are unrelated to the purpose of the visit (e.g.: URI and laceration repair), the service
having the largest fee may be claimed in full and the remaining service(s) at 50 percent of the
listed fee(s), unless otherwise specifically indicated in the MSC Payment Schedule.

e. For two or more minor diagnostic or therapeutic procedures listed in the “General Services”
section of the Payment Schedule and performed together at the same sitting, each applicable
fee may be claimed in full.

D. 9. Surgery for Alteration of Appearance

D.9. 1. General

a. Surgery to alleviate significant physical symptoms or to restore or improve function to any
area altered by disease, trauma or congenital deformity normally is a benefit under MSP.
Surgery solely to alter or restore appearance is not a benefit of MSP except under the
circumstances listed in the following policy.

b. In establishing this policy, it has been recognized that:
e peer acceptance in our society often is influenced disproportionately by the face,
e children are especially susceptible to emotional trauma caused by physical appearances,
e some procedures traditionally have been accepted as benefits of Health Insurance Plans
in spite of the obvious cosmetic nature of these procedures.

c. Emotional, psychological or psychiatric grounds are not considered sufficient reason for MSP
coverage of surgery for alteration of appearance except in children and under exceptional
circumstances in adults.

On request of the attending medical practitioner, exceptions may be made on an independent
consideration basis if the proposed surgery is to alter a significant defect in appearance
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caused by disease, trauma or congenital deformity, and if the surgery is essential to obtain
employment as documented by the attending physician and by an employer with regard to a
specific job.

d. Surgery to revise or remove features of physical appearance which are familial in nature is
not a benefit of MSP.

e. Within the context of this policy, the word "disease" does not include the normal sequelae of
aging. Surgery to alter changes in appearance caused by aging is not a benefit of MSP.

f.  Within the context of this policy, the word "trauma” includes trauma due to treatment such as
surgery, radiation, etc.

g. As the phrase “reasonable period of convalescence” is imprecise, independent consideration
will be given to more complex cases or extenuating circumstances.

h. Authorization from MSP is not required for all surgery to alter appearance. It is required only
for those categories of procedures for which some cases may not be a benefit under MSP

policy.

i. Authorization required and obtained remains valid for a period of up to two years, after which
a new authorization will be required.

Where authorization has been denied or has not been obtained when required for a surgical
procedure, the associated consultations, anesthesiology and surgical assistance also are not
covered by MSP. Hospitalization costs also will remain the patient’s responsibility.

D.9. 2. Surface Pathology

D.9.2.1. Trauma Scars

a. Neck or Face

e Includes non-hair bearing areas of the scalp.

¢ Repair of all significant and unsightly such scars, including acne scars, is a benefit of
MSP.

e Repair procedures will depend upon the lesion but may include excision, revision,
dermabrasion, etc. Rhytidectomy procedures to remove scar prominence, however, are
not a benefit of MSP.

¢ Implantation of collagen, etc. to restore contour, or chemical abrasion to reduce
hyperpigmentation are not benefits of MSP except in those rare cases where the pitting
or the pigmentation is so severe that a generally acceptable result would not be possible
without these procedures.

e MSP authorization for repair of such scars is required.

b. Scars in other Anatomical Areas

¢ Repair of scars which interfere with function or which are significantly symptomatic (pain,
local irritation, etc.) is a benefit of MSP.

e Scars with no significant symptoms or functional interference:

0) Repair is a benefit if such repair is carried out within a reasonable period of
convalescence, or is part of a pre-planned post-traumatic (including post
surgical) staged process. MSP notification must be included as part of the
planning process in the latter case.

(i) Other post-traumatic scar revision is not a benefit of MSP.

(iii) Revision of acne scars other than on the face or neck is not a benefit of MSP.
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e MSP authorization is required for all scar repair procedures.

D.9.2.2. Keloids and Hypertrophic Scars

a. Head or Neck

e The repair of all significant and unsightly scars, such as keloids, is a benefit of MSP.
e Repair procedures may include excision and/or injection.

b. Excision of keloids in other areas
¢ Not a benefit of MSP unless significantly symptomatic or there is functional impairment.

D.9.2. 3. Tattoos

a. Face and Neck

e Excision or destruction of all significant and unsightly tattoos is a benefit of MSP
e Authorization is not required, but adjudication of repair procedures will be identical to that
for scars in these areas.

b. Other Anatomical Areas

¢ Normally not a benefit of MSP
D.9.2.4. Benign Skin Lesions

Surgical, physical or chemical removal of benign lesions of the skin, including that done by
dermabrasion or chemical peel, unless the diagnosis is specifically defined as an approved indication,
in article D. 9. 2. 4. a. is not a benefit of MSP.

Examples of benign lesions that are not insured include but are not limited to the following: benign
naevi, seborrhoeic keratosis, common warts (verrucae), lipomata, uncomplicated benign dermal
and/or epidermal cysts, telangiectasias and angiomata of the skin, skin tags, acrochordons,
fibroepithelial polyps, papillomata, neurofibromata, dermatofibromata.

a. Exceptions

Destructive therapies of benign skin lesions are insured services when the treatment is
medically necessary. Examples of medical necessity include but are not limited to the
following indications:

genital warts (condylomata acuminate)

plantar warts

viral induced cutaneous tumours in the immune compromised patient
inflamed dermal and epidermal cyst

dysplastic naevi

lentigo maligna

congenital naevi

actinic (solar) keratosis

atypical pigmented naevi

lesions which cause significant pathophysiologic dysfunction

b. When a patient presents with a surface pathology, the initial visit and or consultation and/or
pathologic examination of a tissue specimen, when one is submitted, is regarded as
medically necessary to establish the diagnosis, and therefore, is an insured service.
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D.9.2.5. Hair Loss

a. Scalp or Neck

(i) Post-traumatic:

Repair to the area of traumatic hair loss is a benefit of MSP only if carried out
within a reasonable period of convalescence.
MSP authorization is required.

(iiy Other Etiology:

Not a benefit of MSP

(iii) Usual repair procedures may include skin shifts or flaps, skin grafts, or hair plugs.
b. Other Anatomical Areas

Not a benefit of MSP

D.9. 2. 6. Epilation of Hair

a. Face

e This procedure, when done for alteration of appearance, is a benefit of MSP when
rendered by medical practitioners and only for those patients with documented endocrine
abnormality, drug-induced hirsutism or from hair-bearing facial gratft.

e MSP authorization is required.

b. Other Anatomical Areas

¢ Not a benefit of MSP

D.9. 2. 7. Redundant Skin

a. Excision of redundant skin for elimination of wrinkles, etc. is not a benefit of MSP.

b. Blepharoplasty is not a benefit of MSP unless there is documented evidence of medical
necessity such as a visual field defect caused by the redundant eyelid skin and which meets
the BCMA/MSC guidelines for significant defect.

c. MSP authorization is required.

D. 9. 3. Sub-Surface Pathology

D.9.3.1. Congenital deformities

a. Face or neck
Repair is a benefit of MSP except for:

e surgery to revise or remove features which are familial in nature;
e surgery to correct ear abnormalities in patients who are sixteen years of age or over.
e MSP authorization is required, other than recognized craniofacial disorders and cleft lip.

b. Other Anatomical Areas

o Normally not a benefit of MSP if surgery is for alteration of appearance only.
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D.9.3.2 Post-Traumatic Deformities

e Reconstructive procedures are a benefit at the acute stage; within a reasonable period of
convalescence; or if part of a pre-planned staged process of repair.

e Repair procedures may include bone revision, tissue shifts and grafts, prosthesis
implantation, etc.

e MSP authorization is required for repairs beyond the acute stage.

D. 9. 3. 3. Deformities resulting from local disease (such as loss or
distortion of bone, muscle, connective tissue, adipose tissue,

etc.).

a. Head or Neck

¢ Reconstructive procedures for significant abnormalities are a benefit at the acute stage;
during a chronic disease process; within a reasonable period of convalescence, or if part
of a planned staged process of repair initiated during one of these periods.

o Repair procedures normally could include tissue grafts, flaps, shifts or cell-assisted
lipotransfer, bone revision, prosthesis insertion, etc.

¢ Face lifts, modified face lifts, brow lifts, etc. are not a benefit of MSP if skin, only, is
involved in the procedure. However, a repair such as ptosis repair or face lift with
underlying slings is a benefit of MSP if the procedure is to correct significant deformity
following stroke, cancer, VIith nerve palsy, etc.

e MSP authorization is required for repair of deformities resulting from local disease.

b. Other Anatomical Areas
¢ Not a benefit of MSP if the correction is for appearance, only.

D.9.3.4. Breast Surgery
a. Augmentation Mammoplasty

e This procedure is a benefit of MSP unilaterally or bilaterally for a female patient with
breast aplasia.

e |tis a MSP benefit unilaterally for a female patient with a severely hypoplastic breast
when the other breast is not also hypoplastic.

e A "balancing" augmentation mammoplasty may be allowed on an independent
consideration basis for correction of unilateral hypoplasia when performed in association
with approved contralateral reduction mammoplasty.

e MSP authorization is required.

b. Post-Mastectomy Reconstruction

o Unilateral or bilateral breast reconstruction, including cell-assisted Lipotransfer, is a
benefit of MSP when the procedure is subsequent to total or partial mastectomy or
prophylactic mastectomy.

e Authorization is not required but the reason for the reconstruction must accompany the
claim.

c. Reduction Mammoplasty

¢ Reduction Mammoplasty is a benefit for female patients only, where there is significant
associated symptomatology such as intertrigo, neck or back pain or shoulder grooving.
Ptosis and/or size are not sufficient grounds for MSP coverage of reduction
mammoplasty. Mastopexy is not normally covered by MSP.

e Unilateral reduction mammoplasty may be a benefit of MSP if there is gross disproportion
present, or in association with approved unilateral augmentation mammoplasty or post
mastectomy reconstruction of the contralateral breast.
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e MSP authorization is required.

d. Male Mastectomy

e This procedure is a benefit of MSP for gynecomastia.
e MSP authorization is not required.

e. Accessory breasts or accessory nipples

e Excision of such accessory tissue is a benefit of MSP.
e The appropriate fee item normally would be from the skin tumour excision listings.
e Authorization is not required.

D.9.3.5. Excision of excess fatty tissue

e This is a benefit of MSP only if there is significant associated symptomatology such as
intertrigo, pain or excoriations.

e When performed for alteration of appearance, the removal of redundant skin and fat from
the abdomen, extremities, etc. is not a benefit of MSP.

e There must be clinical evidence of substantial hyperplasia of adenomatous breast tissue.

e MSP authorization is required.

D. 9. 4. Gender Reassignment Surgery

Prior approval is required for gender reassignment surgery before the surgery is considered to be a
MSP benefit. Approval for surgery requires a medical assessment by qualified medical assessors who
have recognized and demonstrable expertise in the treatment of gender dysphoria.

Treatment for gender dysphoria refers to the guidelines provided by the World Professional
Association for Transgender Health, Standards of Care.

If MSP has not approved funding for the gender-reassignment surgery, any medical consultation(s),
anesthesiology and surgical assistance services related to the surgery, will not be eligible for MSP
funding.

D.9.5. Complications and Revisions

a. The treatment of acute medical or surgical complications resulting from surgery for alteration
of appearance and/or function is a benefit of MSP whether or not the original surgery was
covered by MSP. This includes complications resulting from trans-sexual surgery (such as
breakdown of the artificial vaginal wall). No authorization is required.

b. Reuvision of surgery for alteration of appearance, because of undesirable results, is a benefit
of MSP only if the original surgery was a benefit and if the revision either is part of a pre-
planned staged process or occurs within a reasonable period of convalescence. Correction of
the effects on appearance which are due to complications is a benefit of MSP if it is carried
out within a reasonable period of convalescence. MSP authorization is required.

D. 10. Qut-of-Office Premiums

The out-of-office premium is an additional fee that may be billed for services initiated and rendered
within designated time limits. These premiums are applicable to eligible insured medical services
provided to MSP beneficiaries and can be billed by both General Practitioners and Specialists.

For complete details, please refer to the Out-of-Office Hours Premiums section of the MSC Payment
Schedule.
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OUT-OF-OFFICE HOURS PREMIUMS

(Applicable to General Practitioners and Specialists)

Explanatory Notes

a)

b)

c)

d)

f)

9)

h)

)

The out-of-office hours premium listings apply only to those services initiated and rendered within
the designated time limits. They apply to visits to a physician's office only if the office is officially
closed during the designated time period.

Call-out charges apply only when the physician is specially called to render emergency or
non-elective services and only when the physician must travel from one location to another to
attend the patient(s).

The call-out charge applies only to the first patient examined or treated on any one special visit. A
call-out charge is applicable to each special call-out whether or not a previous call-out charge has
been billed for the same patient on the same day.

For example, a physician may provide a consultation during out-of-office hours for which a call-
out charge is applicable. The physician may then perform an operation on the same patient at a
different time during out-of-office hours. If the physician was specially called, on separate
occasions, to render both services and was required to travel from one location to another for
both services, it would be appropriate to bill a call-out charge for the consultation and a call-out
charge for the operation in addition to the regular fees for the services and any applicable
continuing care operative and non-operative surcharges.

Within the foregoing guidelines, the call-out charges are also applicable to the attending surgeon
post-operatively even though the visit itself may not be chargeable as described in Preamble D.
5. 1.

The operative continuing care surcharge applies also to surgical assistant fees.

The “home visit” (00103) and "emergency visit when specially called” listings (00111, 00112,
00115, 00205, 02005, 02505, 00305, 00405, 03005, 04005, 00505, 00605, 01705, 06005, 07005,
07805, 08005, 30005, 31005, 32005, 33005, 33205, 33305, 33405, 33505, 33605, 33705, 77005,
79005, 94005) are not payable in addition to the out-of-office hours premium. Neither are
emergency visits payable to the attending surgeon (or his/her substitute) within 10 post-operative
days from a surgical procedure (except "operation only" procedures).

The non-operative continuing care surcharge applies to delivery only (not standby time or first
stage of labour). State continuous time spent with the patient during second or third stages of
labour only.

These items are not applicable to full or part-time emergency physicians, or physicians
designated by a hospital emergency room as the on duty/on site physician. Those physicians are
referred to the Emergency Medicine Section of the Payment Schedule.

Call-out charges and continuing care surcharges are also applicable when called from home to
provide labour epidural insertions, or to provide subsequent resuscitative care under fee code
01088.

The non-operative continuing care surcharge is payable to general practitioners, medical
specialists and surgical specialists when non-operative services are provided. Continuing care
surcharges are payable to radiologists and nuclear medicine physicians only when the primary
service to which the continuing care surcharges apply are payable by MSP on a fee-for-service
basis.
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k)

Total
Fee $

The following applies in the event that a consultation or visit is followed by surgery: 1) the non-
operative continuing care surcharge applies to the consultation or visit, and 2) the operative
continuing care surcharge applies to the surgery.

Physicians providing anesthetic services may be eligible for continuing care surcharges even if
the service is initiated before 1800 hours. That portion of anesthetic services rendered within the
designated times are eligible for continuing care surcharges if they fulfil the requirements
described in the Anesthetic Continuing Care Surcharges section.

Call-Out Charges

01200

01201

01202

- Extra to consultation or other visit, or to procedure if no consultation or
other visit charged.
Evening (call placed between 1800 hours and 2300 hours and service

rendered between 1800 hours and 0800 NOUIS) ........ceeeiiiiiiiiiiiiieeiiiiee e 60.42
Night (call placed and service rendered between 2300 hours and 0800

PIOUIS) ettt e et e e e st e e e st e e e e et n e e e abreeeean 84.86
Saturday, Sunday or Statutory Holiday ..........cccevvvvviiiiiiii 60.42

(call placed between 0800 hours and 2300 hours)

Note: Claims must state time service rendered.

Continuing Care Surcharges

a)

01205
01206

01207

NON-OPERATIVE - applicable when an out-of-office hours call-out charge is
applicable or when specially called for an emergency. Timing begins after the
first 30 minutes for consultations, visits or anesthetic evaluations. Payment is
based on one half hour of care or major portion thereof. Therefore, the first
surcharge is billable after 45 minutes of continuous care.

Applicable also, without the 30 minute time lapse and with timing continuing, to
immediately subsequent patients seen on the same call-out as an emergency.

Surcharges do not apply to time spent standing by and are based on the amount of
time providing care, regardless of the number of patients attended or services
provided.

Evening (service rendered between 1800 hours and 2300 hours) - per half

hour or major part thereof ... 55.56
Night (service rendered between 2300 hours and 0800 hours) - per half hour
or major part thereof ... 75.96

Saturday, Sunday or Statutory Holiday (Service rendered between 0800
hours and 2300 hours)
- per half hour or major part thEreof ... e s 55.56

Notes:
i) Claim must state start and end times.
i)  Where timing is continuous submit an account for each patient, indicating
"CCFPP" (continuing care from previous patient).
iii) Not applicable to full or part-time emergency practitioners or to on site
practitioners providing coverage in drop-in emergency clinics or hospital
emergency rooms.
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Total

Fee $
b) OPERATIVE - applicable only to emergency surgery or to elective surgery

which, because of intervening emergency surgery, commences within the

designated times. Applicable only to surgical procedure(s) requiring general,

spinal or epidural anesthesiology and/or requiring at least 45 minutes of

surgical time.
01210 Evening (1800 hours to 2300 hours) 38% of surgical (or assistant) fee

e 0T T 0 YU Ty g I =T o = RS 54.25

1 F= U 10T g T = o = SR SEPRR 374.24
01211 Night (2300 hours to 0800 hours) 61% of surgical (or assistant) fee

e 0110 YU Ty T =T o = SR 76.19

= MAXIMUM CRAIGE ... it e e e e s s e e e e e s sa b e e e e e e e e s snnrnsneeeeaeeeaanns 525.55
01212 Saturday, Sunday or Statutory Holiday (Service rendered between 0800

hours and 2300 hours) 38% of surgical (or assistant) fee

= MINIMUM CREAIGE ettt b e e s snneeas 54.25

= MAXIMUM CRAIGE ... e e e 374.24

Notes:

i)  When surgery commences within evening time period (1800 — 2300 hrs) and
continues into night time period (2300 — 0800 hrs), the appropriate item for
billing is determined by the period in which the major portion of the surgical
time is spent.

i)  When emergency surgery commences prior to 1800, even if the major
portion of surgical time is after 1800, surgical surcharges are not applicable.

iii) If emergency surgery commences prior to 0800 and continues after 0800,
surcharges are applicable to the entire surgical time.
iv) Claim must state time surgery commenced.

These items are not applicable to full or part time emergency practitioners,
designated by a hospital emergency room as the on duty/on site physician
and billing under the Emergency Medicine Section of the Payment
Schedule.

(c) ANESTHESIOLOGY - Anesthiology services are eligible for continuing care
surcharges when an out-of-office hours call-out charge is applicable or when
specially called for an emergency. Timing begins after the first 30 minutes for
consultations, visits or anesthesiology evaluations. Payment is based on one
half hour of care or major portion thereof. Therefore, the first surcharge is
payable after 45 minutes of continuous care when a call-out charge is
applicable. If a call-out charge is not applicable then the first continuing care
surcharge is payable after 15 minutes of continuous care as long as the
anesthetic service is rendered within the designated times.

Applicable also, without the 30 minute time lapse and with timing continuing, to
immediately subsequent patients seen on the same call-out, under the following
conditions:

i) as an emergency;

i)  to provide subsequent resuscitative care under fee code 01088;

iii)  to provide labour epidural insertion under fee code 01102.

Surcharges do not apply to time spent standing by unless code 01112 is payable

and are based on the amount of time providing care, regardless of the number of
patients attended or services provided.
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T01215

T01216

T01217

Fee $

Evening (service rendered between 1800 hours and 2300 hours)
- per half hour or major Part thEreOf .........ocueiiii s 55.56
Night (service rendered between 2300 hours and 0800 hours)
- per half hour or major Part thEreOf .........ocueii s 75.96
Saturday, Sunday or Statutory Holiday (Service rendered between 0800
hours and 2300 hours.) - per half hour or major part thereof.............cccocoeiiiiiieees 55.56
Notes:

i) Claim must state start and end times.

i)
ii)

iv)

Vi)

Where timing is continuous submit an account for each patient,
indicating"CCFPP" (continuing care from previous patient).

Not applicable to full or part-time emergency physicians or to on site
practitioners providing coverage in drop-in emergency clinics or hospital
emergency rooms.

When emergency services commence prior to 1800 hours (weekday) and
extend beyond 1800 hours, anesthetic surcharges are applicable to the time
after 1800 hours. Timing begins at 1800 hours and surcharge payments are
based on one half hour of care or major portion thereof. Therefore, the
01215 surcharge in these cases is payable after 15 minutes of continuous
care (i.e.: 1815 hours).

When emergency anesthetic services commence prior to 0800 hours and
continue after 0800 hours, anesthetic surcharges are only applicable to the
time prior to 0800 hours.

Anesthetic surcharges are applicable to services associated with elective
surgery which, because of intervening emergency surgery, extends into or
commences within the designated times.
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GENERAL SERVICES

These listings cannot be correctly interpreted without reference to the Preamble.
No additional visit fee should be charged unless extra service is rendered.

B - Service included in visit fee. For an isolated service, see Clause D. 8. Preamble.

Y - Office or hospital visit on same day extra to procedure fee.

$
Injections
B00010 Intramuscular MEdICALIONS.........ccoiiiiiie it 11.12
B00011 INtravenouS MEdICAIONS.......ocuuiiiiiiiiiie et 12.49
The following test is not payable to laboratories, vested interest laboratories
and/or hospitals:
00012 Venepuncture and dispatch of specimen to laboratory, when no other
Dlood WOrK PerformMeEd ..........oooiiiiiiiiii e 5.82
Notes:
i) This is the only fee applicable for taking blood specimens and is to apply in
those situations where a single bloodwork service is provided by a medical
practitioner.
ii)  Where a blood specimen is taken by physician’s office and dispatched to
another unassociated physician’s office or to an approved laboratory, the
original physician’s office may charge 00012 only when it does not perform
another laboratory procedure using blood collected at the same time. (See
Preamble Clause C. 21.)
iii)  When billed with another service such as an office visit, 00012 may be billed
at 100%.
B00013 Intra-arterial MediCAtIONS ...........ooiiiiii i e e 15.67
Y00014 Intra-articular medications by injection — hip (initial injection) ...........ccccoccvveennnen. 25.00
Y00015 - tendons, bursae, and all other joints (initial injection) ..................cccc . 16.62
(subsequent injections, injection fee only, includes visit fee)
00016 Intrathecal medications DY iNJECION ... 33.31
00024 Vein dissection for intravenous therapy
(Not paid in the immediate pre and post-operative phase of surgery) ................. 36.31
00019 Venesection for polycythaemia or phlebotomy - procedural fee ..........cccevvveeeeee. 30.85
00018 AUtologouS ASCitiC INFUSION .....eeiiiiiiiii e 47.30
00017 Insertion of central venous pressure catheter ...........ccooviiie e, 23.50
Blood Transfusions
00020 Administered outside hOSPItal............ooiuiiiiiiiii 61.05
00021 Administered in hOSPItal ............oooiiiiiii e 36.67
00022 Serum tranNSTUSION ..o 24.30
00023 With vein diSSECLION = @XIIa.....cciiiiiiiiiiiiiiie e 51.97

Note: The above rates include cross-matching, taking and giving of blood, and
are applicable only when the Canadian Blood Service is not available and the
attending physician accepts responsibility of the laboratory technique involved.
When using blood or plasma provided free by the Canadian Blood Service, it is to
be made clear that no charge is being made other than ordinary call rates which
are applicable.
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Anes.

$ Level
Dialysis Fees
(A) Acute renal failure

a) Haemodialysis:
33750 Blood dialysis - physician in Charge .........ccococveee i 525.22
33751 Repeat blood dialysis - physician in Charge ..........cccccvvvevee e, 197.37

Notes:

i) Maximum number of repeat dialysis on one patient is four. Thereafter bill as
chronic renal failure, under fee item 33758.
i)  When Items 33750 or 33751 are charged, there should be no charge under
items 33710, 33708, or 00081.

33752 Blood dialysis - fee for cut down by surgeon to be charged in addition to

ItEMS 33750 OF 33751ttt et e et e e et e e e sbeeeeeanes 132.78

b) Peritoneal dialysis:
33708 Subsequent NOSPILAl VISITS ........icuuiiiiiiiiie i 34.32
33756 Reinsertion of peritoneal catheter after 10 days from initial insertion .................. 51.62

Note: Item 00081 not to be charged in addition to item33723.

Where an initial peritoneal dialysis is performed and for various reasons,

haemodialysis initiated within next 48 hours, the subsequent service should be

charged under item 33758 plus item 33756 for the insertion of catheter.

(B) Chronic renal failure:

a) Haemodialysis:
33758 Performance of haemodialysis - fee to include supervision of the

procedure, history, physical examination, appropriate adjustment of

solutions, and other problems during dialysis, for each dialysis .............ccccceee... 51.62

Note: Other medical situations which may arise such as septicaemia, etc., to be

covered by item 00081 and always to be accompanied by an explanation when

billing the Plan.

b) Peritoneal Dialysis:
77380 Insertion of permanent catheter, procedural fee only.........cccccceevviiiiiniiecinn. 188.51 3
33723 Performance of initial peritoneal dialysis chronic or acute renal failure, to

include consultation and tWo WEEKS' CAre ..........ccooiiuiiiieiieeiiiiiiieee e 392.94
33759 Performance of each peritoneal dialysis thereafter, - fee to include super-

vision of procedure, history, physical examination, appropriate adjustments

of solutions, and any other problem that may arise during dialysis..................... 51.62

Notes:

i) Other situations requiring medical care such as bacteriaemias, etc., to be
covered by item 00081 in the Payment Schedule and always to be
accompanied by an explanation.

ii) If a period greater than three months elapses since last dialysis, then charge
as initial dialysis 33723.

Medical Services Commission — July 1, 2017 General Services 3-2



33761

Home Dialysis

Supervision of home dialysis - per WeekK ........cccceveviiiiciiiiiee e 62.41
Note: This fee item covers all services per week necessary for home or limited care

dialysis and includes consultations and visits of all types. Should a patient take ill

with a condition totally unrelated to renal care or require hospitalization for any

reason, then other appropriate fee items may be billed in lieu of fee item 33761.

Immunization Skin Tests

B0O0030
B00031
B00034

10010
10011

10012
10013

10014

10015
10016
10017
10018

10019

10020
10021
10022
10030
10023
10024
10025
10026
10027

10028
10029

Diagnostic skin tests (Schick, Dick, TB., and Frei.).....ccccccccviviiiieeee e 8.74
Vaccination against smallpox (with certificate)........ccccceevviiiiiiieeie e 8.44
Subcutaneous injections, including desensitization treatments,

immunization, oral polio vaccine, etc.

(maximum charge per SittiNg - 3).....c.vveiiiiiie e 11.12

Immunizations for Patients 18 Years of Age or Younger

Notes:
i) For immunizations of patients age 19 or older, use fee item B0O0010,
B00034.
i) Not payable for immunizations required for travel, employment and
emigration.

iii) Payable per injection.

iv) Payable in full with an office visit to a maximum of 4 injections per patient
per day.

v) Not payable on the same day with BO0010, BO0034.

DTaP-IPV (Diphtheria, Tetanus, Pertussis, POlIO)........ccccccvviiiiiiiieeeee e 5.31
DTaP-IPV-Hib (Diphtheria, Tetanus, Pertussis, Polio, Hib) ........cccccccoeviiinnnn. 5.31
Note: Not payable with 10010 or 10018 on the same day, same patient.

Td (Tetanus, DIPhthEria) ........occeiioiii e 5.31
Td/IPV (Tetanus, Diptheria, POlO)...........uuuviiiiiiiiiiiiiiiiiiiiiiisveieisveeeeeeseeeeeesseeeeeeneeenes 5.31
Note: Not payable with 10012 or 10019 on the same day, same patient.

TdaP (Tetanus, Diphtheria, PErtuUSSIS) .......cccccoiiiiiiiiiiiieiiiiiee e 5.31
Note: Not payable with 10013 on the same day, same patient.

INFIUENZA (FIU) ..eeeiiiieeee et 531
HePALtiS A ... 5.31
Hepatitis B ... 5.31
Haemophilus influenza type b (Hib) ... 5.31
Note: Not payable with 10011 on the same day, same patient.

POHO (IPV) ettt ettt e et e e e e e s b e e e e e an 5.31
Note: Not payable with 10010, 10011 or 10013 on the same day, same patient.
Meningococcal C Conjugate (Men-C) .....cocooeeiiiiiiii e 5.31
Meningococcal Quadrivalent Conjugate (Groups A,C,Y, W-135) ..............eoee. 5.31
MMR (Measles, Mumps, RUDENA) ........oovvviiiiiiiiiiieieieeeeeeeeeeeeeeeeeeee e 5.31
MMR/V (Measles, Mumps, Rubella and Varicella)................cccc . 5.28
Pneumococcal Conjugate (PCV13) ... 5.31
Pneumococcal Polysaccharide (PPV23) ... 5.31
= 11 SRS 531
Varicella (ChICKENPOX)......ciiiiiiiiieiiiiie ettt e e e snnaeee s 5.31
DTap-HB-IPV-Hib (Diphtheria, Tetanus, Pertussis, Hepatitis B, Polio, Hib) .......... 5.31
Note: Not billable with fee items 10010,10011,10012, 10013, 10014,10017, 10018.

HPV (Human PapilloMAaVirUS) ........cocueiieiiiiieiiiie e 5.31
0 £= 1Y (1 SRS 5.31
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Anes.

Miscellaneous

T0O0039

P15039

15040

$ Level

Oral opioid agoniSt trealMENT ........ccoiiuiiiiiiiiiee e 23.19

Notes:

i)  The physician does not necessarily have to have direct face-to-face contact
with the patient for these fees to be paid.

ii) 00039 is the only fee payable for any visit or medically necessary service
associated with oral opioid agonist treatment. This includes but is not limited
to the following:

a) Atleast one visit per week with the patient during the induction of

oral opioid agonist treatment.

b) At least one visit per month with the patient after induction/
stabilization on oral opioid agonist treatment is complete.
Exceptions to this criterion are where the patient resides/works in an
isolated locale which is a significant distance from the prescribing
physician.

c) Case management/treatment planning with care team.

d) Supervised urine drug screening and interpretation of results.

e) Counselling by a physician.

f)  Communication with non-physician counsellor.

g) Communication with dispensing/supervising pharmacist.

h) Communication with primary care physician.

i) Communication with hospital-based physician when patient admitted
to hospital.

iii) Claims for visit fees are not payable in addition.

iv) This fee is payable once per week per patient regardless of the number of
visits per week.

v) This fee is not payable with out of office hours premiums.

vi) Eligibility to submit claims for this fee item is limited to physicians who are
actively supervising the patient’s continuing use of oral opioid agonist
medications for treatment of opioid use disorder.

vii) This payment stops when the patient stops oral opioid agonist treatment.

GP Point of Care (POC) testing for opioid agonist treatment................cecccuvveeen.. 12.53

Notes:

i) Restricted to patients in opioid agonist treatment.

i) Maximum billable: 26 per annum, per patient.

iii) Confirmatory testing (reanalyzing a specimen which is positive on the
initial POC test using a different analytic method) is expensive and seldom
necessary once a patient is in treatment for opioid use disorder. Accordingly,
confirmatory testing should be utilized only when medically necessary and
when a confirmed result would have a significant impact on patient
management.

iv) This fee includes the adulteration test.

v) Only POC urine testing kits that have met Health Canada Standards are to be
used.

GP Point of Care (POC) testing for amphetamines, benzodiazepines,

buprenorphine/naloxone, cocaine metabolites, methadone metabolites,

OPI0IAS AN OXYCOUONE ... ..eiiiiiiiiie ittt ettt e et e et e e e sbneeeeanes 12.53

Notes:
i)  Not billable for patients in opioid agonist treatment.
ii) Confirmatory testing (re-analysing a specimen which is positive on
the initial POC test using a different analytic method) is expensive
and should be utilized only when medically necessary and when a
confirmed result would have a significant impact on patient management.
iii) This fee includes the adulteration test.
iv) Only POC urine testing kits that have met Health Canada Standards
are to be used.

Medical Services Commission — July 1, 2017 General Services 3-4



00040
B00041
00042

00043

Hyperbaric Chamber

00025
00026
00027
00028
00046

$
Stomach lavage and QAVAGE ........coooiuiiieiiiiiee et 26.08
UItrasound tre@tMENTS ........ooiiiiiiiieiiie ettt e e e e e s e eeeeeae s 8.59
Mileage, per mile one way (in the country beginning 5 miles
[8 kilometres] from town centre, in the city from the boundary the city)................. 271
Note: To be billed only in unusual emergencies; submit explanation with claim.
Anticoagulation therapy by telephone ... 6.83
Note: Use of hyperbaric chamber is insured under the Medical Services
Plan only for a limited number of conditions. (Diagnosis required with
submission of account).
Where no other fee is charged - physician in chamber - 1st % hour ................... 80.41
- each additional 15 MNS....cc.coiiiiiiiiiece e 41.29
- physician outside chamber - 1St Y2 NOUF .........cueeiiiiiiiiiiiiee e 54.77
- each additional 15 MINS.....ccooiiiiiiiiiiiie e 29.07

Additional charge to pertinent medical, anesthetic or surgical fee, per hour ....... 27.95

Eye Bank Services

00050

00051

Enucleation of eye(s) for use in corneal transplant .............cccocccvierieniiiiiinnnnn. 137.09
Note: Payment of this fee item is limited to:
i) enucleations yielding tissue which is confirmed by the Eye Bank of
British Columbia as falling within its guidelines for enucleations and
i) enucleations where the donors were insured by the Medical Services
Plan at the time of death.

Corneal tiSSUE PrOCESSING ...cccvvveiiiiieieeee e 371.37
Note: Payment of this fee item is limited to:
i) corneal tissue which is processed by the Eye Bank of British
Columbia
ii) corneas which are used for transplant into recipients who are insured
under the Medical Services Plan.

Certificates, etc.

00062

00064

00065

00066

00067

Initial "in-care" or adoption examination of a well baby or child (with

report) (fee for each doctor)..........ccoo oo 75.63
Subsequent "in-care" or adoption examination by same doctor within six

[0T0] 0110 LS PR PP UTTPPRPR 34.01
Investigation, with completion of B.C. Mental Health Act Forms 3, 4 or 6

(fEE PEF UOCION) .ttt e e e 101.20
Completion of B.C. Mental Health Act Forms 3, 4 or 6, on previously

ASSESSEU OF treAtEA CASES....ciiiiiiiie ittt ettt e e sbeeeeeans 45.49
Investigation with cancellation of B.C. Mental Health Act Forms 4 or 6,

and subsequent voluntary treatment Status ............ccoccveieeiieee i 45.37
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Emergency Care

1.

00081 is to be used for the evaluation, diagnosis and treatment of a
critically ill patient who requires constant bedside care by the physician.

A critically ill patient may be defined as a patient with an immediately life
threatening illness/injury associated with any of the following conditions:
(which are given as examples)

a) Cardiac Arrest

b)  Multiple Trauma

c) Acute Respiratory Failure

d) Coma

e) Shock

f)  Cardiac Arrhythmia with haemodynamic compromise

g) Hypothermia

h) Other immediate life threatening situations

00081 includes the following procedure items where required:
defibrillation, cardioversion, peripheral intravenous lines, arterial blood
gases, nasogastric tubes with or without lavage and urinary catheters (as
part of a cardiac arrest).

00081 includes the time required for the use and monitoring by the
physician of pharmacologic agents such as inotropic or thrombolytic
drugs.

All other procedural fee items not specifically listed in #3 above are not
included in 00081. Below are listed some of the procedures that are not
included and which therefore, may be billed in addition when rendered:
(note - the time required for these procedures should be noted with the
claim and deducted from the 00081 time).

a) Endotracheal Intubation - as a separate entity, i.e. not part of a

cardiac arrest or followed by an anesthetic.

b) Cricothyroidotomy

c) Venous cutdown

d) Arterial catheter

e) Diagnostic peritoneal lavage

f)  Chest tube insertion

g) Pacemaker insertion

00081 is not intended for standby time such as waiting for laboratory
results, or simple monitoring of the patient.

When a consultation fee is charged in addition to 00081, for billing
purposes the consultation fee shall constitute the first half hour of the time
spent with the patient.

When surgery is performed by the same doctor after prolonged
emergency care, the surgical fee may be charged in addition to the
appropriate emergency care fee.

When a second or third physician becomes involved in the emergency
care of a acutely ill patient requiring continuous bedside care, item 00081
is applicable just as it is to the attending physician who is first on the
scene.
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00081
00082

00083

00084

$

Emergency care, per ¥ hour or major portion thereof ............cccoocceiiiiiiiiinenn. 103.44
Monitoring of critically ill patients (when modification of the care and
active intervention is not necessary), per half hour or major portion thereof ....... 62.05

Crisis Intervention

Personal or family crisis intervention: Applies to situations where the

attending physician is called upon to provide continuous medical

assistance at the exclusion of all other services in periods of personal or

family crisis caused by rape, sudden bereavement, suicidal behaviour

or acute psychosis - per ¥2 hour or major portion thereof ............cccccveeeiiinnnen, 103.45
Notes:

i) Timing for this listing begins after the first hour if a consultation or complete
physical examination is rendered or after 30 minutes if a regional
examination, counselling, etc. is rendered. Claims for more than 3 hours
under fee item 00083 will be given independent consideration by the Medical
Services Plan.

i) The item does not include time spent collecting legal evidence of possible
sexual assault. Such is billable to the local police station or RCMP.

Accompanying patient(s) to a distant hospital, where medically required -

per %2 hour or major portion thereof.................ccc 217.41
Notes:
i) When acco_mpanyin?_a patient to a distant hospital, charge portal to portal
for time while patient is under the exclusive care of the accompanying
physician.
i) Time for standing by and return trip are included and may not be billed in
addition.

iii) Payment is not applicable to layover or return travel time. Claims for travel,
board and lodging are not payable by the Plan. Physicians who accompany
a patient who is being transferred will, upon application to the Health
Authority, be reimbursed for expenses reasonably incurred during, and
necessitated by, the transfer. Please refer to Preamble C. 23.

Trauma - General Services:

Anes.
Level

These fees are intended for the Trauma Team Leader (TTL) within the facility (or facilities) that a trauma
patient may arrive at, requiring treatment.
Trauma Team Leader Assessment and Support fees (10087, 10088, and 10089) will be paid for services
to patients demonstrating any one of the following criteria:

Trauma Team Activation Criteria:

i)  Shock - confirmed Blood Pressure < 90 at any time in adults.

i)  Airway Compromise including intubations.

iii) Transfer patients from other Emergency Departments receiving blood to maintain vital signs.

iv)  Unresponsiveness — Glasgow Coma Score < 8 with a mechanism suggestive of injury.

v)  Gunshot or other penetrating wounds to head, neck, chest, abdomen or proximal extremity (at or
above knee or elbow).

vi) Autolaunched Trauma Patient.

vii) Pediatric Trauma Patient under 16 years of age.

viii) Special consideration will be given for patients with significant co-morbidities, pregnant patients, and
patients <5 years of age and >65 years of age.
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Anes.
$ Level

Trauma Team Consults:

i)  Spinal cord injury (confirmed or suspected).

i) Vascular compromise of an extremity with a traumatic mechanism.
iii) Amputation proximal to the wrist or the ankle.

iv) Crush to the chest or pelvis.

v) Two or more proximal long bone fractures (ie: humerus, femur).

vi) Burns

- Partial thickness (2°) burn > 10% and full thickness (3°) burn
- Electrical or lightning burn
- Chemical burn or Inhalation injury
- Burn injury in patients with significant co-morbidities
- Burn injury with concomitant trauma
vii) Obvious significant injury and - Falls > 20 feet.
viii) Obvious significant injury and - Pedestrian hit (thrown or run over).
ix) Obvious significant injury and - Motorcycle crash with separation of the rider and bike.
X)  Obvious significant injury and - Motor vehicle crash with either
- Ejection
- Rollover
- Speed > 70 kph
- A death at the scene
xi) Patients with possible head injury and GCS less than 13.

All Trauma Assessment and Support fees include:

- Consultation and assessment

- subsequent examinations of the patient

- family counselling

- teleconference with higher level trauma facilities

- ongoing and active daily surgical management of trauma patients including but not limited to:

performing tertiary and quaternary survey physical exams

assessment and management of active and passive body core warming

care of traumatic wounds or burns (including suturing) not requiring a general anesthetic
obtaining appropriate surgical consultations and transfer to higher level facilities when
needed

coordinating with the transplant organ retrieval team, family counselling (related to organ
donation) and obtaining consent for organ procurement

- usual resuscitative procedures such as endotracheal intubation, tracheal toilet and artificial

ventilation

- extraordinary resuscitative procedures such as resuscitative thoracotomy or emergency surgical

airway

- all necessary measures for respiratory support

- insertion of intravenous lines, peripheral and central
- bronchoscopy

- chest tubes

- lumbar puncture

- cut-downs

- arterial and/or venous catheters and insertion of SWAN-GANZ catheter
- pressure infusion sets and pharmacological agents

- insertion of CVP lines

- defibrillation

- cardio-version and usual resuscitative measures

- insertion of urinary catheters and nasal gastric tubes
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$
- securing and interpretation of laboratory tests
- oximetry
- transcutaneous blood gases
- intra-cranial pressure (ICP) monitoring, interpretation and assessment when indicated
- suturing of wounds not requiring a general anesthetic
- ensuring adequate DVT prophylaxis
- reduction of fractures and dislocations (including casting) not requiring a general anesthetic
- clearance of C-spines or appropriate referral
10087 Trauma Team Leader - Initial Assessment, Secondary Survey and
S]] o] oo 1 AR TP OPPP PP RPPPPIN 298.44
Notes:
i) Restricted to General Surgeons
ii) Indicated for those patients experiencing any of the Trauma Team Activation
Criteria.
iii)  Minimum of 2 hours of bedside care required on Day 1 (excluding stand by
time).
iv) Start and end times to be recorded on patient’s chart.
v) Payable in addition to the adult and pediatric critical care fees at 100%.
vi) Not paid with any consult, visit or emergency care fees, by the same
practitioner on the same date of service.
vii) Paid to only one physician for one patient, per facility, per day.
10088 Trauma Team Leader — Tertiary Assessment (after 24 hrs. and before 72
NES.) oo 102.82
Notes:
i) Restricted to General Surgeons
ii) Not paid on same date of service as 10087 or 10089.
iii) Not paid unless 10087 has been previously claimed (on same PHN).
iv) Not paid in addition to the adult and pediatric critical care fees by the same
practitioner.
v) Not paid with any consult, visit or emergency care fees, by the same
practitioner, on the same date of service.
vi) Payable to only one physician for one patient, per facility, per day.
10089 Trauma Team Leader Subsequent Hospital Visit (Days 3 — 15 inclusive)........... 77.82
Notes:
i) Restricted to General Surgeons
ii) Not paid on same date of service as 10087 or 10088.
iii) Not paid unless 10087 has been previously claimed (on same PHN).
iv) Not paid in addition to the adult and pediatric critical care fees by the same
practitioner.
v) Not paid with any consult, visit or emergency care fees, by the same
practitioner, on the same date of service.
vi) Payable to only one physician for one patient, per facility, per day.
Tray Service Fee
00044 T I = NV =T PP PPPPPP 5.10
Notes:
i) 00044 is applicable to fee items 00190, 00217, 00744 and 14560 only.
ii) Applicable to 14560 only when disposable speculum is used.
00080 Minor Tray - is defined as the use of sterile tray suitable for cautery,
cryotherapy, dilation or similar procedure ...........ccccooiiiiiiiiiiiniii e, 10.24
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Anes.

$ Level
00090 Major Tray - is defined as the use of sterile instrument tray requiring local
anesthetic and/or suture material or similar supplies, or plaster cast
material, and endoscopy requiring sterile instrumentation..................ccccoveeeeeeennn. 30.71

Note: Applicable to 04111 only when rendered in private (non-funded) facilities.
Not applicable when rendered in hospital or other publicly-funded facilities

Notes — General for Tray Fees

i) Tray fees are only applicable where the costs are actually incurred by the
physician.

ii) Tray fees are only applicable in conjunction with the procedures included in
the attached lists. Other procedures will be given independent consideration
with the British Columbia Medical Association Tariff Committee.

iiiy Tray fees are not applicable when the service is performed at a funded
facility (e.g.: hospital, D&T Centre, Psychiatric Institution, etc.).
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S00571

S00701
S00704
SY00715
SY00716
SY00718
S00723
S00727
S00732
S00745
S00747
ST00748
S00759
S00760
S00785
S00807
S00808
S00874
S00878
SY00907
SY00908
SY00909
01036
01037
01135
01138
01140
01141
01142
01143
01144
01145
S02107
S02150
S02152
S02153
PS02154

S02156
S02157
S02171
02251
02254
02255
02266
02274
02307
02308
02317
02318
S02322

PROCEDURES ELIGIBLE FOR
MAJOR TRAY FEES

Pediatric Oesophagogastroduodenoscopy in a patient 16 years of age
and under

Direct laryngoscopy

Cystoscopy dilation and Panendoscopy

Sigmoidoscopy with biopsy

Sigmoidoscopy Flexible

Sigmoidoscopy Flexible with Biopsy

Sialogram (per duct) or galactograms (per blast) - procedure fee for Injection
Salpingogram - procedural fee

Voiding cysto-urethrogram — procedural fee

Peripheral or Subcutaneous Lymph Node Biopsy

Prostate biopsy - procedural fee

Bone biopsy under local/regional anesthetic

Chest Aspiration Paracentesis

Paracentesis Abdominal

Endometrial biopsy

Diagnostic Hysteroscopy

Diagnostic Hysteroscopy with Biopsy(s)

Urethral Profilometry

Cystometry (includes pelvic floor EMG)

Endoscopic Examination of the Nose and Nasopharynx
Endoscopic Examination of the Nose and Nasopharynx with biopsy
Flexible fiberoptic nasopharyngolaryngoscopy

Epidural Block: Thoracic

Epidrual Block: Cervical

Epidural Block: Lumbar

Epidural Block: Caudal blocks

Nerve root or facet blocks — cervical - single

Nerve root or facet blocks — cervical - multiple

Nerve root or facet blocks — thoracic - single

Nerve root or facet blocks — thoracic - multiple

Nerve root or facet blocks — lumbar - single

Nerve root or facet blocks — lumbar - multiple

Repair of eyelid margin defect, requiring layered closure

Chalazion Excision

Tarsorrhaphy

Ectropion - Ziegler or Simple Procedure

Ectropion/Entropion - complicated, including neoplasms and plastic repair - requires both
repair and associated lid shortening and/or skin grafting

Eyelid Margin Tumour - Benign Excision (operation only)

Eyelid Tumour - Benign Excision (operation only)

Pterygium or Limbus Tumour (operation only)

Myringoplasty

Myringotomy unilateral - with insertion of aerating tube (operation only)
Exploratory tympanotomy

Myringoplasty - Paper patch, ear drum (operation only)
Myringotomy bilateral - with insertion of aerating tube (operation only)
Naso-antral window — single (operation only)

Naso-antral window - double

Electrocoagulation of turbinates — one side (operation only)
Electrocoagulation of turbinates — both sides (operation only)
Removal of nasal polypi — unilateral (operation only)
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S02323
02324
02325
02341
02345
02346

02412
02413

02419
02447
02535
02538
03211
04032
04111

04300
04301
04312
04317
04404
04405*
04406
S04500
04510
04536
06027
06046
06051
06052
06060
06075
06076
06077
06079
06125
06126
06131
06156
T06182
06186
06187
06188
06193
06197
06210
06218
06219
S06258
07025
07041
07045
V07053
07110
V07111
V07112

Removal of nasal polypi - bilateral

Antral lavage — unilateral (operation only)

Antral lavage — bilateral (operation only)

Posterior nasal packing — to include balloon control of epistaxis (operation only)
Drainage of abscess or haematoma of septum (operation only)

Posterior nasal packing with trans-oral gauze pack, under local, topical or general
anesthesiology (operation only)

Biopsy of larynx and/or cauterization (including laryngoscopy) (operation only)
Operative control of post-tonsillectomy or post-adenoidectomy haemorrhage requiring local or
general anesthetic

Direct or indirect laryngoscopy with foreign body removal

Incision of peritonsillar abscess — under local anesthetic (operation only)
Maxillary Sinus Endoscopy

Laryngostroboscopy

Muscle Biopsy

Biopsy of vulva, excisional lesion > /=2 cm

Therapeutic abortion (vaginal), by whatever means — less than 14 weeks gestation
(operation only)

Hymen Incision (operation only)

Bartholin's cyst excision (operation only)

Resection of labia minora (operation only)

Biopsy Vulva, lesion <2 cm

Cyst Vaginal Inclusion Removal (operation only)

Removal of other vaginal cyst (operation only)

Operation for removal of vaginal septum (operation only)

Cervix dilatation and curettage (operation only)

Biopsy of cervix, with dilation and curettage (operation only)

Cone Biopsy Cervix (includes D&C)

Repair of torn (split) earlobe (simple)

Free Skin Grafts - less than 6.5 sq. cm (operation only)

Free Skin Grafts - finger tip (operation only)

Free Skin Grafts - head and neck - 6.5 sq. cm or less

Free Skin Grafts - mouth

Eyelid and lip wounds avulsed and complicated

Nose and ear wounds avulsed and complicated

Lacerations of the scalp, cheek and neck complicated

Minor burns debridement, surgical (operation only)

Blepharoplasty - Simple

Blepharoplasty - Complicated

Accessory Auricle (operation only)

Periperhal nerve: transplant of neuroma

Ganglia of tendon sheath or joint

Tenoplasty

Tenoplasty - 2 or more tendons

Tenolysis

Palmar Fasciectomy - more than one digit

Tenosynovitis, finger (operation only)

Neurolysis external

Amputation, Transmetacarpal

Amputation, Finger (operation only)

Neurolysis and exploration of Peripheral Nerve

Biopsy, Temporal Artery (operation only)

Aspiration: abdomen or chest (operation only)

Abscess Anterior Closed Space (operation only)

Excision of nail bed, complete, with shortening of phalanx

Multiple ligations and stripping tributaries: - 3 to 5 incisions (operation only)
Multiple ligations and stripping tributaries: - 6 or more incisions

Ligation of 2 or more perforators
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07464 Sigmoidoscopy, flexible; diagnostic — with removal of polyp(s) (operation only)

V07470 Microdochectomy, Nipple exploration

07516 Excision of salivary cyst (operation only)

07685 Pilonidal Sinus

S08262 Meatotomy and plastic repair (operation only)

S08264 Urethra dilation (operation only)

S08301 Dorsal slit (operation only)

S08340 Epididymis abscess incision (operation only)

S08345 Vasectomy — bilateral (operation only)

08513 Dacrocystogram

08595 Cystogram or Retrogradeurethrogram (not including catheterization)

SY10714 Proctosigmoidoscopy, rigid, diagnostic

SY10750 Transnasal esophagogastroduodenoscopy (TGD), procedural fee

S10761 Esophagogastroduodenoscopy (EGD) , including collection of specimens
by brushing or washing, per oral - procedural fee

S10762 Rigid esophagoscopy, including collection of specimens by brushing or
washing, - procedural fee

Excision - Diagnostic, Percutaneous:

S11230 Shoulder Girdle, Clavicle and Humerous Needle biopsy under GA

S11330 Elbow, Proximal Radius and Ulna Needle biopsy under GA
S11430 Hand and Wrist Needle biopsy, under GA

S11530 Pelvis, Hip and Femur Needle biopsy, under GA

S11630 Femur, Knee Joint, Tibia and Fibula Needle biopsy, under GA

Excision - Diagnostic:

S11730 Tibial Metaphysis (Distal), Ankle and Foot Needle biopsy, under GA

Excision - Diagnostic, Percutaneous:

Vertebra, Facette and Spine

$11830 Needle biopsy - soft tissue/bone - thoracic spine, under GA
$11831 Needle biopsy - soft tissue/bone - lumbar spine, under GA

13600 Biopsy of skin or mucosa (operation only)

13601 Biopsy of facial area (operation only)

13611 Laceration or foreign body, Minor (operation only)

13612 Laceration, Extensive (operation only)

13620 Scar or tumour Excision (operation only)

13622 Localized carcinoma of skin, proven histopathologically (operation only)

13623 Excision of tumour of skin or subcutaneous tissue or small scar under local anesthetic —
face (operation only)

13632 Removal of nail - with destruction of nail bed (operation only)

13633 Wedge excision of one nail (operation only)

13650 Hemorrhoid Thrombotic, Enucleation (operation only)

14540 Insertion of IUD

Local tissue shifts: Advancements, rotations, transpositions, "Z" plasty,
etc:

20221 Single or multiple flaps under 2 cm in diameter used in repair of a defect
(except for special areas as in 20225) (operation only)
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20222
20223
20224
20225

20226
20227
20228
S§33322

S33373
33374
51016
51017
51019
51020
51021
57270
61025
61026

PS61250
PS61251
PS61252

SP61310
SP61311

SP61313
SP61314

SP61316
SP61317
SP61318

P61324
P61325
P61327

P61326
P61328
P61329

P61330
P61331
P61332

SP61333

Single

Multiple

- with free skin graft to secondary defect
Eyebrow, eyelid, lip, ear, no se - single

Full-thickness grafts:

Eyelid, nose, lips, ear

Finger, more than one phalanx
Sole or palm

Therapeutic injection(s), sclerosis, band ligation, and/or clipping for Gl
hemorrhage, bleeding esophageal varices or other pathologic conditions

— operation only

Colonscopy with flexible colonoscope - biopsy
Colonscopy with flexible colonscope — removal polyp
Cast - Short Arm (elbow to hand)

Cast - Long Arm (axilla to hand)

Cast - Below Knee

Long leg cylinder

Cast - Long Leg

Fasciectomy - plantar

Blepharoplasty, simple, non-cosmetic (bilateral)
Blepharoplasty, complicated, non-cosmetic (bilateral)

Cell-assisted Lipotransfer — Aspiration
- Volume less than 20 ml

- Volume between 21-60 ml

- Volume greater than 60 ml

Trunk, Arms and Legs
Resulting in repair less than 5 cm (operation only)
Resulting in a repair 5 - 10 cm (operation only)

Face, scalp, neck, genitalia, hands, feet, axilla
Resulting in repair less than 5 cm (operation only)
Resulting in repair 5 -10 cm (operation only)

Eyelids, ears, lips, nose, mucous membrane, eyebrow
Resulting in repair less than 2 cm (operation only)
Resulting in repair 2 - 4 cm (operation only)

Resulting in repair greater than 4 cm (operation only)

Advancement flap fees - Nose, Lids, Lips or Scalp:

- Up to 2 cm (operation only)

- 2.1 to 5 cm (operation only)

- 5.1to 10 cm (operation only)

Advancement flap fees - Other areas:

- 2.1 to 5 cm (operation only)

- 5.1 to 10 cm (operation only)

- defects more than 10 cm (such as a thoracic abdominal flap)

Rotations, transpositions, Z-plasty, Limberg or V-Y type flaps
Trunk

Defect up to 40 cm?

Defect 40 cm” to 100 cm”

Defect greater than 100 cm?

Arms, legs and scalp
Defect up to 6 cm®
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P61334  Defect 6 cm” to 19 cm?
P61335 Defect greater than 19 cm?

Axilla, cheeks, chin, feet, forehead, genitalia, hands, mouth and neck
SP61336 Defect up to 6 cm?
SP61337 Defect 6 cm”to 19 cm?
P61338 Defect greater than 19 cm?

Ears, eyelids, lips and nose
SP61339 Defect up to 6 cm?
SP61340 Defect 6 cm” to19 cm®
SP61341 Defect greater than 19 cm?

Revision of Graft
P61342 Revision, less than 2 cm
P61343 Revision, between 2 and 5 cm
P61344 Revision, greater than 5 cm

Full-thickness grafts:

P61350 Trunk (2 to 19 cm?) (operation only)

P61351 Arms, legs, scalp (2to 19 sz)

P61352 Axilla, cheeks, chin, feet, forehead, genitalia, hands, mouth, neck
(2'to 19 cm?)

P61353 Ears, eyelids, lips and nose (2 to 19 sz)

SP61354  Graft (pinch, split or full thickness) to cover small ulcer, toe pulp graft,
finger- tip or other minimal open area (up to 2 cm diameter) (operation

only)

Wounds — Simple, or involving minor debridement of traumatic wounds
SP61300 - upto 5 cm — other than face, simple closure (operation only)
SP61301 - upto 5 cm - on face and/or requiring tying of bleeders and/or closure
in layers (operation only)
SP61302 -5.1to 10 cm - other than face, simple closure (operation only)
SP61303 -5.1to 10 cm - on face and/or requiring tying of bleeders and/or closure
in layers (operation only)
P61360 Eyebrow ptosis repair- simple skin excision- non-cosmetic — unilateral
P61361 Eyebrow ptosis repair — simple skin excision — non-cosmetic — bilateral

Extensor - primary or secondary repair
P61368 - first tendon

70041 Fine Needle aspiration of solid or cystic lesion (operation only)

70470 Breast biopsy incisional (operation only)

70471 Breast biopsy excisional (operation only)

70472 Stereotactic or ultrasound-guided core needle biopsy: - 1 to 5 core samples (operation only)
70473 Stereotactic or ultrasound-guided core needle biopsy: - 6 to 10 core samples (operation only)

Removal of Tumours or Scars

V70116 Removal of tumour (including intraoral) or scar revision —2 to 5 cm
(operation only)

V70117 Removal of tumour (including intraoral) or scar revision — 5.1 cm to 10cm

Local tissue shifts: Advancements, rotations, transpositions, “Z” plasty,
etc.

V70119 Single flap under 2cm in diameter used in repair of a defect (except for
special areas as in V70124 (operation only)

V70120 Single flap for lesion greater than 2cm
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V70121

V70122
V70123

V70124

S71281
SV71682
71684
71686
T71690

72669
72670
72672
77045
77050
77055
77060
77065
77142

Single flap for lesion greater than 2cm with free skin graft to secondary
defect

Multiple flap for lesion greater than 2cm

Multiple flap for lesion greater than 2cm with free skin graft to secondary
defect

Eyebrow, eyelid, lip, nose — single

Removal of indwelling Enteral tubes with or without exploration of tube
insertion site:

- requiring local or regional anesthesia (operation only)

Botox injection for anal fissure

Papillectomy or excision of anal tag or polyp — single (operation only)
Papillectomy or excision of anal tag or polyp — multiple (operation only)
Hemorrhoid(s); office procedure —infrared photocoagulation to include proctoscopy
(operation only)

Excision rectal tumour - 0 to 2.5 cm (operation only)

Excision rectal tumour - 2.6 to 5 cm

Electrodessication or fulguration of malignant tumour of rectum (operation only)
Varicose veins, injection, each visit

Compression sclerotherapy initial - uncomplicated

Compression sclerotherapy - complicated

Compression sclerotherapy - repeat

High ligation, long saphenous

Removal of totally implantable access device (e.g.: portacath), operation

only
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PROCEDURES ELIGIBLE FOR
MINOR TRAY FEES

00019 Venesection for polycythaemia or phlebotomy

00218 Curettage and electrosurgery of Skin carcinoma (operation only)
00219 Curettage skin carcinoma, additional lesion

00424 Botulinum toxin injection

S00743 Breast lesion, non-palpable localizing
S00762 Scratch test, per antigen
Note: Minor tray fees may be paid in addition if a minimum of 16 antigens are used.
S00763 Scratch test — children under 5 years of age, per antigen
Note: Minor tray fees may be paid in addition if a minimum of 14 antigens are used.
S00765 Annual maximum (to include scratch or intracutaneous tests) for each physician — per patient
S00784 Cervix punch biopsy
S00803 Loopogram
S00811 Joint injection, aspiration or arthrogram, under radiological guidance
01042 Nerve block paravertebral sympathetic
T01124 Periperhal nerve block - single
T01125 Peripheral nerve block - multiple
S02076 Botulinum toxin injection for strabismus
S02118 Snip procedure, two or three (operation only)
S02119 Dacryocyst-ostomy (operation only)
S02120 Punctum dilation
S02122 Lacrimal duct probing local anesthetic (operation only)
S02147 Trichiasis, electric (operation only)
S02148 Cryotherapy of eyelids (operation only)
S02167 Cauterization or cryotherapy of corneal ulcer (operation only)

02210 Paracentesis of the ear drum (operation only)

02221 Aural polyp removal or debridement, foreign body removal (operation only)

02303 Cauterization of septum, electric (operation only)

02364 Nasal fracture - simple reduction (operation only)

S02365 Nasal fracture - reduction and splinting (operation only)

02452 Sialolithotomy - simple, in duct (operation only)

04305 Venereal warts (operation only)

04503 Cervix, cryosurgery, cautery or excision (operation only)

04509 Cervical polypectomy (operation only)

04533* Electric cauterization, cervix (operation only)

06028 Abscess, web space (operation only)

06271 Alveolar fracture (operation only)

07678 Abscess - Perianal, | & D, superficial (operation only)

08601 Radiographic study of sinus, fistula, etc., with contrast media, including injection and
fluoroscopy, if necessary

13605 Abscess, superficial opening, including furuncle (operation only)

13610 Laceration or foreign body, minor (not requiring anesthesia) (operation only)

13630 Paronychia (operation only)

13631 Nail removal (operation only)

P20231 Biopsy, not sutured
P20232 Biopsy, not sutured, multiples same sitting, maximum of four (extra)
P61291 Biopsy, not sutured
70469 Breast biopsy needle core (operation only)
70674 Destruction of anal lesion, anus fulguration and condylomata (operation only)
Removal of indwelling Enteral tubes with or without exploration of tube
insertion site:
S71280 - not requiring anesthesia (operation only)
T71689 Hemorrhoid(s); office procedure (e.g.: band ligation) to include proctoscopy (operation only)
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PROCEDURES ELIGIBLE FOR
MINI TRAY FEES

00190 Forms of treatment other than excision, X-ray or Grenz ray; such as removal of
haemangiomas and warts with electrosurgery, cryotherapy, etc., per visit (operation only)
00217 Treatment of skin disorders and lesions other than: ultraviolet, x-ray, grenz ray, such as

cryosurgery, electrosurgery, etc. — extra (operation only)
S00744 Thyroid biopsy
14560 Routine pelvic examination including Papanicolaou smear
Note: Applicable to 14560 only when disposable speculum is used.
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DIAGNOSTIC AND SELECTED THERAPEUTIC PROCEDURES

These listings cannot be correctly interpreted without reference to the Preamble.
Letter prefix Y - Office or hospital visits on same day - extra to procedure fee

(@)

S00700
S00702
10700

10702

10703

S00719
S00701

S00717

SY00907

SY00908
SY00909

S00704
S00705

$

Diagnostic procedures involving visualization by instrumentation

Bronchoscopy or bronchofibroscopy - procedural fee...........occcvvvveeeeeiiiicinnenn. 111.14
Bronchoscopy with biopsy - procedural fe€...........ccccvvieeeei i, 189.20
Endobronchial CAULErY - @XIra.........cceeiiiiiiiiiiiee e e e 75.60
Notes:

i) To a maximum of 3 lesions.

i) Second and third lesion payable at 50%.

iii) Payable only with 00700 or 00702 and 10702, 10703, 00736.
iv) Not payable with 10739 or 02450.

Endobronchial cryotherapy - @Xtra ..o 75.60
Notes:
i) Toa maximum of 3 lesions.
ii) Second and third lesion payable at 50%.
iy Payable only with 00700 or 00702 and 10700, 10703, 00736.
iv) Not paid with 10739, 02450 and 02422.

Transbronchial needle aspiration (TBNA) .........ouuviiiiieiiiiimiiieieiinie. 50.41
Notes:
i) To a maximum of 3 separate stations or lesions.
i) Second and third station or lesion payable at 100%.
iiiy Payable with 00700, 00702 or 10739 and 10700, 10702, 00736.
iv) Paid at 100% with other diagnostic procedures.

TROFACOSCOPY vttt ettt e e e e 323.28
Direct laryngoscopy - procedural fEe.......c.uiiiiiiiiiiiiii 37.27
Note: 00701 not payable with bronchoscopy, except when done under general

anesthesia.

Micro-laryngoscopy - procedural fEe .......c.ovoiiiiiiiiiiiii 74.53
Note: 00717 to be charged at 50% if performed with a surgical procedure (not
payable in addition to fee items 02423, 02428 or 02429).

Endoscopic flexible or rigid examination of the nose and nasopharynx -
(o] geTot=To [N {3 o] ]| TP RPT TP PPR 32.69
- Procedure and DIOPSY .....c.uuiiiiiiiiee it 52.29
Flexible fiberoptic nasopharyngolaryngoscopy ........cccccceeeeeeeieiiiicicccceeeeeeeeee 38.62
Notes:

i) SY00909 is not payable with S00700, S00702,SY00907, SY00908 and 02540.

i) Payable only to certified Otolaryngologists.

Cystoscopy to include dilation and panendoscopy - procedural fee ................... 94.25
Cystoscopy with catheterization of ureters (with kidney function test and

injection of solution for pyelogram) to include dilation and panendoscopy -
PrOCEAUIAl FEE ...t a e 99.12
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S10761

S10762

S10763

S10764

SY10750

10708

SY00715
SY10714
SY00716
SY00718
S10730

S10731

S10732
S10733
Notes:
i)
ii)

ii)

S00710

$
Upper Gastrointestinal System:
Esophagogastroduodenoscopy (EGD) , including collection of specimens
by brushing or washing, per oral - procedural fee...........cccceviiiiiiniii i, 88.71
Rigid esophagoscopy, including collection of specimens by brushing or
washing, - Procedural fEE ...........ooiiiiiiii e 73.62
Initial esophageal, gastric or duodenal biopSY .......cccccveeeiiiiiiiiiiiice e 28.73
Notes:
i)  Paid only in addition to S10761, S10762 and SY10750 to a maximum of
three biopsies per endoscopy, in one organ or multiple organs.
i)  First biopsy paid at 100%, second and third at 50%.
Multiple biopsies for differential diagnoses of Barrett's Esophagus,
H pylori, Eosinophiic Esophagitis, infection of stomach, surveillance for
high or low grade dysplasia, Or CarCiNOMA ...........coccovieeiiiiieeiiiiie et 43.09
Notes:
i)  Paid only once per endoscopy.
ii) Paid only in addition to S10763 at 100%.
iii) Only applicable to services submitted under diagnostic codes 530,
041, 235, and 234.9.

Transnasal esophagogastroduodenoscopy (TGD), procedural fee ..................... 88.71
Note: Restricted to Gastroenterology, General Internal Medicine and General
Surgery specialists trained in this procedure.
Video capsule endoscopy using M2A capsule - professional fee: ..................... 253.71
Notes:

i) Payable for gastrointestinal bleeding suspected to originate in the small

intestine, and only after other investigations have ruled out other causes.

Lower Gastrointestinal System:
Sigmoidoscopy (with biopsy) - procedural fee............ccccoeiiii 35.85
Proctosigmoidoscopy, rigid; diagnostiC .........cccooeeieeiiiiii 33.84
Sigmoidoscopy, flexible; diagnostiC...........cooovviviii 75.22
B 11 o 1] 0 1= Y PPNt 76.45
Colonoscopy, flexible colostomy
- SINGIE OF MUIIPIE ..o 237.40
Colonoscopy, flexible, proximal to splenic flexure; diagnostic with or
without collection of specimen(s) by brushing or washing ............ccccccoviiennne. 228.97
- with removal of foreign body ... 268.96
- with control of bleeding, any method............cccooiii e, 300.53
Proctosigmoidoscopy is the examination of the rectum and sigmoid colon.
Sigmoidoscopy is the examination of the entire rectum, sigmoid colon and

may include examination of a portion of the descending colon.

Colonoscopy is the examination of the entire colon, from the rectum to the
caecum, and may include the examination of the terminal ileum.

Mediastinoscopy or anterior mediastinotomy
(combined 50% extra) - procedural fee ..o 191.08
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$
(b) (i) Diagnostic procedures utilizing radiological equipment
The following fees are separate from the fees for the radiological part of this
examination and should be charged by the attending physician or by the
radiologist who performs the procedure, e.g.: instrumentation or injection of
contrast materials:
S00722 Operative arteriography - procedural fE€ ........cccccveeiiiiiiiiiiiee e 74.65
S00721 Myelogram - procedural fEE..........coiiiiii i 43.17
S00723 Sialogram (per duct) or galactograms (per blast)
- procedure fee fOr INJECTION .........ueiii e 46.03
S00724 Presacral air insufflation - procedural fee...........ccooviiiiiii e, 38.27
S00727 Salpingogram - procedural fEE ..........cuiii i 73.44
S00728 Orthodiagram - ProCedural fEE ..........cuiii i 11.73
S00729 Fluoroscopy of chest by internist or pediatrician
- procedural fEe ..o 10.99
S00730 Catheterization of bronchi for bronchogram
- procedural fee ..o 26.85
Note: When performed in conjunction with a bronchoscopy (s00700), both fees
are to be paid in full.
S00732 Voiding cysto-urethrogram - procedural fee.........cccoeeiiiiiiiiiiiiiiiiieeccc e 19.27
S00733 Venogram, intraosseous, or intravenous - procedural fee ...........cccoeeeeiiiiiiiiieennn. 58.21
S00734 Lymphangiography or lymphography
- Surgical component (see 1tem 08614) ........cccovveieiiiiiiiee, 127.93
S00736 Bronchial brushing in conjunction with bronchoscopy (bronchoscopy
extra) - Procedural fEE EXIIa .........uuiiiiiiii i 65.97
10739 Endobronchial Ultrasound (EBUS) ..........cueeiiiiiiieiiiieee et 302.40
Notes:
i) Not payable with 00700, 00702, 02450, 10700 or 10702.
i) Feeitem 10703 and 00736 payable in addition.
S00743 Localizing of non-palpable breast I€SioN ..o 118.28
S00811 Joint injection, aspiration or arthrogram, under radiological guidance.................. 52.08
Note: If joint injection, aspiration and/or arthrogram are done at the same time,
under radiological guidance, only S00811 X 1 per joint is billable.
S00826 Biopsy Of pancreas - PErCULANEOUS .........c..eeeiiiiiee ittt sbaeee e 100.28
S00857 Percutaneous trans-hepatic cholangiogram (included in S00980).................... 110.91
S00868 Percutaneous gastrostomy/gastrojejunostomy - procedural fee.............cc........ 270.33
10735 Rectal endoscopy utilizing ultrasound (radial/linear) .........cccccoveeiiiiiiiiinennns 152.23
Note: Includes mucosal biopsy
10740 Upper Gl endoscopy utilizing radial ultrasound............ccccceeeviviciiieiereee e, 253.71
10741 Upper Gl endoscopy utilizing linear ultrasound............ccccceeeiiiiiiiiiinie e 253.71
Notes:
i) 10740 and 10741 are payable only when done in publicly funded acute care
facilities.
ii) 10741 payable at 50% when done subsequent to 10740 (same patient/same
day)
10742 Upper Gl endoscopy utilizing radial/ linear ultrasound — with biopsy using
fine needle aspiration, to a maximum of 3 — per 1eSioN ..........cccccovviiiiiiiiiiiniiniins 50.75
Notes:

i) Payable with 10740 or 10741 only
ii)  First biopsy paid at 100%. Second and third biopsies payable at 50%.
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10743

10744

Upper Gl endoscopy utilizing radial/linear ultrasound - with injection of

one of more of any of the following — metastases, nodes, masses, or

CEIIAC PIEXUS-EXIIA ..uvieeieitiiie ettt ettt et e b e e e neneee s 152.23
Note: Payable with 10740 or 10741 only.

Upper Gl endoscopy utilizing radial/linear ultrasound - with drainage of

pseudocyst (including stent insertion if performed)

2L L= PP PSP PTP PP 202.98
Note: Payable with 10740 or 10741 only.

(b) (ii) Therapeutic procedures utilizing radiological equipment

S00738

S00746

ST00921

ST00925

S00977
S00978

S00979

S00980

S00981

S00982

S00983

S00984

ST00989

ST00994

10320

Removal of biliary calculi by Burhenne technique.........ccccccovviiiiieeie i, 201.28
Reduction of intussusception using hydrostatic pressure, procedural fee............ 95.24
Note: Fee item 08576 is payable in addition, when performed.

Varicocele and/or uterine artery embolization — unilateral ...............ccccceeiiiinnn. 454.21
Varicocele and/or uterine artery embolization - bilateral ..............ccccccciveeiiinnns 658.90
Notes:

i) Feeitems T00921 and T00925 include all angiographies necessary to
perform the procedure.
i) Feeitem 08617 or 08618 payable in addition when service rendered in out-
patient department.
iii) Interventional radiology consultation is payable with T00921 and T00925.

Antegrade pyelogram (not billable in conjunction with 00978, 00979).............. 103.77
Percutaneous nephrostomy, proceduralfee ...............ccccc 294.18

Percutaneous nephrostomy, with dilatation of tract for endoscopic

urological manipulation, procedural fee.............cccco 392.16
Transhepatic biliary drainage procedure (includes 00857) ...........cevvvevvvevvvevennns 415.60
Therapeutic radiological embolization .............cccoociiiiiii i, 415.60
Percutaneous transluminal angioplasty...........cccccviieiiiiiee e 396.15
bercutaneous abdominal abscess drainage by catheter insertion .................... 270.58

Exchange of previously inserted catheter or tract dilatation for

percutaneous biliary or renal drainage ............coeeeiiiiieiiiiiee e 123.95
Extra-corporeal shock wave lithOtripSy ... 133.47
Extra-corporeal shock wave biliary lithotripsy - procedural only ....................... 163.25
Notes:

i) 00994 generally is applicable to common bile duct stones, only.

i) 00994 is applicable to stones in the gall bladder only where cholecystectomy
is contraindicated because of the medical condition of the patient. For other
cases, Clause C. 6. of the Preamble to the Payment Schedule applies.

Insertion of permanent pleural drainage catheter.............ooocviieiiiiiiiiiiiiieeeeeeen. 201.60
Notes:
i) Not to be billed for simple thoracocentesis or placement of a temporary
pigtail drainage catheter
i)  Not paid with S32031, 00749, 00759, 07924 and 08646
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10321

T00995

ST00997

T00998

T10900

10901

$
Removal permanent pleural drainage catheter ...........ccocoveiiiii i, 67.93
Note: Not paid with S32031, 00749, 00759, 07924 and 08646
Embolization of brain and spinal cord AVM’S ... 2,049.86
Notes:
i) Tolerance testing (e.g.: super selective Amytal test) performed during
embolization is included.
ii) Includes functional testing in the awake patient.
Detachable balloon embolization.............cccveiiiiiiiiiii e 1,281.78
Notes:
i) Toinclude all balloons placed during the procedure.
i) Repeat procedures billable at 100%.
Embolization of head, neck and spinal vascular lesions............ccccccceee e, 1,580.79
Notes:
i) T00995, TO0997 and TO0998 include the consultations associated with the
procedure performed, preparation of the embolizing agent(s) and
catheter(s), catheterization(s) and follow-up care of the patient by the
radiologist.
ii) T00995, TO0997 and TO0998 are billable only by physicians with appropriate
training in interventional neuroradiology.
iii) TO0995, TO0997 and TO0998 are payable once per day, regardless of the
number of embolizations or catheterizations performed, or balloons inserted.
iv) T00995 and T00998 include:
a) Diagnostic angiograms done during the procedure.
b) Angiograms performed as a separate procedure before or after the
embolization are billable.
c) Physicians may bill under miscellaneous fee code 00999 for each
angiogram when done as part of an aborted embolization procedure.
Each separate vessel injected will be considered a separate angiogram.
Payment will be made at 100% for the first angiogram and 50% for
subsequent angiograms, to a maximum of $1,700. Claims must be
accompanied by written details of vessels injected.
d) Repeat procedures performed by the same physician and done within 30
days of the original procedure will be paid at 75% of the original fee.
v) Includes 10913 if performed on same day as 00995, 00997 or 00998.
Abdominal aortic aneurysm repair using endovascular stent graft
— SECONU OPEIALON ... . 504.01
Notes:
i) Intraoperative renal artery angioplasty payable in addition at 50% of fee item
00982 when done.
i) Intravascular stent placement — extra (10919) paid in addition under 10919
at 100%.
iii) This fee will not be paid to the primary operator.
Percutaneous image guided catheter directed thrombolysis of peripheral
VEINJAITEIY 1.ttt e e et e e e bt e e e e et e e e enaeas 576.02

Notes:

i) Includes any medically necessary angiographies, any necessary imaging all
necessary catheter repositioning and ongoing assessment and care
throughout the patient’s active treatment phase.

i) Payable at 100% for the first 12 hours of care and 50% for each additional
12 hours of care up to 36 hours.
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10902

10903

10904

10905

10906

10907

10908

10909

10911

$
Peripherally inserted image-guided central Venous catheter line
(54 £ O RSP PPPPPPRR 109.72
Notes:
i) Not applicable if performed via other than peripheral access.
ii) Includes placement, venogram/angiogram, and all medically required image
guidance.
iii) May not be delegated.
Percutaneous hemodialysis graft thrombolysis ...........ccociiiiiiiiie 576.02
Notes:
i) Includes declotting and treatment of underlying cause of access failure.
i) Includes angioplasty and all necessary Imaging and intervention.
Percutaneous transcatheter arterial chemo-embolization (TACE)...........ccccc..... 576.02
Notes:
i) Fee is per session/sitting, regardless of number of lesions treated;
ii) Includes all associated imaging necessary to complete procedure;
Cerebral intra-arterial thrombolysis and/or thrombectomy..............ccccoeeeee. 1,281.78
Notes:
i) Payable once only, regardless of number of arterial territories treated.
ii) Includes all diagnostic and superselective angiograms performed during
procedure and immediate post procedure CT scans.
iii) Not payable with fee item 00998.
Image-guided percutaneous vertebroplasty - firstlevel ..........ccccccoiiinnn. 356.57
- each additional level (to @ maximum Of 3)........cccviiiiiiiiiiiie e 82.30
Notes:
i) Payable only when rendered on in-patient or day-care basis in acute care
facility.
i) Payable for osteoporotic fractures only if conservative therapy shows no or
minimal improvement after 4-6 weeks and pain remains incapacitating;
iii) Includes all associated diagnostic imaging, including post procedural CT
scan necessary to complete the procedure;
Percutaneous image-guided tumour ablation — first lesion ...........cccccccoevivvineenn. 517.92
Notes:
i) Payable only for non-resectable liver, kidney, lung tumours, colorectal
metastases and osteoid osteoma;
i) Payable to a maximum of 3 lesions treated at same session — 100% for first
lesion, 75% for second lesion and 25% for third lesion;
iii) Includes all CT and ultrasound guidance necessary to complete the
procedure;
iv) Paid at 50% if repeated within 30 days
Percutaneous intravascular/intracorporeal medical device/
foreign body rEMOVAL ............uuuiiiiiiiiieiiiiieeie it ee e eeaeeeeeeaesseesesesasesereranene 384.02
Notes:
i) All angiography, angioplasty and/or intravascular stenting included.
ii) If a second or third medical device / foreign body is removed, payable at
50% each, to a total maximum of three.
Selective salpingography/fallopian tube recanalization (FTR) .........cccccceriiiinns 384.02

Notes:
i) Hysterosalpingogram not payable in conjunction with the procedure.
i) Paid at 2/3 of the fee if unilateral.
iii) FTR is not an insured benefit when used to correct scarring of the fallopian
tubes after reversal of tubal ligation.
iv) Any imaging related to the procedure is inclusive.
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10912

10913

10914

10915

$
Transjugular liver/renal DIOPSY.......cccuviiiiiie e 384.02
Notes:
i) Ultrasound guidance, venous puncture, central access catheter are included
in the fee.
i) Payable only for uncorrectable coagulopathy.
iiiy The first biopsy is payable at 100%, the second and third at 50% up to a
maximum of three per patient per day.
iv)  If repeated within 6 months, payable at 50%.
Cerebral arterial balloon occlusion tolerance test .........cccocvveveiiiieie e, 780.38
Notes:
i) Payable for procedures performed on cerebral, carotid or vertebral arteries;
i) Radiological assists payable under fee items 08632 and 08633;
iii) Includes all neurological exams done in association with the procedure, any
diagnostic angiography done immediately prior to or during the procedure
and any necessary imaging performed at the time of the procedure;
iv) Payable once per day, regardless of the number of balloon catheters
inserted,;
v) Repeats within 30 days included in payment for original procedure.
vi) Included in payment for endovascular obliteration of an aneurysm using the
GDC technique (FI 10915), or embolization (fee items: T00995, T0097,
T00998) if performed on the same day.
Percutaneous balloon angioplasty for cerebral vasospasm.................oeeeenn. 1,003.01
Notes:
i) Includes all neurological exams done in association with the procedure,
diagnostic cerebral angiography done during the procedure and any
necessary imaging performed at the time of the procedure;
ii) Includes catheterization of any and all cerebral arteries.
iiiy Payable once per day regardless of number of vascular territories or times
treated.
iv) Medically necessary extra cranial angioplasty and stenting required to
enable access for balloon angioplasty payable at 50% of 00982
v) Radiological assists are payable under fee items 08632 and 08633.
vi) Physician may bill under miscellaneous fee code 00999 for each angiogram
when done as part of an aborted 10914. Each separate vessel injected will
be considered a separate angiogram. Payment will be made at 100 percent
for the first angiogram and 50 percent for subsequent angiograms, to a
maximum of 75% of fee item 10914. Claims must be accompanied by
written details of vessels injected.
vii)  Not payable with fee item 10905 (Cerebral intra-arterial thrombolysis).
Endovascular obliteration of aneurysms using Guglielmi detachable coil
(CDC) tECHNIQUE ...t 1,950.97

Notes:

i) Includes all neurological exams done in association with the procedure, any
diagnostic angiography performed at time of procedure and any necessary
imaging performed at the time of the procedure;

ii) Includes 10913 when performed on same day;

iii) Separate micro catheterization included if required,;

iv) Consultation payable only if procedure is cancelled subsequent to the
consultation;

v) Multiple aneurysms paid as follows: 2nd — 50 percent; 3rd — 25 percent (to a
maximum of three aneurysms);

vi) Radiological assists are payable under fee items 08632 and 08633;

vii) Fee item 08629 not payable in addition.

viii)  Physician may bill under miscellaneous fee code 00999 for each angiogram
when done as part of an aborted 10915. Each separate vessel injected will
be considered a separate angiogram. Payment will be made at 100 percent
for the first angiogram and 50 percent for subsequent angiograms, to a
maximum of 75% of fee item 10915. Claims must be accompanied by
written details of vessels injected.
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10916

10917

10918

10919

10920

10921

$
Complex diagnostic neuroangiography for the assessment of
complex vascular tumours or vascular malformations
— up to 4 hours procedural tIMe ...........ocieiiiiiiiiiiie e 1,147.62
— after 4 hours (eXtra to L10916) .......ceeeiiiiiieiiiiie ettt 286.91
Notes:
i) Includes injection of six or more intracranial or extracranial vessels in the
head, neck and/or spine, or if procedure requires use of microcatheters,
injection of four or more vessels.
ii) Start and stop times must be noted in claim submission
iii)  This listing is not payable when performed concurrently with other
interventional radiology procedures.
iv) Subsequent consecutive interventional radiology procedures are payable at
a) 50% if performed by same operator;
b) 100% if performed by different operator.
Percutaneous sclerotherapy of head and neck vascular lesions under
fUOIOSCOPIC GUIHANCE .....eeiiiiiiiieiieee et e 459.05
Notes:
i) Payable once per day, regardless of the number of lesions treated on head
or neck;
i) Fee item 08629 not payable in addition.
iii) Includes necessary post-operative visits by physician performing procedure.
iv) Compression sclerotherapy listings (fee items 77050 — 77060) not payable
with 10918.
Intravascular stent placement — eXEra ........ccccceeieiiiiiiiiiiici 126.56
Notes:
i) Includes all diagnostic imaging associated with stent placement.
i) Payable once only when contiguous vessels are stented and/or where more
than one stent is used per site.
iiiy Placement of second stent in non-contiguous site payable at 50%.
iv) Procedures repeated within 30 days are payable at 50%.
v) Not payable for Coronary stent placement.
vi)  When done with 77177 (EVAR), payable to either the primary or the second
operator.
Intracorporeal stent placement — eXIra........oocvvee i 126.56
Notes:
i) Includes all Diagnostic imaging associated with stent placement.
i) Includes all associated tract dilation(s).
iii) Second procedure same day payable at 50%.
iv) Removal of stent within 6 months of insertion payable at 50%.
v) Payable only when stents are placed in the same organ and/or where more
than one stent is used per site or when repositioning of stent required.
vi) Placement of second stent in non-contiguous site payable at 50%.
Transjugular Intrahepatic Porto-systemic shunt (TIPS) .......cccccovciiiiiiieeennn 1,087.64

Notes:
i) Includes all medically necessary catheters/guidewires/stenting.
i) Includes all diagnostic and/or procedural imaging.
iii) 2nd TIPS procedure performed within 24 hours payable at 50%.
iv) Replacement of previously inserted TIPS payable at 50%.
v) Radiological assists are payable under fee items 08632 and 08633.
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(c)

S00739
S00740
S00741

S00742
S00744
S00745
S00747
ST00748
S00749
S00844

(d)

SY00750

SY00570

S00751
S00752
S00753
S00755
SY00757

S00759
S00760
S00761

(€)
S00762
S00763

S00764
S00765

S00767
S00768
S00769

$
Needle Biopsy Procedures

These biopsies include only those done by needle. Biopsies involving the incision of

skin or mucous membrane or involving total or partial removal of a lesion are regarded

as surgical procedures, i.e. biopsy of breast, brain, larynx, skin, facial skin, lymph
nodes, prostate, etc.:

Percutaneous lung or mediastinal biopsy - procedure fee.........cccccceeeviiinvnnnnn. 104.68
Liver biopsy - procedural fE .........ueviiiiiiiiiiiiic e 103.28
Splenic biopsy - Procedural fEE .........cuiiiiiiiiii e 103.28
Renal biopsy - procedural fEE.........ocuuiiiiiiiiii e 104.68
Thyroid biopsy - procedural fEe .........oocuiii i 68.09
Peripheral or subcutaneous lymph node biopsy - procedural fee......................... 48.00
Prostate biopsy - procedural fee...........ooviiiiiiiii 32.10
Bone biopsy under local/regional anesthetic ..............cccccceeo 62.49
Parietal pleural, including thoracentesis - procedural fee .......................... . 99.83
Biopsy of salivary gland, fine needle or core needle...................ccc 53.41

Anes.
Level

NNNN NN DN

w N

Puncture procedure for obtaining body fluids (when performed for diaghostic

purposes)

Lumbar puncture - in a patient 13 years of age and over ................ccccoeeeeeee. 54.36
Note: Procedure not payable with Critical Care sectional fee items or
chemotherapy fee items.

Lumbar puncture in a patient 12 years of age and younger..................ccceoeee.. 81.55
Note: Procedure not payable with Critical Care sectional fee items or

chemotherapy fee items.

Pericardial puncture - procedural fee ...........cccco e 133.05
Cisternal puncture - procedural fee ........ccccooeiiii 37.53
Marrow aspiration - procedural fee..........c.cooeii 43.27
Artery puncture - procedural fee.......ccooviviiiii i, 6.30
Joint aspiration - procedural fee (not in addition to Y00014 or

Y00O015) - OthEN JOINES ...eveieeiiiiee ettt 11.72
Paracentesis - (thoracic) or transtracheal aspiration - procedural fee ................. 49.93
- (abdominal) - procedural fEE ..o 25.28
Cyst or bursa - procedural fEE ........ooiiiii i 14.27

Allergy, patch and photopatch tests

Scratch test, per antigen..........ooovivivi 1.05
Note: Minor tray fees may be paid in addition if a minimum of 16 antigens are used.

- children under 5 years of age, per antigen...........ccccooevieiii 2.29
Note: Minor tray fees may be paid in addition of a minimum of 14 antigens are used.
INTraCcuUtanN@OUS tEST, PO TEST ... .. s 212
Annual maximum (to include scratch or intracutaneous tests) for

each physician - per PatiENt..........cooi i 34.00
Patch testing (extra) (annual maximum, 80 tests), pertest.......cccccceeevvvicvveeereennnn. 1.39
PhotopatCh teSt - PEI tEST ....oii i 5.60
= 1] 18 = U0 0 = 0T 1 56.05
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() Examination under anesthesia when done as independent procedure
S00770 Pelvic examination under anesthesia when done as an independent

procedure - ProCcedural fEE ..........ooi i 121.03
S00771 Retinal examination under anesthesia - procedural fee..........ccccccceeeiiiiciieeeeeenn. 19.85
(9) Gynecological
S00775 HYAIrOTUDATION ... e 43.39

Note: When 00775 is done in conjunction with laparoscopy, fee included in

laparoscopy fee.
S00776 Fetal scalp SAMPING .....oviiii e 43.39
S00782 Needle aspiration of Pouch of Douglas - procedural fee............cccoocveiiniiiennnn. 34.27
S00783 Huhner's test - procedural fEE .........cuviiiiiii e 43.39
S00784 Cervix punch biopsy - procedural fEe........c.eiii i 18.40
S00785 Endometrial biopsy - procedural fee........c.oooiiiiiiiiiii 43.39

Note: Includes pap smear if required.
S00786 Pelvic examination with needle aspiration of Pouch of Douglas under

anesthesia when not followed by a surgical procedure by the same

510 (0 [<T 0] o [ PRSPPI 45.90
S00787 Transabdominal aMNIOCENTESIS ........uveiiiiiiiiiiiiiiie e 86.03
S00790 Antepartum fetal heart monitoring (not to be charged for intrapartum

fetal heart monitoring nor when done in conjunction with a consultation)

- PrOfESSIONEAI FEE ..o 16.79
S00794 Chorionic VilluS SAMPIING ......cooiiiiiiiiiiiiii e 118.50

Note: Includes ultrasound guidance of the villus biopsy.
S00807 Diagnostic hysteroscopy - not payable in addition to a D&C ........cccceevvvervnnenn. 121.03
S00808 Diagnostic hysteroscopy with biopsy(s), includes D&C ..........ccccceeviieeeiiiieeennns 183.95
S00815 Laparoscopically directed biopsies and/or lysis of adhesions — extra.................. 60.90
ST00819 Diagnostic vaginoscopy under GA ... 121.05

Notes:

i) Payable only for premenarchal patients unless medical necessity provided in
the note record.
i) Not billable in addition to hysteroscopy.

(h) Urological
S00802 L0123 g o T = o 1SR 39.08

Cysto-ureterogram:
S00792 S TECNNICAI TR e 12.23
S00793 - ProfeSSIONEAl FEE ..o 6.12
S00799 Transurethral ureterorenoscopy to include C&P ...........cccuveieiiiiiiiiiiiiiieeee 156.32
S00800 Transurethral ureterorenoscopy with x-ray control - C & P included................. 378.59
S00803 LOOPOGIAM ... 53.43
S00866 Dynamic cavernosometry and cavernosography ........cccooccceeeerieeeenniineesnieeeesnieens 78.15

Note: Interpretation of x-ray is included in technical portion and is not billable in
addition to procedure.
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S00878
S00874
S00875

S00876
(i)

S00774
S00780
SY00789
S00797
S00788
S00798
S00818

S00817
S00809
S00869

()

S00801
S00810
S00812
S00813
S00814
S00816
S00827

S00830
S00839

S00840
500842

S00841
S00843

S00847

S00871

S00880
S00881

Medical Services Commission — July 1, 2017

$
Cystometry, to include pelvic floor EMG .........cocoiiiiiiiiiiiieeeeee e 55.60
Urethral profilometry (Water OF QAs)........ocuveeeiririeeiiiiie ettt 19.54
Uroflowimetry (with sphincter EMG with or without pharmacologic
MANTPUIALION) ... e 31.27
Video uro-dynamics (full study), includes S00874, S00875 and S00878 .......... 152.40
Miscellaneous
Secretion pancreazymin stimulation teSt...........ccccevvviiciiieiie e 86.88
Schirmer's Test (included in fee Item 02015) .......ccccviiiviiiireeeiiiiiiee e 13.00
Periton@al [aVAgE .........uueiiie e 84.76
Oesophageal MOLIlItY tEST .........ocueiiiiiiei e 174.14
S 1ECNNICAI TR e 73.51
- PrOfESSIONEAI FEE ..o e 100.63
Oesophageal pH study for reflux, extra
- PrOfESSIONEAI FEE ... 40.36
S 1ECNANICAI FEE i 12.30
Retrograde pancreatography.......cccccooeeiiiii e 214.07
Manometry; anal - adult..................c oo 100.22
Cardio-vascular Diagnostic Procedures -procedural fees
Intra-arterial cannulation - with multiple aspirations - procedural fee................... 21.85
Right heart catheterization, by duly qualified specialist............c.ccccooiiiiiiennnns 163.56
Selective angiocardiogram, extra, by duly qualified specialist .............ccccceeernne 54.89
Ergonovine provocative testing for coronary artery spasm .........ccccceeeevviieeennnnn. 78.24
Dye dilution studies, extra, by duly qualified specialist .....................c.cc. 54.89
Hydrogen ion StUAY ..o 28.63
Retrograde left heart catheterization, extra, by duly qualified specialist............. 130.82
Trans-septal left heart catheterization, by duly qualified specialist..................... 231.69
Direct intracoronary streptokinase thrombolysis ...............ccccc. 355.99
Note: When coronary angiography and/or angioplasty performed in addition,
the lesser procedure(s) to be charged at 50% of listed fee(s).
Percutaneous transluminal coronary angioplasty............cccccceeeiiiiei . 372.35
- additional SIte OF VESSE .....coiiiiiiiiiieiii e 186.85
Note: When temporary pacemaker insertion and/or coronary angiography
performed in addition, the lesser procedure(s) to be charged at 50% of listed
fee(s).
Direct coronary angiography (catheterization of coronary ostia), by duly
qualified specialiSt ..o 196.30
Selective arteriography or venography of any abdominal branch by
catheter extra: - for first branch (each additional branch 50% extra) ................... 98.64
Selective arteriography of any thoracic aortic branch (excluding
coronaries) extra - for first branch (each additional branch 50% extra) ............. 159.94
Pulse tracing, including interpretation:
- intravascular, including both arterial and VENOUS ..........ccccceeeviiiiiiieiiee e, 54.89
Portal pressures:
- hepatic vein wedge pressure, by duly qualified specialist.............ccccccoiiiiinnnen. 64.35
- percutaneous Splenic Portal PreSSUIE .......c..uviiiiia it 51.50
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S00898

S00890
S00897

S00892
S00891
S00893
S00894
S00853
S00854
S00855

S00856
S00888
S00889

S00896
S00885

ST00919
ST00920

00845
00846

(k)

S00900
S00901
S00902
S00923
S00905
S00906
S00914

S00915
S00926

$

BalloON SEPLOSTOMY ....ceiiiiiiiieiiiiiee ettt e et e et e e et e e s sbreeeeaaes 333.06
Aortogram:

- abdominal - procedural fEe..........coi it 113.59
- thoracic - procedural fee (extra except when part of a retrograde left

heart Catheterization) ...........cooiiiiiieiie e e 163.29
Arteriogram-procedural fee:

- carotid percutaneous; UNIlateral ..........ccccooeecviiieiee e e e 112.25
- carotid percutaneous; bilateral ..........cccccooveiiiiiiiii e 168.78
- femoral OF @Xillary .........ovveeiiee e ————— 86.92
- cerebral, DY diSSECHON.......cciii i 189.23
Superior venacavogram, by indireCt MEaNS ..........ccoviiieiiiiiiie e 23.70
INTEIIOr VENACAVOGIAIM .....eiiiiiiiiee ittt e 113.59
Selective catheterization of branches of inferior vena cava or iliac system

{1158 o = 3 ] o PR 88.21
o 11 1= £ SRS 58.65
Ventriculogram, when no ventricular access device is present (i.e.
ventricular reservoir, VP shunt, or drain) .........ccccoeeeooiiiiiiiiiiiiiieiicccecccceeeen 253.49
Ventriculogram through previously placed ventricular access device,

Arain, OF CANETEN .....ooiieeeeee et e e e e aeees 126.76
Pulmonary arteriography ... 137.88
Digital angiography - peripheral iINJeCtion ...........cccovciviiiiiii e, 45.91
Impedance plethysmography - professional component...........ccccvevevniieeenninenen. 6.81
Impedance plethysmography - technical component.............ccccevviiiiiniiiee e, 34.15
Cardiology Assist Fees:

For first hour or fraction thereof ... 109.77
After one hour, for each 15 minutes or fraction thereof..............ccccccovviiiiiinnn. 27.45
Electrodiagnosis

Iltems under:

Intensity duration curve - each muscle.

Electromyograph - each muscle.

Motor nerve conduction study - each nerve.

Sensory nerve conduction study - each nerve.

Tetanic simulation test - each muscle.

Bill according to:

Schedule A - extensive examination (eight or more items)..........ccccoevveveininenen. 120.46
Schedule B - limited examination (four to seven items) ...........cccccveeeveeensiccienennn. 80.56
Schedule C - short examination (one to three itemMs) .......ccccveevviiieeiiiiiee i 40.15
Technical fee for electrodiagnostic tESHING .........vvvvvvieeeiiicei e 20.16
Daily measurements of nerve conduction thresholds in facial palsy...................... 6.27
= MAXIMUM PEF COUISE ...tttieiiaeeeeaittteeeeee e e e s aittbeeeeeae e e s absbeeeaaaeae s nbebeeeeaaeseannnrreeeeas 43.65
Insertion of sphenoidal electrodes temporal lobe epilepsy, E.E.G.:

(£ToTo] {0 |1 o PP UTTTPPRPT 43.12
Intra-carotid injection of sodium amytal, speech localization test ........................ 96.89
Seizure activation with intravenous activating agents associated with

insertion of sphenoidal and/or orbital electrodes...........cccccceiiiiiiiiiiiiiiiiees 146.18
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S00922
S00927
ST00944

ST00947
ST00948

S00910
S00911

ST11915
ST11916
ST11917
ST11918
ST11919
ST11920
S11925

S11926

(1)
S00930

S00928

S00929

S00931
S00932

S00933
S00934
S00935
S00936

$

Electrodiagnostic component of the decamethoniumedrophonium test for
myasthenia gravis, inclusive of tetanic stimulation tests ............ccccccvviiiiiieenenenn. 56.26
Decamethonium test - for attendance at, and follow-up observation if
NECESSAIY ... 33.94
Tilt table testing with continuous ECG monitoring and automatic BP
recording - tOtal fEE......ccoiiiiie e 286.84
= ProfeSSIONAl FEE ...cece i 176.53
S TECNNICAI FEE . 110.32
Notes:

i) Applicable only for investigation for diagnosis of neurally mediated syncope.

ii)  Physician must be present throughout duration of procedure.
iii) Includes testing before and if necessary, after pharmacological provocation.
iv) Requires backup resuscitation equipment and materials.

v) Routine ECG not billable in addition.
vi) Restricted to facilities licensed to perform cardiac electrophysiological

testing.

Polysomnogram:
Overnight home oximetry (continuous recording of oxygen and pulse)
- professional fee .......cvvvvvii i 27.58
= TECNNICAI TR e 15.44
Note: Fee items 00910 and 00911 are limited to Category IIl pulmonary function
diagnostic facilities and/or polysomnography diagnostic facilities with the
established personnel qualifications for such facilities.
Polysomnography, standard — professional fee ..............ccccccc 165.49
Polysomnography, standard — technical fee ......................... 382.61
Polysomnography, two-night — professional fee........................cc 248.24
Polysomnography, two-night — technical fee........................cc 765.22
Multiple Sleep Latency Test (MSLT) - professional fee ..........ccccccveeviiiciiieenenenn. 82.75
Multiple Sleep Latency Test (MSLT) - technical fee.......ccccccovveciiiieeiieeiiiiiie. 191.30
Four channel home polysomnography — professional fee ..........cccocccciiiiennne. 82.66
Four channel home polysomnography — technical fee............cccccoviiiiiiniinnn. 82.91

Pulmonary Investigative and Function Studies
Peak expiratory flow rate ... 5.48

Note: Fee item S00930 payable when performed in physicians' office (not
restricted to an accredited facility).
Diagnostic Procedures:

Simple screening spirometry with FVC, FEV(i), and FEV(i)/FVC ratio

using a portable apparatus without bronchodilators.............ccccocveveiiiiiciiinneeen. 12.62
Simple screening spirometry as above but before and after
o] o] Ted g oo ] F=1 (] SRR 18.69

Lung volumes - all subdivision of lung volume, to include vital capacity

plus measurement of FRC and residual volume:

- ProfeSSIONAl FEE ... 14.01
= 1ECNNICAI TR . 14.01

Spirometry — forced expiratory spirogram to include FVC, FEV(i) and
FEV(i)/FVC ratio, MMEFR, etc.:

- without bronchodilators - professional fee..........cccooiiiiiniii e, 10.99
- without bronchodilators - technical fee..........ocoeiiiiii e 10.99
- before and after bronchodilators - professional fee ..........ccccooviiiiiiiiiiiie 12.62
- before and after bronchodilators - technical fee...........cocooeiiiiiiiii e 14.01
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S00937
S00938
S00940
S00941

S00942
S00943

S00945
S00946

S00950
S00951

S00954
S00955

S00956
S00957

S00958
S00959

S00964
S00965

S00968
S00969

SY11964
SY11965

$
Spirometry - flow volume loops:
- without bronchodilators - professional fee..........cccviviiiii e 10.99
- without bronchodilators - technical fee..........cccceii i, 17.99
- before and after bronchodilators - professional fee ...........ccccooeiiiiiiiieenns 14.01
- before and after bronchodilators - technical fee...........ccccceiiiii i, 26.61
Diffusion Studies with Carbon Monoxide:
- at rest or exercise - professional fee ... 14.94
S TECNNICAI FEE . 12.72
Detailed Pulmonary Function Studies:
- professional fee (includes S00931, S00935 and S00942)........cccccceveeevevivvnnnnnn. 41.58
- technical fee (includes S00932, S00936 and S00943) ...........ccccvveeeeeereiinvnnnnnn. 39.83
Note: Fee items S00931-S00936, S00942, S00943 will be paid at 100%.
Exercise Studies:
Note: No more than one exercise study item may be billed for a single
patient on any one day without written explanation.
Progressive exercise test with at least three workloads, measuring ventilation
and electrocardiographic monitoring:
- PrOfESSIONEAI FEE ...t 21.85
S TECNNICAI TR . 32.22
Exercise in a steady state at two or more work loads with measurements
of ventilation, 0, and CO, exchange, and electrocardiographic monitoring:
- professional fee .......oovvvviiiii 90.91
S TECNNICAI TR . 58.39
Exercise in a steady state at two or more work loads with
measurements of ventilation, 0, and CO, exchange,
electrocardiographic monitoring, arterial blood gases, measurement
of Aa gradients and physiological dead space:
- ProfESSIONAI FEE ...oiiiiiii s 108.22
S TECNNICAI TR . 69.52
Testing for exercise-induced asthma by serial flow measurements:
- Professional fee ..o 22.09
S TECNNICAI TR e 32.57
Miscellaneous Pulmonary Tests:
Plethysmography and airway resistance:
- Professional fee ..o 13.32
S TECNNICAI TR . 26.61
Inhalation challenge - assessed by serial flow measurements, per day:
- Professional fee ..o 36.00
= 1ECNANICAI TR i s 36.00
Sputum induction for the assessment of inflammatory cells, preparation &
staining of sputum, for patients 12+ years:
- PrOfESSIONAI FEE ..o 10.38
= 1ECHNICAI FEE v 43.85

Notes:

i) Restricted to Respirologists.

i) Maximum of one assessment per patient per day.

iii) Annual maximum four per year. Two additional tests will be considered
if accompanied by a note record.

iv) Not payable in addition to bronchoscopy 00700, 00702.
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S00970
S00971

S00972
S00973
S00974
S00975
S11960

S11961
S11962

S11963
(m)

S00985

S00986

S00987
S00988

(n)

S11200
11215

S11230
S11232

11245

S11300
S11302

11315

S11330
S11332

11345

$
Precipitin tests - one or more antigens:
= ProfeSSIONAI FEE ...ccci e 10.99
S 1ECNNICAI TR e 26.61
C0,/0, responsiveness of respiratory centres by steady state test or
rebreathing test:
- PrOfESSIONAI TEE ...t 17.99
S 1ECNNICAI TR e 10.99
Inspiratory and expiratory muscle strength
= ProfESSIONAI FEE ...ccci e 12.11
S ECNNICAI FEE .. 12.58
Oximetry at rest, with or without oxygen
= ProfESSIONAl FEE ...ccce e 4.66
S TECNNICAI FEE .. 5.04
Oximetry at rest and exercise, with or without oxygen
- PrOfESSIONEAI FEE ...t 10.09
S 1ECNANICAI FEE i 15.76
Evoked Response Procedures
Brainstem auditory evoked response; supra threshold testing for integrity
Of DrainStemM fUNCHION ........eeiiiiii e 48.11
Somatosensory evoked response - upper extremity.........ccceeeeeieeieeeeee e, 36.65
- upper and IOWET EXIFEIMILY ........vueeeiiiiiee ittt e e e sbeeee e 63.37
VisU@l EVOKEA FESPONSE ....cuveiiieiiiiii ettt ettt e s anreee s 71.07
Orthopaedic Diagnostic Procedures
Shoulder Girdle, Clavicle and Humerus
Incision - Diagnostic, Percutaneous:
Arthroscopy Shoulder JOINT..........cooiiiiiiiii e 295.37
Incision Diagnostic Open:
Arthrotomy shoulder joiNt OF DUIS@ ........c.eeeiiiiiiiiiii e 184.59
Excision - Diagnostic, Percutaneous:
Needle DIOPSY UNAEN GA ....cooiiiiiii et sbree e 184.59
Arthroscopy - biopsy, SNOUIAEN ..........uu s 239.97
Excision - Diagnostic, Open:
BIOPSY, OPEN ... 239.97
Elbow, Proximal Radius and Ulna
Incision - Diagnostic, Percutaneous:
ArthroScopy €lDOW JOINT ....coooiiiiiiii e 265.37
Aspiration bursa, tendon sheath..............ccccciei i 22.97
Incision - Diagnostic, Open:
Arthrotomy €IDOW JOINT ......ccoiiiiiiiiiiiie e e 184.59
Excision - Diagnostic, Percutaneous:
Needle DIOPSY UNAEI GA ...t 184.59
Arthroscopy and DIOPSY ... 293.06
Excision - Diagnostic, Open:
OPEN = DIOPSY ettt ettt e e e et e e e e e e s e bbb e e e e e e e e e e annne 239.97

Note: Not billable with other procedures on the same joint.
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S11400
S11402

11415

11416

S11430

S11432

11445

S11500
S11501
S11502
11515

S11530
S11532

11545
11546

S11600

S11602

11615

S11630
S11632

11645

S11700
S11702

11715
11716
11717

$
Hand and Wrist
Incision - Diagnostic, Percutaneous:
ArthroSCOPY WIISE JOINT ...eeiieiiiiiiee it 284.34
Aspiration bursa, synovial sheath,etC ...........ccccceiiiiiiiii e, 22.97
Incision - Diagnostic, Open:
Arthrotomy wrist joint - isolated procedure ..........cccceeeviieiiieeee e 184.59
Arthrotomy MP, PIP, DIP joints
Y0 F= 1= o o] {0 1ot =T [ ¢ SRR 184.59
Excision - Diagnostic, Percutaneous:
Needle DBIOPSY, UNAEN GA ...ttt 184.59
Arthroscopy and biopsy, wrist /hand JOINE(S).........ccveerriiieiiiiieeee e, 184.59
Excision - Diagnostic, Open:
Open biopsy, haNd OF WEIST........uuiiiiiiie e 239.97
Pelvis, Hip and Femur
Incision - Diagnostic, Percutaneous:
ArthroSCoPY hip JOINT .....eee s 512.27
ASPIration NP JOINT .....cooiiiiiiiiie e 22.97
Aspiration bursa, tendon sheath..............ccccciiii i 11.49
Incision - Diagnostic, Open:
Arthrotomy NP JOINT.....cooviiei e 295.37
Excision - Diagnostic, Percutaneous:
Needle DIOPSY, UNAEE GA ...t 184.59
Arthroscopy and bIiOPSY, NP ... 512.27
Excision - Diagnostic, Open:
Arthrotomy and DIOPSY, NP ... 239.97
Biopsy open, soft tissue Or bone ... 239.97
Femur, Knee Joint, Tibia and Fibula
Incision - Diagnostic Percutaneous:
ArthroSCopy KNEe JOINT......cooiiiiiiiiiiiie e 212.28
Aspiration bursa, tendon sheath or other peri-articular structures ....................... 22.97
Incision - Diagnostic Open:
Arthrotomy KNEE JOINT........uue s 239.97
Excision - Diagnostic, Percutaneous:
Needle biopsy, under GA ... 184.59
AMthrOSCOPY = DIOPSY .. s 212.28
Excision - Diagnostic, Open:
[2T0] o 1S3V o] 0 1= o PO R T PPPPPPPPPRPN 239.97
Tibial Metaphysis (Distal), Ankle and Foot
Incision - Diagnostic, Percutaneous:
Arthroscopy ankle joint / subtalar joiNt..........cccoiiiiiiii e 184.59
Aspiration bursa, tendon sheath. ... 22.97
Incision - Diagnostic, Open:
Y 0 [= T 1 | PO URE 184.59
YU o] =1 = T o1 | OSSR 184.59
1T L=V ST | o T | S 184.59
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11718

S11730
11745

S11830
S11831

11845

$
Tarsal-metatarsal, metatarsal-phalangeal, interphalangeal joint. ..................... 184.59
Excision - Diagnostic:
Needle DIOPSY, UNAEN GA ...ttt 184.59
Open DIOPSY, UNAET GA ..ottt 239.97
Vertebra, Facette and Spine
Excision - Diagnostic, Percutaneous:
Needle biopsy - soft tissue/bone - thoracic spine, under GA ........ccccceevvvivvvneenn. 212.28
Needle biopsy - soft tissue/bone - lumbar spine, under GA..........ccccceevviiivinnnnn. 184.59
Excision - Diagnostic, Open:
BIOPSY, WItN GA . 239.97

Note: Not payable with definitive spinal surgery
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CRITICAL CARE

Complete understanding of the following paragraphs is essential to appropriate billing of the critical care
fees. Members of the team billing the Critical Care Payment Schedule can not be receiving other
payments (e.g.: fees, alternative or sessional payments) for the clinical care of the patient.

Preamble

Adult and Pediatric Critical Care

These listings do not apply to the non-ventilated stable patients admitted to a special care unit for routine
post-op care, or for nursing care reasons, cardiac or other monitoring. The Critical Care Payment
Schedule is intended to be used by physicians providing direct bedside care to critically ill and unstable
patients who are in need of intensive treatment, such as ventilatory support, haemodynamic support
including vasoactive medications, or prolonged resuscitation.

Day 1 billing is to be used only when more than 2 hours of bedside care is provided. (If 01411 — 01413
billed in isolation, a total of 2 hours care on the first day is required. If critical and ventilatory care is billed
conjointly by the team, then each component must be a minimum of 1 hour of care). Day 1 is defined as
starting at 0000 hours. If a patient is seen after 2200 hours, the physician may bill emergency care
services, (00081/00082) or a major consultation fee with resuscitation services, (00081), or a major
consultation fee with additional visits when appropriate. Day 2 billing would start at 0000 hours the next
day. Standby time is not allowed.

It is recognized that a team of physicians often manages complicated problems in the Intensive Care Unit.
The schedule is a team fee and individual members of the team who share a common call rotation may
not bill separately. The original physician or physicians providing initial bedside care will be designated
physician or physicians in charge, i.e. if it is a single physician then the comprehensive or critical care
item may be billed when appropriate. If two physicians are involved then the critical care item and
ventilatory support item may be billed, if the other requirements are met. Critical care billing no longer
applies when the services indicated in the listings are no longer required. If the patient has been
discharged from the unit and is readmitted within 48 hours with the same or a similar problem, billing
would continue from where it was stopped. After 48 hours, billing would usually start at Day 2 rates. If
problem is totally different, Day 1 rates will apply regardless of time admitted both within or after 48 hours
(a note record is required).

Since these listings are intended to cover all required services for critically ill patients, no other physician
except the Primary Care Physician (who may bill for daily or supportive care) may bill for the care of the
patient on the same day, except for:

¢ Consultation fee to a specialist outside the team when requested (service not
within the competence or specialty of a team member). Follow-up visits may
be billed only if the physician is involved in the active care of the patient.

e TPN when ordered by a physician not part of the critical care team.

e Medical management of Extra Corporeal Membrane Oxygenation (ECMO)
should be billed as a miscellaneous fee, and will be paid in equity with the
Critical Care daily fees (1411/21/31/41), starting at Day 1.

e The Critical Care team member who performs ECMO cannot concurrently bill
the daily fees on the same patient. Another physician on the team may
concurrently bill the appropriate Adult and Pediatric Critical Care daily fees on
that patient.
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e Continuous Renal Replacement Therapy (CRRT, also referred to as  dialysis)
and MARS (Molecular Adsorbents Recirculating System) may be paid in
addition to Critical Care daily fees to the same physician or to another
member of the Critical Care Team. For the CCM Physician, these fees will
be paid at 75% of fee item 33750, 33751, 33752 and 33758, and will follow
the billing rules under these dialysis fees.

o Dialysis, when supervised by a physician not part of the Critical Care Team, will
be paid at 100%.

¢ In exceptional circumstances other physicians may be called in to perform
specific procedures usually managed by the critical care team, i.e.
anesthesiologist (not a member of the team) called to insert a difficult arterial
line when no one else is capable of performing the procedure. That physician
may bill the procedure fee but a consultation fee would not be applicable.

A note record is required explaining the need for services outside the critical care team.

Subsequent Major surgical procedures rendered by a physician who is on the team billing under the
critical care schedule are payable at 75% (operation only procedures payable at 100%) and should be
billed accordingly.

Postoperative surgical care is included in the surgeon’s fee. Critical care fees are not applicable for
services rendered to routine, stable patients who are simply recovering from surgery. The following is
applicable for members of the critical care team, in cases where the patient requires critical care following
surgery:

(a) Services rendered to unstable, critically ill non-elective post-surgical patients who meet normal
Day 1 criteria should be billed at Day 1 rates.

(b) Services rendered to high risk and unstable patients, (particularly after emergency surgery) who
warrant ICU care but who do not meet the requirement of two hours of direct critical care
management on their first day in ICU, should be billed using the appropriate consultation and
procedural item(s). Subsequent day, Day 2 rates are applicable.

(c) Where the patient requires critical care following uncomplicated elective surgery, the critical care
fees may be billed by the critical care team utilizing Day 2 rates. The operating surgeon(s) may
bill the critical care fee guide but the preceding major surgical procedure will be reduced to 75%.

(d) The critically ill patient, who, following elective surgery, has an unusual and unexpected problem,
can be billed as Day 1. A note record is required.

Critically ill patients are occasionally transferred from one hospital to another. Under such circumstances
the original intensive care team may bill for the day of the patient’s transfer, if appropriate. First day rates
would apply to the receiving intensive care team if more than two hours of bedside care are provided.
This does not apply to intra-hospital transfers. Please also provide in a “note record” the statement that
“patient transferred from Hospital”.

Physicians required to be in attendance during the transporting of a patient from a critical care area to an
outside institution may claim the appropriate fee (e.g.: 00084).

These Critical Care listings only apply to physicians who are directly involved in the bedside care of
patients as defined in the “Preamble to the Payment Schedule”.
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“C. 18. Guidelines for payment for services by residents and/or interns.

When patient care is rendered in a clinical teaching unit or other setting for clinical
teaching by a health care team, the medical practitioner responsible shall be personally
identified to the patient at the earliest possible moment. No fees may be charged in the
name of the responsible staff physician for services rendered by an intern or resident
prior to the identification taking place. Moreover, the responsible staff physician must
be in the clinical teaching unit and/or immediately available to intervene (immediately
available means on-site).

For a medical practitioner who supervises two or more procedures or other services
concurrently through the use of residents, interns or other members of the team, total
billings must not exceed the amount that a medical practitioner could bill in the same
time period in the absence of the other team members.”

Out-Of-Office Hours Call-out charges and Surcharges and emergency visit fees are not payable in
addition to this schedule, as historically, these fees are included in the critical care fees.
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CRITICAL CARE

Total
$ Fee

Referred Cases

01400

01402

01408

01469

01470

01472

Consultation: to consist of examination, review of history, laboratory,

X-ray findings and additional visits necessary to render a written report (not

FOI TCU PALIENTS) ...veieeiiiiie ettt e e ekt e e e e e e e anbre e e e neee 249.36
Note: Restricted to Critical Care physicians.

Repeat or limited consultation: Where a consultation for same illness is

repeated within six months of the last visit by the consultant, or where in the

judgment of the consultant the consultative services do not warrant a full

consultative fee (NOt for ICU PAtiENTS) .......cuueiiiiiiiiie e 150.53
Note: Restricted to Critical Care physicians.

Continuing care by consultant:
Subsequent hospital visit (not for patients in an ICU) .........ccccccvvviiiiiiee, 119.67
Note: Restricted to Critical Care physicians.

Direction of care/end of life ASSESSMENT ........ccooiiiiiiiiiiiiii e 200.70

Notes:

i) Restricted to Critical Care physicians who have not treated the patient in the
previous seven days.

ii) This fee includes an examination, review of history, laboratory. X-ray findings
necessary to write a report as well as any and all meetings with family and
ICU team required to formulate and perform end-of-life and/or direction of
care, e.g.: withdrawal of life-sustaining measures and filling out forms for
comfort care orders.

iii) Patient must be in ICU with life threatening iliness.

iv) Not intended for use for advance-care planning.

v) Limited to one assessment per patient per ICU admission.

Telehealth Service with Direct Interactive Video Link with the Patient:

Telehealth Consultation: to consist of examination, review of history,

laboratory,X-ray findings and additional visits necessary to render a written

report (NOt for ICU Pati€NtS) ........ccooiiii i 249.36
Note: Restricted to Critical Care physicians.

Telehealth repeat or limited consultation: Where a consultation for same

illness is repeated within six months of the last visit by the consultant, or

where in the judgment of the consultant the consultative services do not

warrant a full consultative fee (not for ICU patients) ..o, 150.53
Note: Restricted to Critical Care physicians.

Adult and Pediatric Critical Care

1.

CRITICAL CARE - includes provision in an Intensive Care Area of all aspects of care
of a critically ill patient excluding ventilatory support and includes initial consultation
and assessment, family counselling, emergency resuscitation, intravenous lines,
bronchoscopy, chest tubes, lumbar puncture, cut-downs, pressure infusion set and
pharmacological agents, insertion of arterial C.V.P., Swan-Ganz or urinary catheters
and nasogastric tubes, defibrillation, cardio version and usual resuscitative
measures, securing and interpretation of laboratory tests, oximetry, transcutaneous
blood gases and intracranial pressure monitoring interpretation and assessment
when indicated (excluding insertion of ICP measuring device). There is an
expectation of at least 1 hour of bedside care on Day 1. These fees are not
chargeable for services rendered to stabilized patients in ICU’s for example, routine
post-op monitoring, or patients admitted for ECG monitoring or observation alone.

Medical Services Commission — July 1, 2017 Critical Care 5-4



01411
01421
01431
01441

01412
01422
01432
01442

01413
01423
01433
01443

$ Fee
Physician-in-charge is the physician(s) daily providing the above.
] e L= O PSP PP P PPPPPPPP 334.43
2nd to 7th day (iNCIUSIVE) PEI AIEIM ......iiiiiiiiieie e 170.59
8th day t0 30t dAY ......eeeeeiiieii e 113.39
SBLSE AAY ONWAIT ..ceiiiiiiiie ittt e e st e et e s bt e e e e s bbbt e e s anbn e e e s annneeas 50.18

VENTILATORY SUPPORT - includes provision of ventilatory care including initial
consultation and assessment of the patient, family counselling, cut-down, pressure
infusion, insertion arterial & CVP, Swan-Ganz, tracheal toilet, endotracheal
intubation, intravenous lines, artificial ventilation and all necessary measures for its
supervision, obtaining and interpretation of blood gases, oximetry, end tidal CO,,
transcutaneous blood gas application and assessment and maximum inspiratory
pressure monitoring and non-invasive metabolic measurements. There is an
expectation of at least 1 hour of bedside care on Day 1. This is the fee to use when
one physician is providing the ventilatory care and another physician, the critical care.
This service may also be billed by a physician other than the operating surgeon 