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Preface

This report from the Physician Payment Committee (PPC) outlines proposed Schedule of Benefits fee
changes under consideration for implementation on April 1, 2026. The proposals and committee
comments herein pertain to all active proposals from the combined Year 3 (2021-2023 PSA) & Year 1
(2024-2028 PSA) fee setting process. As part of the announcement of the award for Year 1 (2024-2028
PSA), the PPC received direction to implement permanent Schedule of Benefits changes for Year 3 and
Year 1 in unison, with a target date of April 1, 2026.

The PPC chose to invite OMA constituencies to submit additional fee proposals to join those already
under consideration as part of the current fee setting process. In 2025, the committee received 362 new
submissions from 46 OMA Constituencies containing 1,181 schedule changes. This adds to the 651
proposed changes already under consideration of the PPC as part of the Year 3 (2021 PSA) proposal
intake process. In total, there are now 1,832 changes currently under review by the committee
(submissions may contain multiple fee changes).

The PPC continues to deliberate and the comments in this report are preliminary. This report is the
third of four, as part of a cycle of feedback and engagement that culminates with the PPC’s final
recommendations. OMA constituency leaders are encouraged to provide feedback, corrections, and
additional information that would aid with the PPC’s continued deliberations into the fall.

Proposals supported by the committee in principle are all subject to the constraints of available
allocation (fitting). These decisions will be made in continued consultation with constituency leaders.

The committee would like to thank OMA constituencies (sections, medical interest groups, and fora) for
providing their submissions in a complete and timely manner. We would also thank the OMA and
Ministry of Health staff who have provided essential support to the work of the committee.

OMA PPC members:
e Dan Reilly, MD, obstetrics & gynecology, OMA co-chair
e  Marilyn Crabtree, MD, family practice
e Peter Lovrics, MD, general surgery
e NeshmiZaman, MD, family practice
e Meherzad Kutky (observer), MD, nephrology

MOH PPC members:
e Michael Klar, MD, family practice, MOH co-chair
e Moira Browne, MD, family practice
e Lindsay Davidson, MD, orthopedic surgery
e Michael de la Roche, MD, emergency medicine
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Introduction

The PPC is tasked with making fee-setting recommendations to the Physician Services Committee (PSC)
on an annual basis, as directed in the 2021 Physician Services agreement (PSA). The committee will
recommend how to implement compensation increases to the Schedule of Benefits for each section or
physician grouping.

Both parties agreed to adjust the PPC’s timelines to better accommodate the inclusion of both the 2021
PSA Year 3 (2023-2024), and 2024 PSA Year 1 (2024-25) permanent increases into the current ongoing
process. The committee is obligated to make recommendations to the PSC regarding the April 1, 2026
permanent fee adjustments by October 2025.

The bilateral PPC began the 2021 PSA Year 3 fee allocation process in June 2023. The PPC invited OMA
constituencies to make new fee submissions by November 1, 2023, and to review their deferred items
from the Year 1 and 2 allocation process by indicating if they wished to pursue, drop or further defer the
proposals (by October 1, 2023). With the updated timelines set in the Supplementary Year 3 and

Year 1 Implementation agreement, permanent Schedule of Benefits changes for Year 1 (2024 PSA) and
Year 3 (2021 PSA) will be implemented simultaneously with an effective date of April 1, 2026. These new
timelines allowed constituencies to submit additional proposals to the PPC for consideration by
February 3, 2025. This also provided for continued opportunities for feedback into 2025. Please note,
the fee submission deadlines have now passed and the PFAF portal is closed.

To support this work, the PPC hosted four information sessions where section, MIG and forum
executives could ask questions. Those who were unable to attend could access a recording. The sessions
were held on:

1. Wednesday, June 21, 2023 (8 - 9PM)

2. Wednesday, July 12, 2023 (8 - 9PM)

3. Wednesday, September 27, 2023 (8 - 9PM)

4. Monday, December 16, 2024 (7- 8:30PM)

The OMA also held an education session, called “Tariff Lead Orientation and Training.” This session
provided an extensive overview of tariff related activities at the OMA, including a substantive section on
PPC and the fee setting process. It was held on Saturday, November 9, 2024 (all day).

OMA Constituencies received an Orientation Package that included the following information:
1. Introduction to the fee allocation process

Guiding principles

Guidelines to submitting a proposal

Presentation guidelines

Tentative fee allocation process timelines

Guide to using the interactive costing table

Fee setting allocation process FAQ

FAQ on OMA constituency entitlements

Professional fee assessment form (PFAF)

O ~NOU A WN

All of this information is available on the PPC webpage (oma.org/ppc).
e PPCresource page
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¢ |Implementation agreement and arbitration process

PPC worked to keep constituency leaders and members updated through several channels:
e Regular updates on the PPC fee allocation process via OMA News.
e Monthly Physician Leader update calls (OMA only)

e OMA Live webinar (OMA only)
e Ad hoc meetings with physician leaders throughout 2024 and early 2025 (some OMA only, and
some bilateral).
e Constituency presentations (bilateral):
o Met with 43 constituencies in early 2024 (following intake #1)
o Met again with 44 OMA constituencies in March/ April 2025 (following intake #2)

Summary of Submissions

From the two calls for proposals, the committee received a total of 1078 fee proposals (including
requests to pursue deferred items) from 54 OMA constituencies (sections, MIGs, and fora); these 1078
proposals make for a total of 1,832 Schedule of Benefits changes that are under consideration by the
PPC. After each proposal intake window, OMA constituency leaders received a complete list of all fee
proposal submissions under consideration by the PPC. This list was also included in OMA News along
with information on how to make a member group submission to the PPC.

If a member raised a proposal with their constituency, and the constituency did not submit the proposal
to the PPC, the member could submit a proposal directly to the PPC. This opportunity was presented
twice to members (in 2024 and 2025) Members had to follow the same submission guidelines as
constituencies and had to demonstrate support from their colleagues (50 or more members or 20 per
cent of members of a given constituency, whichever was less). In 2024, the PPC received a total of 11
member group submissions. Five proposals met the necessary submission criteria and are under
consideration by the committee. In 2025, the PPC received nine member group submissions, with eight
meeting the necessary criteria to be considered by the committee.

OMA Constituencies’ submissions fall into five broad categories, as summarized in Figures 1 and 2.

Figure 1. Summary total submissions by category

Total OMA Constituencies 66
OMA Constituencies without Submissions 12
OMA Constituencies with Submissions 54
Delete fee code 72
New fee code 314
Revision 141
Value change 458
Value Change and Revision 93
TOTAL 1078

Figure 2. Summary total submissions by OMA constituency
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Value

Delete New Change
fee fee Value and
OMA Constituency code code Revision change Revision TOTAL

Academic Medicine Forum 0 0 0 0 0 0
Addiction Medicine 1 2 1 2 2 8
Allergy & Clinical Immunology 0 1 1 3 1 6
Anaesthesiology 0 2 2 2 0 6
Cannabinoid Medicine 0 4 0 20 0 24
Cardiac Surgery 1 11 6 4 1 23
Cardiology 0 10 0 10 1 21
Cardiology (Member Group) 0 1 0 0 0 1
CHC and AHAC 0 0 0 0 0 0
Chronic Pain 0 9 0 5 2 16
Clinic Endoscopists 0 0 0 0 0 0
Clinical Hypnosis 0 0 0 0 0 0
College and University Student Health 0 0 0 0 0 0
Complementary and Integrative Medicine 0 0 0 0 0 0
Critical Care Medicine 0 9 1 3 0 13
Dermatology 0 6 1 0 0 7
Diagnostic Imaging 0 11 1 35 1 48
Diagnostic Imaging (Member Group) 0 0 0 1 0 1
Emergency Medicine 0 15 6 48 0 69
Endocrinology & Metabolism 0 0 0 8 1 9
Endocrinology & Metabolism (Member Group) 0 0 1 0 0 1
Fee-for-Service Family Physician 0 6 0 19 0 25
Gastroenterology 1 6 2 8 6 23
Gastroenterology (Member Group) 0 2 2 0 1 5
General & Family Practice 0 6 3 50 2 61
General & Family Practice (Member Group) 0 3 0 1 0 75
General Surgery 2 16 3 7 12 40
General Surgery (Member Group) 0 1 0 0 1 2
General Thoracic Surgery 10 2 6 12 5 35
Genetics 4 1 0 3 0 8
Geriatric Medicine 0 0 1 3 1 5
Green is Health 0 0 0 0 0 0
Haematology & Medical Oncology 0 5 8 8 6 27
Haematology & Medical Oncology (Member

Group) 0 0 0 0 0 0
Hospital Medicine 0 7 1 1 1 10
Hyperbaric Medicine 0 3 1 2 0 6
Infectious Diseases 0 3 0 9 0 12

PPC Report: Draft 3 Comments 7




Internal Medicine 0 3 3 5 1 12
Internal Medicine (Member Group) 0 0 0 0 0 0
Laboratory Medicine 18 5 7 6 0 36
Long Term Care & Care of the Elderly 0 2 3 4 0 9
Medical Students 0 0 0 0 0 0
Nephrology 0 3 1 9 0 13
Neurodevelopmental Disorders 0 1 1 0 0 2
Neurology 1 18 4 3 2 28
Neuroradiology 0 11 2 0 2 15
Neurosurgery 0 3 4 2 0 9
Nuclear Medicine 0 9 11 9 4 33
Obstetrics & Gynaecology 1 11 3 12 4 31
Occupational & Environmental Medicine 0 4 0 0 0 4
Ontario Psychiatric Hospitals 0 0 0 0 0 0
Ophthalmology 5 23 15 34 10 87
Orthopaedic Surgery 7 12 6 2 3 30
Otolaryngology 0 7 3 7 0 17
Paediatrics 2 9 4 5 1 21
Palliative Medicine 0 3 0 5 3 11
Physical Medicine & Rehab 0 0 0 0 0 0
Plastic Surgery 8 0 9 14 0 31
Primary Care Mental Health 0 0 2 13 0 15
Primary Care Solo Doctors 0 4 0 0 0 4
Psychedelic Medicine 0 0 0 0 0 0
Psychiatry 0 6 3 1 0 10
Public Health Physicians 0 0 0 6 0 6
Radiation Oncology 0 4 0 4 0 8
Reproductive Biology 0 2 1 0 0 3
Residents 0 0 0 0 0 0
Respiratory Diseases 0 1 3 0 0 4
Rheumatology 0 3 0 11 5 19
Rural Medicine Forum 0 0 0 3 0 3
Sleep Medicine 0 0 0 7 0 7
Sport and Exercise Medicine 0 3 0 2 0 5
Surgical Assistants 4 13 5 11 1 33
Urology 1 10 1 10 8 30
Vascular Surgery 6 2 3 9 5 25
TOTAL 72 314 141 458 93 1078

PPC Initiatives and Assignments from PSC/OWG
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In addition to the constituency-driven proposals that make up much of this report, the PPC has also
developed proposals internally. Many of the PPC’s proposals involve several sections of the Schedule of
Benefits and support simplification and modernization of the Schedule of Benefits. Details on these
proposals can be found in the penultimate section of the report.

The PPC also received direction from the Physician Services Committee (PSC) and the Operations
Working Group (OWG) to implement several Schedule of Benefits changes. These proposals can be
found in the final section of the report.

Physician Payment Committee funding allocation process

In February 2024, the OMA and the Ministry of Health reached an implementation agreement on the
amount of the Year 3 (2023-24) payments under the 2021-24 PSA and agreed to accelerate arbitration
to determine increases for 2024-25 (Year 1 of the 2024-28 PSA). Both parties agreed to target the same
date (April 1, 2026) for permanent implementation of both the Year 3 (2023-2024), and Year 1 (2024-25)
increases. Additional details on the implementation agreement can be found on the OMA’s website.

The final PPC recommendations of the PPC that are due in October 2025 must fit within the allocation
assigned to each physician group in the PSA and the Board of Arbitration Award. Proposals will be
costed in the coming months so that OMA constituencies can make informed recommendations related
to the priority of their proposals.

The PPC will continue to engage with OMA constituencies as it works into the fall to finalize its
recommendations. Constituencies have had opportunities to provide feedback, and there will be
additional opportunities to provide feedback following the release of this, the third draft of the PPC’s
report. The most up-to-date information and committee timelines can be found on the OMA’s PPC

Webpage (oma.org/PPC).
Summary of PPC recommendations

This document contains all fee proposals under consideration by the PPC as part of the current fee
setting process, as well as comments from the committee. This report is a follow up to the report
published in September 2024. For those proposals received in early 2025 (during the second
submission window) the associated committee comments are new. Constituency leaders are invited
to provide feedback on this draft report. No decisions in this report are final. PPC is tasked with
delivering final recommendations to PSC in the fall of 2025.

Scope of the Physician Payment Committee

As per the 2021 PSA, the mandate of the PPC will be to make recommendations on an annual basis to
the PSC regarding:

i) addition, revision and deletion of fee codes in the Schedule of Benefits based on the
allocation to each section of the normative fee increases, having regard to such
factors as time, intensity, complexity, risk, technical skills and communication skills
required to provide each service, as well as flow-through and any other financial
changes to non-fee for service contracts and to other programs; and
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ii) “modernizing” the existing Schedule of Benefits on a revenue neutral basis, which
may include addition, revision and deletion of Schedule language and/or fee codes,
having regard to such factors as time, intensity, complexity, risk, technical skills and
communication skills required to provide each service, as well as flow-through and
any other financial changes to non-fee for service contracts and to other programs.

In carrying out its mandate, the PPC will take such steps as are necessary to achieve gender
pay equity, and to address medical innovation/technological advances. To that end, among
other things, the parties agree that the work of the PPC will be aligned with the parties’
bilateral work on the FAIR relativity model

The bilateral PPC is empowered only to recommend changes that fall within their scope of work, as
agreed by the parties. As such, PPC must decline any proposals that fall outside of this mandate. Several
proposals, though often well intentioned and articulated, simply cannot be addressed by the PPC. For
example, the PPC may not make recommendations on the following topics:

e (Claims adjudication issues

e Technical fees

e Terms within the Physician Services Agreement(s)

e Uninsured services and payments outside of the physician services budget

The PPC has also made a conscious effort to avoid making recommendations that would interfere with
the work of other committees and working groups with their own clearly defined roles such as the
Appropriateness Working Group, and APP working groups. Where possible, OMA staff will make efforts
to redirect these types of proposals to the group that is most appropriate.

Deliberations

Deliberations for the current round of fee-setting commenced in November 2023 and are ongoing. The
PPC has prepared preliminary responses to proposals that were brought forward as part of the
combined year 3 & Year 1 fee setting process. Comments herein are current as of July 2025. Feedback
may have been received by the committee since the committee’s completion of this report draft — this
feedback will be reviewed and considered in advance of the next report draft.

The committee has worked to evaluate each submission based on its merits in accordance with its
Terms of Reference and Guiding principles. More information is available on the PPC’'s webpage
(oma.org/ppc). Committee responses generally fell into one of the following categories:

e The committee supports the proposal in principle, subject to fitting, relativity and creation of
appropriate Schedule language, definitions and/or payment rules.

e A decision has not yet been reached:
o The committee is awaiting information from the constituency to aid in its deliberations.
o More time is required for the committee to complete deliberations. The PPC will reach out
to the constituency, as required.
o If proposals vastly exceed allocation the committee may require additional information on
constituency priorities to aid in deliberations.
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The proposal is not recommended to proceed:
o This proposal falls outside of the PPC’s mandate. OMA staff will help the constituency to

identify where to better direct this proposal.

The constituency declined to pursue this proposal as part of the current process.
The proposal may be revisited during a future fee setting process.

The constituency elected to withdraw this proposal.

The committee does not support this proposal

The committee has made a counterproposal to help address the issue(s) identified.

O O O O O O

The proposal may not proceed as proposed, but fee codes may be modified in a manner
that maintains relativity with other fee codes in the Schedule of Benefits.

There are a wide range of reasons that the committee may have chosen not to support a proposal, such

as:

10.

OMA constituencies’ prioritization of fee proposals and decisions on how to stage
implementation of fee proposals

Potential cost implications exceed available funding

Implications on fee relativity

Due to complexity of the proposal, additional information and study may be required to
determine appropriate cost implications

Alternative solutions were raised during bilateral committee deliberations, requiring further
study with OMA constituencies (for example, revision of existing codes rather than creation of
new codes)

The proposal represents a large system-wide issue that involves multiple physician sections and
potentially a significant re-rewriting of the Schedule of Benefits.

The Committee lacks evidence of the additional physician time and intensity associated with the
provision of the proposed service.

This service or topics related to this proposal are under review at other tables (e.g., the
Appropriateness Working Group, Hospitalist APP Working Group)

Changes to virtual care are relatively recent, and the PPC is not considering further changes at
this time. We expect to have better data to support more informed discussion on virtual care
changes as time progresses.

Following the introduction of a new fee code or a major fee code revision / value change,
additional time may be required to allow for new data on utilization, prior to further
modifications being made. This helps to ensure accurate costing of proposals.

Despite OMA constituency submissions and advocacy, the bilateral PPC must consider the broader
system needs in its deliberations. Some proposals may not be recommended to proceed or may be
amended to reflect the principles guiding the PPC, such as relativity, gender pay equity and Schedule
modernization.

Schedule fee code changes often affect multiple sections. This means that:

Section proposals and PPC decisions must consider various stakeholders and available
allocations.
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e Some PPC approved Schedule changes may require a portion of a section’s allocation when
members within that section provide those services even if they were not a stated priority of
that section. This is a common scenario for fee code adjustments from the family practice and
practice in general section of the Schedule, which can be claimed across the profession. It is
important to remember that in all cases where a fee code has a cost impact to a section, it also
contributed to increasing the size of the allocation for that section.

e Relativity with other fee codes may need to be considered when adjusting fee values.

The committee recognizes the significant time and effort OMA constituencies put into canvassing
constituency groups, developing and refining proposals from the PPC. The PPC will also be reviewing
their processes to look at opportunities for improvement for future allocations. The committee hopes to
consider Schedule changes on a more regular and iterative basis going forward.

Major Initiatives

As part of the second proposal intake process (2025), the PPC introduced a brainstorming (a.k.a., “big
ideas”) form which allowed constituency leaders to put forward major initiatives with broad schedule
implications; proposals may include hard-to-cost or transformational changes that may not be feasible
in the short-term. The PPC received 13 of these proposals (identified as “MI-25-0##" in the report).
Deliberations on these proposals are ongoing. Work on long term projects is expected to continue
following the completion of recommendations for April 1, 2026, implementation.

Committee meetings and constituency leader engagement

Committee members balanced busy clinical schedules and made personal sacrifices to meet the
demands of the Year 3 & Year 1 fee-setting process.

OMA constituencies were invited to present to the PPC on their submissions in both 2024 and 2025. The
PPC has also invited questions and feedback throughout the process and has worked to make itself
available to constituency leaders. The process of refining recommendations will be iterative, and
constituencies will have further opportunity to provide feedback before the PPC’s final
recommendations.

The PPC relied on the subject matter expertise of section, medical interest group and forum leaders to
inform its work throughout the fee-setting process. The committee also engaged with OMA
constituency leaders at multiple junctures to better understand proposals, constituency group priorities,
and to address any concerns raised.

At several stages throughout the process, constituency leaders were invited to provide written feedback
to the committee and in many cases were asked specific questions to help the committee in its
deliberations. PPC and OMA staff received a significant volume of queries, helpful commentary and
responses to the targeted questions mentioned above.
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1 Addiction Medicine

1.1 Opioid Agonist Maintenance Program (OAMP) monthly management fee — intensive and
maintenance (K682 and K683) (PFAF 23-045)

Constituency Proposal
e The constituency requested:
i Delete K682 OAMP- intensive, and
ii. Revise K683 OAMP - maintenance and re-invest funding from K682 deletion into fee
increase from $38.00 to STBD.

Committee Comments
e The committee believes the workload involved in caring for an addiction patient in the intensive
phase of treatment is greater and therefore should be compensated differently than the
maintenance phase of care.
e The committee does not support this proposal.

1.2 Kxxx — Non-Opiate Agonist Addiction Maintenance Program monthly management fee -
per month (PFAF 23-045)

Constituency Proposal
e The constituency requested a new fee code Kxxx Monthly management of a patient in an
Addiction Maintenance Program (AMP) with a proposed free of $38.00 per month for non-
Opiate Agonist Addiction Maintenance Programs.
e Definition/Required elements of service:

Monthly management of a patient in an Addiction Maintenance Program (AMP) is the

one-month management and supervision of a patient receiving addiction treatment

(excluding opioid agonist treatment) by the physician most responsible for the

management and supervision of that patient when rendered in accordance with the

definitions and payment rules described below. The monthly management of a patient
in an AMP is only eligible for payment to a physician who is qualified for the treatment
of addictions in accordance with the standards and requirements of the College of

Physicians and Surgeons of Ontario (CPSO).

e This service includes the following specific elements:

a) All medication reviews, adjusting the dose of the addiction therapy, and where
appropriate, prescribing additional therapy, and discussions with pharmacists;

b) With the exception of all physician-to-physician telephone consultation services,
discussion with, and providing advice and information to the patient, patient's
relative(s), patient's representative or other caregiver(s), in person, by telephone,
fax or e-mail on matters related to the service, regardless of identity of person
initiating discussion; and

c) All discussions in respect of the patient’s addictive substance dependency, except
where the discussion is payable as a separate service.

o Definitions:

a. Required services are:

l. a consultation, assessment or visit from the Consultation and Visits section
of this Schedule; or
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Il. a K-prefix time-based service excluding group services and case
conferences.

AMP - intensive, is the service for management of an AMP patient receiving an
addiction treatment where the physician renders at least two (2) required services
in the month.
AMP - maintenance, is the service for management of an AMP patient receiving an
addiction treatment where the physician renders one required service in the month.
For the purposes of Kxxx the required services may be rendered by direct patient
encounter or telemedicine.

(Commentary: Telemedicine services are considered eligible as required

services. See CPSO Standards and Guidelines for Methadone Maintenance

Treatment related to telemedicine.)
A service primarily for the purpose of providing a prescription does not constitute a
required service and does not count towards the minimum requirements of Kxxx.

e Payment rules:

1.

Kxxx is only eligible for payment to the physician most responsible for the patient’s
AMP for the applicable month.

A maximum of one of K682, K683, or Kxxx is eligible for payment per patient per
month any physician.

In circumstances where the administration of an addiction treatment is delegated to
another qualified health professional, Kxxx is only eligible for payment if the
physician can demonstrate that he/she is in accordance with the standards and
requirements of the CPSO for providing addiction treatment.

e (Claims submission instructions: Claims for Kxxx is payable only after the minimum requirements
have been rendered for the month.

Committee Comments
e |tis unclear to the committee what work this code would be remunerating which is not part of
existing consultations and assessments both in person and virtual.
e The committee does not support this proposal.

1.3 A680 - Initial assessment — substance abuse (PFAF 25-117)

Constituency Proposal
e The constituency proposed a revision to the payment rules associated with A680 Initial
assessment for substance abuse.

e Specifically, the constituency requested the deletion of the following payment rules on A57:

{strikethrough deletion)

Committee Comments
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e The committee supports deletion of payment rule 1, above.

e The committee does not support deletion of payment rule 2, as evidence that this needs to be
provided more frequently by the same physician has not been provided.

e The committee does not support deletion of payment rule 3, as the committee believes the
payment rule supports best practice.

e The committee notes that payment rule 5 is no longer relevant and should be deleted.

1.4 K682 - Opioid Agonist Maintenance Program monthly management fee-intensive, per
month (PFAF 25-119, 25-120)

Constituency Proposal
e The constituency has proposed revisions to the payment rules on J68
s Specifically, Payment rule 3 on page A60 is requested to be deleted:

& The constituency proposed a fee value change to K682. See PFAF 25-123 for further details.

Committee Comments
s The committee was not provided with evidence that the intensive phase of management
exceeds six months.
e The committee does not support this proposal.

1.5 Gxxx - Monthly maintenance code for Substance Use Pharmacotherapy (PFAF 25-121)

Constituency Proposal
o The constituency proposed the creation of a new Monthly maintenance code for Substance Use
Pharmacotherapy valued at $38.00.
e The proposed payment rules are similar to K683 for OAMP but would be applicable to
Pharmacotherapy for other Substance Use Disorders.

Committee Comments
e The committee notes that no evidence has been provided supporting that the work associated
with the proposed code is equivalent to opioid agonist therapy.
e The committee does not support this proposal.

1.6 K682, K683, K684 — Fee value changes to Opioid Agonist Maintenance Program codes
(PFAF 25-122, 25-123)

Constituency Proposal
e The constituency proposed directing current UDS allocation funds toward the following fee
codes to double their value:

o K682 Opioid Agonist Maintenance Program monthly management fee - intensive, per
month

o K683, Opioid Agonist Maintenance Program monthly management fee - maintenance,
per month

o K684 Opioid Agonist Maintenance Program - team premium, per month
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e The constituency proposal requested these fees increase so that physicians receive $100 per
OAT patient per month, constituency stated physicians currently receive $45-550 per OAT
patient per month.

e The constituency noted that the proposal will support PPC goals of gender pay equity.

Committee Comments
e The committee supports a value change, subject to fitting and prioritization.

2 Allergy and Clinical Immunology

2.1 A625 - Consultation (PFAF 23-177)

Constituency Proposal
e The constituency requested a fee increase to A625 from $159.00 to $181.00, by 13.8 per cent.

Committee Comments
e The committee supports the proposed change, subject to fitting and relativity.

2.2  A623 - Medical specific assessment (PFAF 23-179)

Constituency Proposal
e The constituency requested a fee increase to A623 from $80.90 to $89.00, by 10 per cent.

Committee Comments
The committee supports the proposed change, subject to fitting and relativity.

2.3 G197 - Skin testing - professional component (PFAF 23-184)

Constituency Proposal
e The constituency requested a fee increase to G197 from $0.37 to $0.57, by 54.1 per cent.

Committee Comments
e The committee supports a change to the value of G197, consistent with the increase in value of
other codes billed by the section.
e That amount will be determined according to fitting and relativity.

2.4 G208 - Provocation testing (PFAF 23-185)

Constituency Proposal
e The constituency requested a fee increase to G208 from $21.25 to $30.00, by 41.2 per cent.

e The constituency also proposed removing the limitation of 5 testing sessions per 12-month
period.

e The constituency notes that if changes proposed to G190 proceed, that this proposed rule
change would not be unnecessary.
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Committee Comments

e The committee supports a change to the value of G208, consistent with the increase in value of
other codes billed by the section.

e That amount will be determined according to fitting and relativity.

e The committee does not support the proposed rule change as no evidence was provided to
justify the change.

2.5 Exxx - Allergy procedure stabilization premium (PFAF 23-187)

Constituency Proposal
e The constituency requested a new premium for allergy procedure stabilization at 10%.
e The premium would only be applicable to allergy procedures provided in the community,
outside of hospitals to cover the cost of higher overhead in the community.

Committee Comments
e The proposal represents a large system-wide issue that involves the entire profession and a
fundamental change to the specific elements of assessments (GP15). Such a change exceeds the
scope of the PPC. OMA staff will help the constituency to identify where to better direct this
proposal.

e Therefore, the committee does not support this proposal.

2.6 G190 - Serial oral or parenteral provocation testing to a food, drug or other substance
when the service is rendered in a hospital (PFAF 21-D03)

Constituency Proposal
e The constituency requested a revision to G190 to allow out of hospital claims for the following
allergens: peanuts, tree nuts, milk, and eggs.

Committee Comments
e The committee notes that G190 requires direct and ongoing physician attendance to the patient
undergoing the testing to the exclusion of other patient care. After consultation with the
section, the committee believes this requirement would not be met in an office setting.
e The committee does not support this proposal.

2.7 Major Initiative — Complexity Modifier (Ml 25-011)

Constituency Proposal
e The section requested the creation of a complexity modifier for patients on advanced
therapies, like biologics, targeted immunomodulators, and gene therapies.
e The section noted that this proposal works to ensure fair compensation that reflects the extra
time, resources, and expertise involved in these cases.
e Section noted support in their proposal from: Pediatrics, Psychiatry, Rheumatology, Respirology
and Genetics.

Committee Comments

PPC Report: Draft 3 Comments 17



e Deliberations on major initiatives are ongoing. The committee will reach out to the
constituency, as required. Work on long-term projects is expected to continue following the
completion of recommendations for April 1, 2026, implementation.

3 Anesthesiology

3.1 A/Cxxx - Complex Post-Operative/Post-Partum Pain Management (Acute Pain
Service) (PFAF 21-D04)

Constituency Proposal
e The constituency proposed modernization of acute pain services by
I Creating a new fee code Axxx/Cxxx Complex Post-Operative/Post-Partum Pain
Management (Acute Pain Service), valued at $47.50
. Deletion of A/C215 - Limited consultation for acute pain management in association
with special visit to hospital in-patient.

Committee Comments
e As part of the last fee allocation process, G222 was deleted and the savings generated were
reinvested towards increasing A/C215 limited consultation for acute pain management, A/C015
consultation and A/C013 specific assessment.
e Itis unclear to the PPC how this service differs from the current consult and assessment which
can be billed when managing acute pain.
e The committee does not support this proposal.

3.2 Exxx - Anesthesia units greater than 99 add-on (PFAF 23-099)

Constituency Proposal
e OHIP anaesthesia claim submissions are limited to 2 digits. The new Exxx add-on code would be
billed where 100 or more anaesthesia units are claimed, same patient, same physician, same
day, same service.
e This would eliminate the administrative burden of having to manual submit these claims, reduce
delays in payment and rejection of claims.

Committee Comments
e |ssues related to claims submission and adjudication fall outside of the PPC’s mandate. OMA

staff will help the constituency to identify where to better direct this proposal.
e The proposal is not recommended to proceed.

3.3 E084 - MRP premium - Saturday, Sunday or Holiday (PFAF 23-100)

Constituency Proposal
o The constituency requested that E084 be revised to allow anaesthesiologist to bill.

Committee Comments
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e Analysis has demonstrated that this change would provide limited benefit to members.
e The committee does not support this proposal.

3.4 Anaesthesiologist Unit fee (PFAF 23-101)

Constituency Proposal
e The constituency requested an increase to the anaesthesiologist unit fee depending on available
funding.

Committee Comments
e The committee supports an increase in the Anaesthesia unit fee, subject to fitting.

3.5 Z438A - Insertion of Swan-Ganz catheter (PFAF 23-102)

Constituency Proposal
o The constituency requested a revision to Z438A payment rules, such that it is included in the
anaesthetic basic units and not eligible for payment.

Committee Comments
e The committee notes that this service is only provided 50% of the time by Anaesthesia.
e The committee does not support this proposal.

3.6 Anaesthesia basic unit relativity adjustment (PFAF 23-103)

Constituency Proposal
e The constituency requested to add one extra basic unit to those cases with 6 or more basic units
whose average hourly rates are among the lowest.
e The constituency proposes working with the PPC to choose a reasonable hourly rate threshold
for these increases which will be subject to available funding, including new funds and funds
that may be shifted as a result of the Z438A revision.

Committee Comments
e The committee continues to deliberate and awaits further feedback from the constituency
regarding the best approach to addressing the problem identified.

4 Cannabinoid Medicine MIG

4.1 General & Family Practice time-based “K” prefix fee codes relativity adjustment (various,
excluding K023) (PFAF 23-030)

Constituency Proposal
e The constituency requested a 7% across the board fee increases to various GP/FP time-based K-
codes, except K023 Palliative care support.
e The Fee-for-Service Family Physician (MIG) made the same request. See Fee-for-Service Family
Physician (MIG) for more information.
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Committee Comments
e The Fee-for-Service Family Physician (MIG) made the same request. Please see PFAF 23-049 in
the Fee-for-Service Family Physician (MIG) section for more information.

4.2 Kxxx - Monthly Management Fee for Focused Practice Family Doctors (exception of
Addiction Medicine) (PFAF 23-032)

Constituency Proposal
e The constituency requested a new monthly management fee for focused practice family doctors
for monthly management of complex patients. The new fee would be modelled after the Opioid
Agonist Maintenance Program (OAMP) monthly management fees — intensive and maintenance
(K682 and K683):
i.  Same rules as K682 and K683
ii.  Same fee value as K682 ($45) and K683 ($38)

Committee Comments
e The Fee-for-Service Family Physician (MIG) made the same request. Please see PFAF 23-050 in
the Fee-for-Service Family Physician (MIG) section for more information.

4.3 Community-based infrastructure premium-for office-based practices (out of hospital) and
in-basket (PFAF 23-033)

MIG Proposal
e The constituency requested a new Community-based infrastructure premium for office-based
practices (out of hospital) and in-basket paid at 20% for family doctors who work in a
community (non-hospital-based practice); this is to reflect higher overhead costs in the
community.

Committee Comments
e The Fee-for-Service Family Physician (MIG) made the same request. Please see PFAF 23-047 in
the Fee-for-Service Family Physician (MIG) section for more information.

4.4  Exxx - Unattached patient premium (PFAF 23-034)

Constituency Proposal
e The constituency requested a new 15 per cent premium for family doctors who care for an
unattached patient who does not have a primary care physician.

Committee Comments
e This proposal was also submitted by the Fee-for-service Family Physician MIG. Please see Fee-
for-Service Family Physician (MIG) for more information.
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4.5 Increases to Commonly Billed Fee Codes, including Assessment and Consultation Codes
(PFAF 25-267)

Constituency Proposal

e The constituency requested an increase to commonly billed fee codes, in general terms. This
includes a request to increase the A0O07 — intermediate assessment.

Committee Comments
e Please see PFAF 23-023 in Section on General and Family Practice for more details.

5 Cardiac Surgery

5.1 E682 - Pump bypass - graft of major vessel other than ascending aorta for the purpose of
cardiopulmonary bypass or ventricular assist device, to E650 add (PFAF 23-128)

Constituency Proposal
e The constituency proposed a revision to E682 as follows:

- graft of major vessel other than ascending aorta for the purpose of cardiopulmonary bypass or
ventricular assist device, to E650, R701, R702, R703, R704, R743...add

(Revisions underlined)

Committee Comments
e The committee supports the proposal, subject to fitting and relativity, and notes would apply to
2743, R701, R702, R703, and R704.
e The committee notes that the constituency clarified R743 was a typo in their proposal and
meant Z743.

5.2 E651 - Excision - when done in conjunction with coronary artery repair, add (PFAF 23-129)

Constituency Proposal

o The constituency proposed a revision to E651 where there is no limit for the code and the
medical consultant is removed from the note for this code.

Committee Comments

e The PFAF references to no limit for the code, is not a schedule matter and is therefore out of
scope for the PPC.

e The committee notes that the note under E651 is not what determines whether or not a case is
reviewed by a medical advisor, it was inserted here in order to remind providers of their option
to request a review of a complex case. Given the section feels this advice is not necessary, then
the committee supports removal of the note.
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5.3 E646 - Coronary artery repair — vein patch angioplasty of coronary artery, add (PFAF 23-

130)

Constituency Proposal
e The constituency proposed a revision to E646 where there is no limit per case.

Committee Comments
e The PFAF does not address a Schedule change and, as such, this proposal falls outside of the
PPC’s mandate. OMA staff will help the constituency to identify where to better direct this
proposal.

5.4 E654 - Coronary artery repair — each additional, add (PFAF 23-132)

Constituency Proposal
e The constituency proposed that note #3 be deleted for E654:

(deletions strikethreugh)

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

5.5 Zxxx - Removal of temporary epicardial wires (PFAF 23-300)

Constituency Proposal
e The constituency proposed a new fee for removal of temporary epicardial wires, valued at
$25.00.
e The constituency requested that this be one fee code regardless of the number of wires
removed.

Committee Comments
e In general, the removal of drains, wires, and other devices placed at time of surgery are
considered a component of the initial surgical procedure. The chest tube removal code was
designed to compensate physicians for removing chest tubes they had not placed.
e The committee does not support this proposal.

5.6 R741 - Coronary artery endarterectomy and/or gas endarterectomy (PFAF 23-301)

Constituency Proposal
e The constituency proposed the deletion of R741, valued at $730.70.
e The constituency noted that the procedure may not have been done in years.

Committee Comments
e The constituency withdrew this proposal.
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5.7 Jxxx - Direct epiaortic ultrasound of ascending aorta (PFAF 21-D117)

Constituency Proposal
e The Constituency proposed a new fee for direct epiaortic ultrasound of ascending aorta, valued
at $100.00.

Committee Comments
e The committee lacks evidence of the additional physician time and intensity beyond the surgical
procedure for which the ultrasound is obtained.
e The committee does not support this proposal.

5.8 Jxxx - Coronary doppler/transit flow time measurement (PFAF 21-D118)

Constituency Proposal
e The Constituency proposed a new fee for coronary doppler/transit flow time measurement,
valued at $100.00.

Committee Comments
e The committee lacks evidence of the additional physician time and intensity beyond the surgical
procedure for which the ultrasound is obtained.
e The committee does not support this proposal.

5.9 Zxxx - Cell salvage/washing for intraoperative blood loss (PFAF 21-D119)

Constituency Proposal
e The Constituency proposed a new fee for cell salvage/washing for intraoperative blood loss,
valued at $85.00.

Committee Comments
e The committee finds insufficient evidence to support the creation of a unique code in terms of
the time, intensity, and work effort associated with the service.
e The committee does not support this proposal.

5.10 Exxx - Minimally invasive approach (PFAF 21-D120)

Constituency Proposal
e The Constituency proposed two new fees for minimally invasive and off pump approaches, each
valued at $500.00.

Committee Comments
e There was insufficient evidence provided by the section justifying additional time for the
procedures which would warrant creating new codes.
e The committee does not support this proposal.
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5.11 Axxx - Cardiac surgical consultation for regional service (PFAF 21-D121)

Constituency Proposal
e The Constituency proposed a new fee for cardiac surgical consultations for regional service,
valued at $90.30.

Committee Comments
e The Schedule of Benefits already has provisions for provider-to-provider consultations, CritiCall,
and rules regarding billing when transfer of care occurs. This proposal would significantly alter
those provisions and rules. It would therefore apply to many other specialties and require
extensive consultation with other constituencies.
e The committee does not support this proposal.

5.12 G083 - Continuous venovenous haemodialysis — initial and acute (for the first 3 services)
(PFAF 21-D122)

Constituency Proposal
o The Constituency proposed a revision to the payment rules for G083 to allow it to be billed
during cardiopulmonary bypass.

Committee Comments
e The committee lacks sufficient evidence with respect to the added time and intensity associated
with the provision of this service which would warrant the creation of a unique code for its
provision during cardiac surgery.
e The committee does not support this proposal.

5.13 Rxxx — Surgical aortic valve replacement (PFAF 25-156)

Constituency Proposal
e The section proposed the creation of a new fee code for surgical aortic valve replacement as
sole procedure.
e This service is performed in the setting of an open surgical aortic valve replacement and would
not be applied to TAVI.

Committee Comments
e The committee sees a need to create separate codes for open cardiac valve procedures and
percutaneous valve procedures.
e The committee will reach out to Cardiac Surgery and Cardiology with proposed new codes and
Schedule language.

5.14 Exxx — MRP premium for hospital transfer admission (PFAF 25-157)

Constituency Proposal
e The constituency requested the creation of a new premium valued at 30% as an alternative to
E082.
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e The premium would be applicable for hospital to regional hospital transfer by the MRP at the
receiving hospital.
e EO082 is often rejected as E083 is billed by the MRP at source institution.

Committee Comments
e The committee is unclear why E082 is rejected when a patient is transferred to a different
hospital corporation. The committee is exploring this and will reach out to the section as
necessary.

5.15 Exxx — MRP Premium for ICU transfer (PFAF 25-158)

Constituency Proposal
e The constituency requested a premium valued at 30% for patients transferred from ICU to ward.
e EO083is frequently rejected in the circumstances described; an MRP premium should be payable.

Committee Comments
e The committee notes that the C142 fee code already pays a premium compared to other in-
patient subsequent visit codes.
e The committee notes that physicians within a facility can determine amongst themselves the
most appropriate physician to bill EO83 that day given the division of work.
e The committee does not support the proposal.

5.16 Cxxx- ICU call-back fee code (PFAF 25-159)

Constituency Proposal

e The constituency requested the creation of an ICU call-back code for subsequent call backs into
the ICU, modelled after C101.
e The section proposed a fee value of $10.30 for each subsequent call-back.

Committee Comments
e The committee believes the issue the section is trying to fix is not related to Schedule language
and is therefore out of scope.
e The committee does not support this proposal.

5.17 Exxx — Surgical Endocarditis premium (PFAF 25-160)

Constituency Proposal
e The constituency proposed a new premium for surgical management of endocarditis,
replacement or repair, repair of cardiac defects, debridement etc. This is meant to compensate
for the complexity and time of surgical preoperative, intraoperative and postoperative care
associated with this diagnosis.
e The proposed premium is valued at 50% and would be applicable to associated assessments,
procedures and surgeries.

Committee Comments
e The committee does not support creating an E-code for consults and assessments.
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e The committee supports the creation of an E-code for the surgical procedures and continues to
deliberate on the value of the code. The committee will reach out to the constituency as
required.

5.18 Z744,2788, 2781 — Fee value changes to Decannulation/Cannulation Fee Codes (PFAF 25-
161)

Constituency Proposal
e The constituency requested that the value of 2744, 2788, Z781 remain consistent with any other
codes created to compensate for ECMO.
e The section noted that this proposal is related to intersectional relativity.
e The constituency noted that this PFAF was prompted by PFAF 23-113 from Thoracic Surgery.
e The section requested Z788 and E650 be increased to approximately $400.00.

Committee Comments
e The committee will keep this proposal in mind, should it decide to create any other codes to
compensate for ECMO.
e The committee supports the proposed fee value changes to Z788 and E650, subject to fitting
and relativity.

5.19 E671 Sternotomy - following previous sternotomy (PFAF 25-248)

Constituency Proposal
o The constituency noted that each repeat sternotomy is more complex than previous.
e For second and third repeat sternotomies, the section proposed a premium of 100% of the
surgical fee value be applied to these procedures.

Committee Comments
e As analysis has demonstrated that the impact of this change would provide limited benefit to
members, the committee does not support this proposal.

6 Cardiology

6.1 Exxx - Professional Practice Expense Recovery Fee for Out-of-Hospital Ambulatory Care
(PFAF 23-299)

Constituency Proposal
e The constituency requested a new an add-on fee to consultations and assessments provided in
an out-of-hospital ambulatory care setting (Fee value TBD); this is to reflect higher overhead
costs in the community.

Committee Comments
e The proposal represents a large system-wide issue that involves the entire profession and a
fundamental change to the specific elements of assessments (GP15). Such a change exceeds the
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scope of the PPC. OMA staff will help the constituency to identify where to better direct this
proposal.
e Therefore, the committee does not support this proposal.

6.2 Fee Relativity Submissions - Consultations and Assessments - Fee Value changes (PFAF
25-285, 25-286)

Constituency Proposal
e The constituency proposed increases to the following fee codes:

Fee Code Descriptor Current Proposed Increase

Value New Value (%)
A605/C605 Consultation $161.65 $181.85 12%
A603/CA603 | Medical specific assessment $81.55 $93.80 15%
A601/C601 Complex medical specific re-assessment $70.90 $81.55 15%
A604/C604 Medical specific re-assessment $61.25 $70.45 15%
A608 Partial assessment $38.05 $47.55 25%
C608 Concurrent care, per visit $34.10 $42.65 25%
602 \Slius?[sequent visits — first five weeks, per $34.50 $51.15 48%

Committee Comments
e The committee supports an increase in the value of these codes, subject to fitting and relativity.

e The committee notes that C608 and C602 will need to remain the same as inpatient visits for
other medical specialties.

6.3 G581 - Transesophageal echocardiography (PFAF 25-288)

Constituency Proposal
e The constituency proposed an increase to G581 - Transesophageal echocardiography from
$25.00 to $50.00 (100% increase).

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

6.4 G301 - Exercise studies during catheterization (PFAF 25-289)

Constituency Proposal
e The constituency proposed a fee value change for G301 - Exercise studies during catheterization
from $122.40 to $600.00 (390%).

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.
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6.5 Gxxx - Transesophageal or intracardiac echocardiography for monitoring or guiding a
procedure in the catheterization laboratory (PFAF 25-293)

Constituency Proposal

e The constituency proposed the creation of a new fee code for Transesophageal or intracardiac
echocardiography for monitoring or guiding a procedure in the catheterization laboratory.

e This imaging requires the presence of dedicated imaging cardiologist (structural
echocardiographer), separate from the interventional cardiologist performing the intervention,
to obtain the necessary transoesophageal or intracardiac echocardiographic imaging.

e The proposed value is $425 for the first 60 minutes, then $150 for every additional 30 minutes

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

6.6 Gxxx - Complex PCl Procedures that exceed 90 minutes (PFAF 25-298)

Constituency Proposal
e The constituency noted that Complex PCl cases take considerably more time and incur several-
fold increase in risk of morbidity and mortality due to a combination of technical, anatomical
and procedural challenges.
e The constituency proposed a new fee code for PCl procedures exceeding 90 minutes.
e The proposed value is $400/Hour starting at 90 minutes from start of case to be paid in 15-min
intervals.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

6.7 Exxx - Chronic Total Occlusion (CTO) PCI Premiums (PFAF 25-302)

Constituency Proposal
e The constituency requested a suite of new fee codes for Chronic Total Occlusion (CTO) PCI. Four
premiums are proposed:

Code EXX1: Dual Access CTO Procedure: Premium Code to be billed for patients
undergoing dedicated CTO Procedure which involved visualization of the culprit artery
from antegrade and retrograde perspective -defined as achieving dual arterial access for
the purpose of CTO PCl — biradial, radial-femoral, or bifemoral access

Code EXX2: Retrograde PCI Premium: Retrograde CTO defined as wire and/or
microcatheter attempt to cross a retrograde coronary collateral (any collateral including
septal, epicardial or bypass graft collaterals) - cannot be

billed unless dual access has been achieved for purpose of CTO PCl

Code EXX3: Antegrade Dissection/Re-entry (ADR) Premium: ADR defined as entry into
the subintimal space of the arterial wall and exit with a wire or specialized re-entry
device (e.g. stingray, Recross, TwinPass, Sasuke, Triumph or other dual lumen catheter -
cannot be billed unless dual access has been achieved for purpose of
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CTO PCI

Code EXX4: Intravascular Imaging Premium: Defined as use of intravascular imagine
(Intravascular ultrasound (IVUS) or optical coherence Tomography (OCT) use during CTO
PCl procedure - cannot be billed unless dual access has been achieved for purpose of CTO
PCl.

e The following fee values are proposed:

Fee code Descriptor Proposed fee value

EXX1 Dual Access CTO procedure 5500.00

EXX2 Retrograde PC $500.00

EXX3 Dissection re-entry PCI $250.00

EXX4 Utilization of $150.00
intravascular Imaging during CTO PCI

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

6.8 Exx1, Exx1 - Mechanical Circulatory Support (MCS) Guided Complex PCI
(PFAF 25-312)

Constituency Proposal
e The constituency proposed the creation of two new premiums for Mechanical Circulatory
Support (MCS) devices during complex PCl procedures to maintain hemodynamic stability:
o Exx1- Impella/Tandem Heart Case premium (over and above Impella/Tandem Heart Implant
fee — R701), valued at $750.
o Exx2- IABP Assisted Case Premium (over and above IABP implant code — Z780), valued at
$250.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

6.9 Gxxx - Intracardiac echocardiography for electrophysiological procedural guidance. (PFAF
25-331)

Constituency Proposal
e The constituency proposed the creation of a new fee code for Intracardiac echocardiography
for electrophysiological procedural guidance.
e The proposed fee value for this service is $150. The constituency notes however that for
predominantly single operator procedure, the actual reimbursement will be at 50% as a
secondary code (S75).

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.
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7 Cardiology (Member Group)

7.1 Exxx—Intravascular imaging premium (PFAF 25-347)

Constituency Proposal
e The member group proposed an imaging guidance premium added to PCl procedures

completed with intravascular imaging.

e The premium proposed is valued at 35% and would apply to: Z434, G262, and G298.

e The member group notes that the premium is to compensate for increased procedural time
required to perform these services.

Committee Comments
. The committee continues to deliberate and will reach out to the constituency as required.

8 Chronic Pain

8.1 G384 - Infiltration of tissues for trigger point (PFAF 23-105)
8.2 G385 - For each additional site (to a maximum of 2) (PFAF 23-105)

Constituency Proposal
e The constituency requested the following fee increases:
i G384 Infiltration of tissues for trigger point, from $8.85 to $30.00, by 239.0 per cent
ii. G385 For each additional site (to a maximum of 2), from $4.55 to $15.00, by 229.7 per
cent.

Committee Comments
e The committee notes the constituency replaced this proposal with PFAF 25-241.

8.3 Exxx - when performed outside hospital, add to all nerve blocks and interventional pain
injections (PFAF 25-030)

Constituency Proposal
e The constituency requested the creation of a tray fee for all nerve blocks peripheral/other
injections and interventional pain injections.
e The proposed tray would include syringe, assortment of needles, antiseptic, sterile drape and
local anesthetic and is limited to one per visit.

e The tray fee is proposed at a value of $11.55.

Committee Comments
e Topics related to this proposal overlap significantly with other injection fee codes which are
under review by the Appropriateness Working Group (AWG).
e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG’s work.
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8.4 Exxx - Platelet rich plasma (PRP) injections for osteoarthritis of knees (PFAF 25-038)

Constituency Proposal
e The constituency requested a new fee code for platelet rich plasma (PRP) injections for
osteoarthritis of knees.
e The proposed service is limited to two treatments per year and is valued at $50.00.

Committee Comments
e The committee was not provided with evidence that this treatment is standard of care.
e The committee does not support this proposal.

8.5  Zxxx, Exxx - Botox injection fee for chronic migraines (PFAF 25-039)

Constituency Proposal
e The constituency requested a set of fee codes for botox injection from chronic migraine.
e Zxxx is proposed at a value of $40 for first injection
e Exxxis proposed at a value of $10 for each additional injection.
e The service would be eligible for the tray fee described in PFAF 25-030.

Committee Comments
e The committee continues to deliberate on this proposal and will reach out to the constituency
as required.
e The committee notes that further consultation with the Neurology Section is required to aid in
the committee’s deliberations.

8.6 Multiple Fee Codes — Increase to Nerve Blocks and Pain Injections (PFAF 25-040)

Constituency Proposal
o The constituency proposed a broad 5% increase to all procedures in the nerve blocks for acute
pain management, nerve blocks — interventional pain injections, and nerve blocks —
peripheral/other injections sections (pages J71-J83 in OHIP Schedule of Benefits).

Committee Comments
e Topics related to this proposal overlap significantly with other injection fee codes which are
under review by the Appropriateness Working Group (AWG).
e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG’s work.

8.7  Zxxx, Exxx - Prolotherapy injections into ligaments, joints and tendons in patients with
chronic pain (PFAF 25-041)

Constituency Proposal
e The constituency proposed the creation of new fee codes for prolotherapy injections into

ligaments, joints and tendons in patients with chronic pain, as follows:
o Zxxx is proposed at a value of $30 for first injection
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o Exxxis proposed at a value of $20 for each subsequent injection.
e The service would be eligible for the tray fee described in PFAF 25-030.

Committee Comments
e Topics related to this proposal overlap significantly with other injection fee codes which are
under review by the Appropriateness Working Group (AWG).
e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG's work.

8.8 Zxx1, Zxx2 - erector spinae block for trunk pain — unilateral & bilateral (PFAF 25-042)

Constituency Proposal
e The constituency proposed new fee codes for erector spinae block for trunk pain.
e Zxx1- unilateral has a proposed fee value of $54.65.
e 7Zxx2 — bilateral has a proposed fee value of $81.95.

Committee Comments
e Topics related to this proposal overlap significantly with other injection fee codes which are
under review by the Appropriateness Working Group (AWG).
e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG's work.

8.9 (G914, G915 Nerve Blocks - Interventional Pain Injections - Percutaneous diagnostic
lumbar facet medial branch block with ultrasound guidance (PFAF 25-148)

Constituency Proposal
e The constituency proposed to adjust G914 and G915 description to include Cervical facet.
e Section proposed to remove payment rule #1 on page J76 in the OHIP Schedule of Benefits:

' )

(deletions-strikethreugh

e The section proposed increasing the value of G914 to from $56.00 to $80.00 (43% increase), and
G915 from $14.00 to $20.00 (43%).

Committee Comments
e Topics related to this proposal overlap significantly with other injection fee codes which are
under review by the Appropriateness Working Group (AWG).
e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG’s work.

8.10 G384, G385 Injections or Infusions - Infiltration of tissues for trigger point (PFAF 25-241)
Constituency Proposal
e The constituency requested a fee value change for the following services:
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o G384 - Injections or Infusions - Infiltration of tissues for trigger point from $8.85 to
$30.00 (239% increase).

o G385 - Injections or Infusions - Infiltration of tissues for trigger point - for each
additional site (to a maximum of 2), add. From $4.55 to $15.00 (230% increase).

Committee Comments
e Topics related to this proposal overlap significantly with other injection fee codes which are
under review by the Appropriateness Working Group (AWG).
e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG’s work.

8.11 Gxxx Technical fee for OHP interventional procedures (PFAF 25-245)

Constituency Proposal
e The constituency requested a technical fee for every patient who attends OHP and receives
interventional procedure. The proposed fee is valued at $100.00.

Committee Comments
e The committee notes that technical fees are outside of the PPC’s mandate.
e Therefore, the committee does not support this proposal.

9 Critical Care Medicine

9.1 Critical Care Per Diem Menu of Fees (PFAF 23-247, 23-248)

Constituency Proposal
e The constituency requested a new critical care per diem fee listing modelled after the critical
and comprehensive care per diem fees (G400, G401, G402, G557, G558 and G559) that would
be restricted to Critical Care Medicine (CCM) specialists (OHIP Specialty “11”) as follows:

Cl;eje New FC | Descriptor Current Proposed
G400 Gxxx | Day 1 Critical care $223.10 | $381.90
G401 GXXX Days 2-30 Critical care $146.45 $250.69
G402 Gxxx | Days >30 Critical care $58.60 $100.31
G557 GXxx Day 1 Comprehensive $374.35 $516.70
G558 Gxxx | Days 2-30 Comprehensive | $223.50 | $308.49
G559 Gxxx Days >30 Comprehensive $113.00 $155.97

Committee Comments
e The committee has explored ways to identify those patients whose intensity of care could be
used as a different tier of critical care per diem codes, which would be predominantly billed by
Specialty 11 physicians. We have not found any reliable method to do this.
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e The committee notes that for this allocation, Specialty 11 physicians do not yet have a relativity
score specific to them due to their recent creation as an OHIP specialty.

e The committee notes the section’s desire to focus their allocation on other proposals.

e The committee continues to deliberate and will reach out to the constituency, as required.

9.2 Gxxx - ICU/NICU admission assessment is an initial visit rendered during evening time
(17:00-24:00), to G400, G405, G557, G600, G603, G604, G610 or G620 (PFAF 23-249)

9.3 Gxxx - ICU/NICU admission assessment is an initial visit rendered during weekends and
holidays time (07:00-24:00), to G400, G405, G557, G600, G603, G604, G610 or G620
(PFAF 23-250)

Constituency Proposal
e The constituency requested two new ICU/NICU admission assessment fees:
i Evening ICU/NICU admission assessment fee at $96.40 (equivalent to K994 + K962).
ii. Weekend/Holiday ICU/NICU admission assessment fee at $111.40 (equivalent to K998 +
K963).

Committee Comments
e With respect to PFAF 249, the committee notes that for patients admitted in the evening, the
compensation is equivalent to patients admitted earlier in the day, despite fewer hours of care.
e The committee does not support PFAF 249.
e With respect to PFAF 250, the committee supports the proposal, subject to fitting and relativity.

9.4 Special Visit Premiums — Evening & Weekend (PFAF 21-D06)

Constituency Proposal
e The Section requested that the person seen Special Visit Premiums (SVP) for evenings and
weekends (K998, K999, C986, C987, K/C994, K/C995) be eligible for payment with Critical Care
per diem fees.

Committee Comments
e The committee notes that the section identifies this proposal to be redundant if the requested
two new ICU/NICU admission assessment fees (PFAF 249/250) proceeds (above); therefore, this
item is no longer required.
e The committee views the proposal as withdrawn.

9.5 A/C715 - Consultation (PFAF 25-171)

Constituency Proposal
e The constituency proposed a fee value increase to A715 - Consultation from $175.55 to $210.66
(20% increase).

Committee Comments
e The committee supports the fee value increase, subject to fitting and relativity.
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9.6

Exxx, G558, G557 - Comprehensive care (intensive care area) per diems (PFAF 25-174)

Constituency Proposal

Initially, the constituency requested increases in fee values for the following services:

o G558- Comprehensive care (intensive care area) - Physician-in-charge - 2nd to 30th day,
inclusive, per diem from $228.90 to $274.68 (20.0% increase).

o G557- Comprehensive care (intensive care area) - Physician-in-charge - 1st day from
$383.45 to $460.14 (20.0% increase).

The section notes that they are not requesting corresponding increases to G557/8/9, G559,

G400/1/2, and G405/6/7.

The section notes that if the PPC supports alterative approaches for critical care per-diem codes,

this proposal may not be required (see PFAF 23-247 and 23-248 for more details).

The section notes that those alternative proposals will mitigate impact on other sections.

Following discussions with the PPC and OMA staff, the constituency modified this proposal to

instead create an E-code MRP premium, valued at 20%.

o Exxx payments are premiums payable to members of Section 11 for the nonprocedural
aspects of comprehensive care the SOB describes and hence should be considered eligible
for a premium.

o The proposed premium would live in the Consultations and visits section in the Critical Care
Medicine section of the schedule.

Committee Comments

The committee notes the section’s choice to withdraw the proposal regarding G558 and G557
and replace that with the creation of an E-code MRP premium to live in the Critical Care
Consultations and Visits section of the Schedule of Benefits.

The committee continues to deliberate on this proposal and will reach out to the section as
required.

10 Dermatology

10.1 Complex Skin Cancer Specific Assessment (PFAF 23-149)

Constituency Proposal

The constituency requested a new complex skin cancer specific assessment fee at $81.55 with
the following payment requirements:
1. Meet the criteria for a specific assessment.
2. Meet one or more of the below criteria for a complex cancer assessment:
a. High-risk melanoma, as defined by those melanomas which should be considered
for sentinel node biopsy (e.g., T1b and higher stages)
High-risk Basal cell carcinoma, defined as having morpheic pathologic subtype.
Squamous cell carcinoma with a high risk for regional or distant metastasis (e.g.,
Stage 2 and above)
d. Patients with field cancerization, defined as having at least 10 actinic keratoses

Committee Comments
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e The committee proposes incorporating this assessment into A021 and understands that the
section supports this approach (see comments on PFAF 23-156 below).

10.2 A020 - Complex dermatology assessment — revision (PFAF 23-156)
10.3 A021 - Advanced Dermatology Consultation - revision

Constituency Proposal
e The constituency requested revisions to the payment rules to A020 and A021 as follows:

a. Complex systemic disease with skin manifestations for at least one of the following:
i. sarcoidosis;
ii. systemic lupus erythematosus;
iii. dermatomyositis;
iv. scleroderma;
v. relapsing polychondritis;
vi. inflammatory bowel disease related diseases (i-e- e.g. pyoderma gangrenosum, Sweet's
syndrome, erythema nodosum);
vii. porphyria;
viii. autoimmune blistering diseases (e.g. pemphigus, pemphigoid, linear IgA);
ix. paraneoplastic syndromes involving the skin;
x. vasculitis (including Behcet's disease); or
xi. cutaneous lymphomas (including lymphomatoid papulosis).

or
b. Chronic pruritus with or without skin manifestations {i-e- e.g., prurigo nodularis).
or

c. Complex systemic drug reactions for at least one of the following:
i. drug hypersensitivity syndrome;
ii. erythema multiforme major; or
iii. toxic epidermal necrolysis.

or

d. "Complex psoriasis" or “eomplex-dermatitis~ "complex inflammatory dermatoses" as defined
by at least one of the following criteria:
i. involvement of body surface area of greater than 30%;
ii. treatment with systemic therapy (e.g. methotrexate, acitretin, cyclosporine, biologics);
or
iii. a visit that requires at least 15 minutes of direct patient encounter time

e. Complex skin cancer assessment is defined as one of the following:
i. High-risk melanoma, as defined by those melanomas who should be considered for
sentinel node biopsy
(e.g., T1b and higher stages)
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ii. High-risk Basal cell carcinoma, defined as having morpheic pathologic subtype.

iii. Squamous cell carcinoma with a high risk for regional or distant metastasis (eg. Stage 2
and above)

iv. Patients with field cancerization, defined as having at least 10 actinic keratoses

v. Patients with multiple dysplastic nevi and other skin neoplasms of uncertain behaviour

(Revisions underlined, deletions strikethrough)

Committee Comments
e The committee supports certain proposed revisions to A020 and A021:
o The committee proposes editing section A and B to remove instances of “i.e.” and
instead listing the eligible diagnoses
o The committee does not support expanding the diagnosis for section D as code A021 is a
recent addition to the schedule, and insufficient data exist to determine the impact of
the proposal.
o The committee supports adding Section E to A020.
e The committee does not support adding section E to A021 as it is unclear whether there is
increased physician workload associated with these conditions, prior to these diagnoses being
made (during the consultation phase).

10.4 Exxx — Dermoscopy (PFAF 25-273)
Constituency Proposal
e The constituency proposed a new dermoscopy code in Ontario, modelled after the successful
implementation in Manitoba, specifically for dermatologists, valued at $29.60.
e Dermatoscopy, or dermsocopy, a non-invasive diagnostic tool, allows dermatologists to assess
and monitor skin lesions with a high degree of accuracy, significantly reducing the need for
unnecessary biopsies.

Committee Comments
e The committee is of the opinion dermsocopy is an exam tool and therefore its use is bundled
currently in consults and assessments.
e The committee does not support the proposal.

10.5 A/Cxxx - Repeat advanced consultation (PFAF 25-276)

Constituency Proposal
e The constituency proposed a new fee code for repeat advanced consultation valued at 85% of
A021, $140.20.
e The service would have similar indications to A021 Advanced Dermatology Consultation, but
would be structured as a repeat consultation, with a set of rules modelled after other repeat
consultations in the Schedule of Benefits.

Committee Comments
e The committee notes that the standard approach in the Schedule of Benefits is to not have
repeat codes for advanced or special consultations.
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e |f a physician is seeing a patient for the same diagnosis, they have available to them the complex
assessment code.

e The committee does not support this proposal.

10.6 A/Cxx1, A/Cxx2 - Advanced Pediatric Dermatology Consultation and Advanced Pediatric
Dermatology Assessment (PFAF 25-279, 25-283)

Constituency Proposal

e The constituency requested the creation of a new consultation and assessment code for
paediatric dermatology.

e The proposed consultation code is for the investigation, diagnosis, and management of any of
the following diseases of the integumentary system where the complexity of the condition
requires the medical expertise of a specialist in Dermatology (02). The service has a proposed
value of $181.45.

e The proposed assessment code is an assessment for the ongoing management of any of the
following diseases where the complexity of the condition requires the continuing management
by a dermatology specialist. The service has proposed value of $60.00.

e For each, the patient must be below the age of 18 at the service date and meet one of the
following criteria:

congenital malformation syndrome or congenital anomalies; or

hemangioma, any site requiring consideration of systemic or surgical therapy; or
neurofibromatosis type 1 with complex skin manifestations; or

neoplasm of uncertain behaviour (such as complex congenital nevi, histiocytoses,
multiple angiofibromas); or

o other complex pediatric dermatologic conditions

O O O O

Committee Comments
e The committee supports incorporating this proposal in the existing advanced consult and
assessment codes and note that the age premium would apply.

11 Diagnostic Imaging

11.1 Interventional Radiology procedures except angioplasty and stenting codes (PFAF 23-024)

Constituency Proposal
e The constituency proposed an across-the-board fee increase of 25% to all Interventional
Radiology (IR) procedures except angioplasty and stenting codes:

Fee . Current | Proposed S %
Descriptor
Code value value | Increase |Increase
J001  |Miscellaneous Procedures - Arthrogram, tenogram or|  $34.00 $42.50 $8.50, 25.0%
bursogram
J013  [Miscellaneous Procedures - Lymphangiogram - $121.25/ $151.56| $30.31] 25.0%
Percutaneous trans- Hepatic cholangiogram
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Fee . Current | Proposed S %
Descriptor
Code value value | Increase |Increase

J018 [Miscellaneous Procedures - Lymphangiogram - $52.25 $65.31| $13.06| 25.0%
Sialogram

J023  [Angiography - Embolization (e.g. for treatment of $34.00 $42.50 $8.50 25.0%
haemangioma or renal carcinoma) Intra- Arterial
infusion of drugs e.g. for control of gastrointestinal
haemorrhage - Claim appropriate angiographic
procedural and radiological fees plus a per diem
supervision fee of

)026  [Angiography - Peripheral venogram - Direct puncture $70.80 $88.50, $17.70 25.0%

J028 |Miscellaneous Procedures - Lymphangiogram - $34.000 $42.50 $8.50, 25.0%
Urethrogram and/or urethrocystogram and/or or
intestinal conduit examination, cystogram

J029 |Miscellaneous Procedures - Lymphangiogram - $69.00  $86.25| $17.25| 25.0%
Vasogram

J033  [Angiography - Peripheral venogram - $128.35| $160.44| $32.09] 25.0%
Splenoportogram

J035 [Angiography - Embolization (e.g. for treatment of $34.00 $42.50 $8.50, 25.0%
haemangioma or renal carcinoma) - Pressure
measurements during angiography

J039  |Miscellaneous Procedures - Lymphangiogram -Renal | $140.40, $175.50 $35.10| 25.0%
cyst puncture

J040 [Angiography - Embolization (e.g. for treatment of $121.25/ $151.56| $30.31] 25.0%
haemangioma or renal carcinoma) - First vessel,
claim appropriate angiographic procedural and
radiological fees plus

J041 [Miscellaneous Procedures - Lymphangiogram - $339.90, $424.88] $84.98] 25.0%
Percutaneous removal of intravascular and
intraureteric foreign bodies

J045 |Miscellaneous Procedures - Lymphangiogram - $140.55 $175.69| $35.14 25.0%
Percutaneous antegrade pyelogram

J046 |Miscellaneous Procedures - Lymphangiogram - $257.60] $322.00| $64.40 25.0%
Percutaneous nephrostomy

J047 |Angiography - Embolization (e.g. for treatment of $56.80 $71.00f $14.20 25.0%
haemangioma or renal carcinoma) - Each additional
vessel catheterized and occluded per vessel

J051 |Miscellaneous Procedures - Lymphangiogram - $108.90, $136.13| $27.23| 25.0%
Percutaneous spinal cord puncture for syringogram

J055  [Miscellaneous Procedures - Lymphangiogram - $257.60] $322.00] $64.40| 25.0%
Percutaneous gastrostomy

J056 [Angiography - By catheterization - Abdominal, $670.55| $838.19| $167.64| 25.0%
thoracic, cervical or cranial - Transcatheter
fibrinolytic therapy

J057 [Miscellaneous Procedures - Lymphangiogram - $906.45| $1,133.06| $226.61] 25.0%
Transjugular intrahepatic portosystemic shunt (TIPS)
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implantable central venous catheter

Fee . Current | Proposed S %
Descriptor
Code value value | Increase |Increase
J059  |Miscellaneous Procedures - Lymphangiogram - Non- | $116.90| $146.13| $29.23| 25.0%
Vascular stenting
J060 [Miscellaneous Procedures - Lymphangiogram - $34.00 $42.50 $8.50 25.0%
Nephrostogram
J061 |Miscellaneous Procedures - Lymphangiogram - $257.60| $322.00] $64.40| 25.0%
Percutaneous cecostomy
J062  |Miscellaneous Procedures - Lymphangiogram - $257.60| $322.00] $64.40| 25.0%
Percutaneous cholecystostomy
J063  [Miscellaneous Procedures - Lymphangiogram - $298.80| $373.50, $74.70| 25.0%
Percutaneous jejunostomy
J066 |Angiography - By catheterization - Abdominal, $504.40, $630.50| $126.10/ 25.0%
thoracic, cervical or cranial - Renal angioplasty
J067 [Angiography - Carotid angiogram - Spinal $44.00 $55.00 $11.00] 25.0%
angiography for AV malformation, per vessel,
maximum of 12 vessels per side
N570 [|Fractures of the Spine - Vertebroplasty (injection of $655.25| $819.06| $163.81] 25.0%
bone cement) as sole procedure, first level
7597 |Miscellaneous Procedures - $103.75| $129.69| $25.94 25.0%
Intracavitary/intratumoural injections
7331 |Lungs and Pleura - Introduction - Thoracentesis - $37.35 $46.69 $9.34/ 25.0%
Aspiration for Diagnostic sample
7332 |Lungs and Pleura - Introduction - Thoracentesis - $68.10  $85.13| $17.03| 25.0%
Aspiration with therapeutic drainage with or without
Diagnostic sample
7340 |Lungs and Pleura - Incision - biopsy of lung, needle $158.70| $198.38] $39.68] 25.0%
7594 |Abdomen, Peritoneum and Omentum - Incision - $331.90| $414.88) $82.98 25.0%
Peritoneal abscess - Percutaneous abdominal
abscess drainage including daily supervision, for one
or more abscesses within the same abdominal
qguadrant or the pelvis
7447 |Cardiovascular - Venipuncture -revision same site $85.25| $106.56| $21.31] 25.0%
7456 |Cardiovascular - Venipuncture - Insertion of $193.40| $241.75 $48.35 25.0%

Committee Comments
The committee supports the proposed fee value changes, subject to fitting and relativity.

11.2 J182 - Diagnostic Ultrasound - Extremities - per limb (excluding vascular studies) (PFAF 21-

D07)

Constituency Proposal
The constituency proposed a fee increase to J182 from $14.95 to $29.90 (100 per cent).
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e The constituency proposed a descriptor revision to J182 “per limb (excluding vascular study)” to
“both extremity limbs”, thus removal of restriction to add doppler vascular study.

Committee Comments
e The committee was not provided sufficient evidence to support the proposed change.
e The committee does not support this proposal.
e The committee notes the constituency decision to withdraw this proposal.

11.3 J1xx Ultrasound - biophysical profile (BPP) (PFAF 21-D08)

Constituency Proposal

e The constituency proposed a new fee for a biophysical profile ultrasound - on or after 28 weeks
gestation, valued at $30.00.

Committee Comments
e The committee was not provided sufficient evidence to support the proposed change.
e The committee does not support this proposal.

11.4 Xxxx - Image guided embolization for active bleeding from the Gl tract (PFAF 25-031)

Constituency Proposal
e The constituency proposed a new fee code for Image guided embolization for active bleeding
from the Gl tract, valued at $2,000.00.
o Thisis a fee for image guided embolization for active bleeding from the Gl tract, performed
within a hospital Interventional Radiology Suite.

Committee Comments
e The committee supports the creation of a fee code for this service.
e The committee notes there is significant variation in the time required for this procedure. The
committee will proceed with the creation of a time-based code for this service.

11.5 Xxxx - Image-guided placement of a chest drain in Interventional Radiology (PFAF 25-032)

Constituency Proposal
e The constituency requested a new fee code for Image-guided placement of a chest drain in
Interventional Radiology valued at $300.00.
e Under this proposal, the code is for chest drains are inserted in Interventional Radiology under
image guidance for: 1. pneumothorax, 2. Pleural collections including empyema.
e The Section notes intrasectional relativity issues and the need to increase fees for Interventional
radiology.

Committee Comments
e The committee notes that insufficient evidence was provided to justify the creation of this fee
code when Z341 already exists.
e The committee does not support this proposal.
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11.6 Xxxx - Image-guided embolization (PFAF 25-033)

Constituency Proposal
e The constituency proposed the creation of a new fee code for image guided embolization valued
at 1,100.00.

e The service is described as:
1. Uterine Artery Embolization - Used for image-guided embolization of symptomatic
uterine fibroids, performed by fellowship-trained interventional radiologists, and
performed in an IR suite with fluoroscopy and DSA capabilities.
2. Prostate Artery Embolization - Used for image-guided embolization of symptomatic
prostate enlargement performed by fellowship-trained interventional radiologists, and
performed in an IR suite with fluoroscopy and DSA capabilities.

Committee Comments
e The committee supports the creation of a fee code for this service.
e The committee notes there is significant variation in the time required for this procedure. The
committee will proceed with the creation of a time-based code for this service.

11.7 Xxxx - Tube check/ Sinogram under fluoroscopy. (PFAF 25-034)

Constituency Proposal
e The constituency proposed a new fee code for Exchange/replacement of a nephrostomy,
cholecystectomy, pleural, abscess or biliary drain under fluoroscopic guidance performed in an
IR suite, valued at $250.00.

Committee Comments
e The committee supports editing J064 to include this procedure and increasing the value to
match the value of J052.

11.8 Xxxx - Interpretation of x-ray to estimate bone age (PFAF 25-035)

Constituency Proposal
e The constituency proposed the creation of a new fee code Interpretation of an x-ray specifically
to determine the patient's estimated bone age, valued at $40.00.

Committee Comments
e The committee supports adjusting X057 to be equivalent in value to X055, and X058 to be
equivalent with X220.
e The committee notes this should be payable only when a radiologist personally reviews the
patient images compared to the reference atlas to determine patient bone age.

11.9 Jxx1, Jxx2 - 3D breast tomosynthesis views of breast (PFAF 25-046)

Constituency Proposal
e The constituency proposed two new fee codes for 3D tomosynthesis of breast, Jxx1 unilateral
valued at $15.00 and Jxx2, bilateral valued at $30.00.
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Committee Comments
e The committee proposes mammogram codes (X172, X178, X184, X185) be edited to also be
billed for 3D breast tomosynthesis.

11.10Jxxx - Thoracic duct embolization. (PFAF 25-047)

Constituency Proposal
e The constituency requested the creation of a new fee code for Thoracic duct embolization,
valued at $2000.00.
e The service involves lymphangiogram with successful puncture and cannulation of the
retroperitoneal lymphatics followed by coil/glue embolization of the verified chylous leak.

Committee Comments
e The committee supports the creation of a fee code for this service.
e The committee notes there is significant variation in the time required for this procedure. The
committee will proceed with the creation of a time-based code for this service.

11.11 Xxxx - Dosimetry Planning for TARE (PFAF 25-050)

Constituency Proposal
e The constituency requested a new fee code to remunerate for Dosimetry Planning for
Transarterial radio embolization (TARE), valued at $750.00.
e The service involves dosimetry calculations following the Mapping procedure of a TARE
procedure, in preparation for delivery of procedure.

Committee Comments

e This proposal is currently out of scope for PPC as TARE is remunerated through Cancer Care
Ontario, outside of the Schedule of Benefits.

11.12J182 -Diagnostic ultrasound, per limb (excluding vascular study) (PFAF 25-051)

Constituency Proposal
e The constituency proposed a revision to the descriptor to J182 (page G10), as follows:

Extremities
—pertirab per joint (excluding vascular study)

(deletions strikethrough, revisions underlined)

e Current rules only allow a single joint per side to be paid, per day. This change would allow for
imaging of multiple scans per side (e.g., left elbow and left wrist) during the same visit.

Committee Comments
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e The committee proposes a new fee code to be billed with J182 when two or more large joints
on the same limb are imaged on the same day.

e The fee value would be set at 25% of the value of J182 to support costing analysis and future
review.

11.13 Xxxx - MR Elastography, Fat and Iron quantification. (PFAF 25-082)

Constituency Proposal
e MRE is a specialized MRI exam that provides information on liver stiffness and fibrosis.

e The constituency proposed a new fee code for MR Elastography performed for qualification of
fat and/or iron deposition in the liver, valued at $73.35.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

11.14 G370 - Injection of bursa, or injection and/or aspiration of joint, ganglion or tendon
sheath (PFAF 25-083)

Constituency Proposal
e The constituency proposed a fee value change for G370 - Injection of bursa, or injection and/or
aspiration of joint, from $20.25 to $50.00 (147% increase)

Committee Comments
e Topics related to this proposal are under review by the Appropriateness Working Group (AWG).

e Deliberations will continue on this proposal once PSC provides direction to the PPC regarding
AWG’s work.

12 Emergency Medicine

12.1 Relativity fee value changes to Z-fee code affecting I&D and Suturing Codes (PFAF 23-135)

Constituency Proposal
e The constituency requested multiple fee code increases due to relativity for the following codes:

2073 Fee Section PPC PPC
Fee Code Proposed % | Proposed % Proposed
Value
Increase Increase Value
2101 $25.75 20.00% 20.00% $30.90
2173 $30.35 19.93% 19.93% $36.40
2174 $40.80 19.98% 19.98% $48.95
2104 $20.10 120.65% 120.65% $44.35
2106 $44.35 19.95% $53.20
2103 $44.35 19.95% $53.20
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2102 $44.35 19.95% 19.95% $53.20
2172 $66.60 19.97% $79.90
Z2105 $66.00 19.92% $79.15
2107 $108.00 19.95% $129.55
Z108 $72.00 19.93% $86.35
2154 $35.90 20.06% 20.06% $43.10
Z2175 $35.90 20.06% 20.06% $43.10
2176 $20.00 20.00% 20.00% $24.00
2177 $71.30 19.99% 19.99% $85.55
Z179 $50.40 20.04% 20.04% $60.50
2190 $101.45 20.01% 20.01% $121.75
2191 $77.30 19.99% 19.99% $92.75
2192 $154.95 20.01% $185.95

Committee Comments
e The committee supports an increase in these codes and will proportionately increase all related
codes as well, subject to fitting and relativity. Please see the table above for details.

12.2 Axxx - Emergency Medicine Specialist Consultation (PFAF 23-141)
12.3 Axxx - Extended Emergency Medicine Specialist Consultation (PFAF 23-142)
12.4 Axxx - Comprehensive Emergency Medicine Specialist Consultation (PFAF 23-143)

12.5 Various new Consultation and Assessment codes (PFAF 23-188 to 23193)

Constituency Proposal
o The constituency requested new consultation and assessment fee code for Emergency Medicine
specialists (OHIP Specialty “12") as follows:

PFAF Fee Descriptor Proposed Note
code fee value
141 Axxx | Emergency Medicine Specialist Consultation $106.80 | Per GP16
142 Axxx | Extended Emergency Medicine Specialist 178.00 | Per GP16 &
Consultation minimum of seventy-
five (50) minutes of
direct contact
143 Axxx | Comprehensive Emergency Medicine Specialist $267.00 | Per GP16 &
Consultation minimum of seventy-
five (75) minutes of
direct contact
188 Axx1 | Emergency Medicine Specialist Limited $68.17 | As per GP19
Consultation
189 Axx2 | Emergency Medicine Specialist Repeat $68.17 | As per GP19
Consultation
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PFAF Fee . Proposed

Descriptor Note
code fee value

190 Axx3 | Emergency Medicine Specialist Medical Specific $52.82 | As per GP23
Assessment

191 Axx4 | Emergency Medicine Specialist Medical Specific Re- $39.67 | As per GP23
assessment

192 Axx5 | Emergency Medicine Specialist Complex Medical $45.92 | As per GP24
Specific Re-assessment

193 Axx6 | Emergency Medicine Specialist Partial Assessment $24.64 | As per GP25

e The fee codes would be restricted to emergency medicine specialists for a patient not eligible
for an applicable emergency department “H” prefix code and who provides all the elements of
the underlying consultation and assessment fee. Examples include emergency medicine
specialists providing a consultation outside of the emergency department (e.g., hospital, out-
patient), or when operating under special visit premium rules.

e Proposed payment rules:

1. Only be billed by FRCPC emergency medicine specialists (OHIP Specialty “12”)
2. Only be used for patients not eligible for an emergency department “H” prefix code.

Committee Comments
e The committee does not support establishing new fee codes for Emergency Medicine specialists
for services rendered outside of an emergency department.
e The committee notes that when operating under SVP rules, Emergency physicians can bill the
applicable “A” assessment or consultation fee codes.
e The committee does not support this proposal.

12.6 HO55 - Consultation - Emergency Department Physician on Duty (PFAF 23-182)

Constituency Proposal
e The constituency requested that the payment requirements for billing HO55 be revised to
include physicians with CCFP(EM)designations; H065 would apply for all other physicians.

Committee Comments
e Consultation codes are allocated by OHIP specialty.
e The committee does not support the proposal.

12.7 HO65 - Consultation in Emergency Medicine (PFAF 23-186)

Constituency Proposal
e The constituency requested a fee value change from $81.25 to $97.50, by 20.0 per cent.
e HO65 has fallen out of relativity with other general practice consultations as well as the HO55
(Emergency Medicine specialist consultation).

Committee Comments
e The committee notes that this was withdrawn when the constituency submitted PFAF 25-272.
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12.8 Relativity fee value changes to Emergency Medicine Assessment H-fee codes (PFAF 23-

199)

Constituency Proposal
e The constituency requested multiple fee value changes due to relativity:

Fee
Code

Descriptor

Current
Value

Proposed
Value

$

Increase

%
Increase

H101

Monday to Friday - Daytime
(08:00h to 17:00h) - Minor
assessment

$17.10

$17.60

$0.50

2.9%

H102

Monday to Friday - Daytime
(08:00h to 17:00h) -
Comprehensive assessment and
care

$43.05

$44.35

$1.30

3.0%

H103

Monday to Friday - Daytime
(08:00h to 17:00h) - Multiple
systems assessment

$40.00

$41.20

$1.20

3.0%

H104

Monday to Friday - Daytime
(08:00h to 17:00h) - Re-assessment

$17.10

$17.60

$0.50

2.9%

H131

Monday to Friday - Evenings
(17:00h to 24:00h) - Minor
assessment

$20.95

$21.60

$0.65

3.1%

H132

Monday to Friday - Evenings
(17:00h to 24:00h) -
Comprehensive assessment and
care

$52.55

$54.15

$1.60

3.0%

H133

Monday to Friday - Evenings
(17:00h to 24:00h) - Multiple
systems assessment

$47.45

$48.85

$1.40

3.0%

H134

Monday to Friday - Evenings
(17:00h to 24:00h) - Re-assessment

$20.95

$21.60

$0.65

3.1%

H151

Saturdays, Sundays and Holidays -
Daytime and Evenings (08:00h to
24:00h) - Minor assessment

$26.35

$26.60

$0.25

0.9%

H152

Saturdays, Sundays and Holidays -
Daytime and Evenings (08:00h to
24:00h) - Comprehensive
assessment and care

$66.15

$66.80

$0.65

1.0%

H153

Saturdays, Sundays and Holidays -
Daytime and Evenings (08:00h to
24:00h) - Multiple systems
assessment

$58.90

$59.50

$0.60

1.0%

H154

Saturdays, Sundays and Holidays -
Daytime and Evenings (08:00h to
24:00h) - Re-assessment

$26.35

$26.60

$0.25

0.9%
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Fee Descriptor Current | Proposed S %
Code P Value Value Increase | Increase
H121 Nights (00:00h to 08:00h) - Minor $30.70 $31.00 $0.30 1.0%
assessment
Nights (00:00h to 08:00h) -

H122 | Comprehensive assessment and $76.95 $77.70 $0.75 1.0%
care

H123 | \Vights (00:00h to 08:00h) - $68.00 | $68.70 $0.70 1.0%
Multiple systems assessment

H124 | Nights (00:00h to 08:00h) - Re- $30.70 | $31.00 $0.30 1.0%
assessment

Committee Comments

e The committee notes that this was withdrawn when PFAF 25-265 was submitted.

12.9 H100 - Emergency department investigative ultrasound (PFAF 23-155)

Constituency Proposal
e The constituency requested descriptor and payment rule revisions to H100.

e Proposed descriptor:

An Emergency Department investigative ultrasound is only eligible for payment when:

1. the procedure is personally rendered by an Emergency Department Physician who meets
standards for training and experience to render the service;

the following life-threatening conditions:

OR

S0 o0 T

pericardial tamponade
cardiac standstill

intraperitoneal haemorrhage associated with trauma
ruptured abdominal aortic aneurysm

ruptured ectopic preghancy
pneumothorax

pulmonary edema

shock

7

the procedure is rendered for a patient that is clinically suspected of having at least one of

a patient is clinically suspected of having at least one of the following emergent conditions

and the corresponding diagnostic POCUS is performed to improve the quality and/or

timeliness of patient care:

a.

b.
C.
d

Retinal Detachment — ocular POCUS

Cholecystitis — gallbladder POCUS

DVT — DVT POCUS
Renal Stone — Renal POCUS

e Proposed payment rules:

PPC Report: Draft 3 Comments

48



H100 is limited to-twe-+{2} three (3) services per patient per day where the second or third
service is rendered as a follow-up to the first service for the same condition(s).

Note:

H100 is only eligible for payment when it is rendered using equipment that meets the

following minimum technical requirements:

1. Images must be of a quality acceptable to allow a different physician who meets
standards for training and experience to render the service to arrive at the same
interpretation;

2 s . biliti inel 8 ™ le: and

2. The trans-abdominal probe must be at least 3.5MHz or greater.

Medical record requirements:
The service is only eligible for payment when the Emergency Department investigative
ultrasound includes both a permanent record of the image(s) and an interpretative report.

Claims submission instructions:

Claims in excess of #we-{2}-three (3) services of H100 per day by the same physician for the
same patient should be submitted using the manual review indicator and accompanied by
supporting documentation.

Commentary:

1. See page GP50 for the definition of an “Emergency Department Physician”.

2. Current standards and minimum requirements for training and experience for
Emergency Department investigative ultrasound may-befound-attheCanadian
fhttpAnenenceus-ca-} are CPoCUS IP certification (CPoCUS - Canadian Point of Care
Ultrasound Society) or equivalent.

(Revisions underlined, deletions strikethrough)

Committee Comments

When point of care ultrasound was introduced as a payable service in the Emergency
Department, there was a limited opportunity for training and a more limited scope for its use.
This is no longer the case.

Upon review of literature and the Royal College learning objectives for Emergency Medicine, the
committee considers POCUS to be an element of the patient assessment.

The issue of Point of Care ultrasound in patient care settings outside of the Emergency
Department as well as image guidance for procedures needs to also be taken into consideration,
meaning the proposed change would have broad implications across the Schedule of Benefits
and require broad consultation with all affected sections.

The committee does not support the proposed descriptor changes.
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e The committee does not support the proposed fee increase to H100 based on comparison to
other comparable ultrasound services.

e On receipt of the constituency’s response, as requested, the committee had further
deliberations on the proposal, and reached the above conclusions. The committee
acknowledges the constituency’s disagreement with the committee’s conclusions.

12.10 Hxxx - Emergency Department Point-of-Care Ultrasound for static or dynamic guidance
(PFAF 23-272)

Constituency Proposal
e The constituency requested a new fee code for emergency department point-of-care ultrasound
for static or dynamic guidance paid at $32.10.
e This would be for the following procedures:
central line insertion,
fracture reduction,
foreign body removal,
joint injection or aspiration for diagnostic or therapeutic purposes.

a0 oo

e Procedural ultrasound requires a higher level of practice and skill than diagnostic POCUS due to
the nature of sterile technique and the dynamic nature of the scans.

Constituency Feedback
e The section provided the following feedback. The decision to withdraw this proposal was
informed by:
o feedback from the committee
o the previous assumption that a year 3 increase would be less than 3%
o the section’s efforts to modify H100

Committee Comments
e After consultation with the committee, the constituency withdrew this proposal.

12.11 D015 - Dislocations - Glenohumeral joint - closed reduction without anaesthetic (PFAF 23-
271)

Constituency Proposal
e The constituency requested a fee value change from $49.20 to $83.00, by 68.7 per cent.

Constituency Feedback
e The section provided the following feedback. The decision to withdraw this proposal was
informed by:
o the previous assumption that a year 3 increase would be less than 3%
o the section did not support the PPC’s suggestions to combine the two codes for
shoulder reduction.

Committee Comments
e After consultation with the committee, the constituency withdrew this proposal.
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12.12 H113 - Emergency department service premium - daytime and evenings (08:00h to
24:00h) on Saturdays, Sundays or Holidays, per patient visit (PFAF 23-236)

12.13 H13X - Monday to Friday - Evenings (17:00h to 24:00h) and H15X - Saturdays, Sundays
and Holidays - Daytime and Evenings (08:00h to 24:00h) (PFAF 21-D09)

Constituency Proposal
e The Section requested a revision to the H13X Monday to Friday - Evenings (17:00h to 24:00h)

and H15X Saturdays, Sundays and Holidays - Daytime and Evenings (08:00h to 24:00h)
requirements as follows:
e Monday to Thursday Friday - Evenings (17:00h to 24:00h)

H132 Comprehensive assessment and care $51.85

H133 Multiple systems assessment $46.80

H131 Minor assessment $20.65

H134 Re-assessment $20.65

O O O O

2. Friday Evenings (17:00h to 24:00h), and Saturdays, Sundays and Holidays - Daytime and
Evenings (08:00h to 24:00h)
o H152 Comprehensive assessment and care $65.70
o H153 Multiple systems assessment $58.50
o H151 Minor assessment $26.20
o H154 Re-assessment $26.20

3. H113 - Friday Evenings (17:00h to 24:00h), daytime and evenings (08:00h to 24:00h) on
Saturdays, Sundays or Holidays

(Revisions underlined, deletions strikethrough)

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

12.14 Gxxx - Emergency department pelvic exam with speculum (PFAF 21-D10)

Constituency Proposal

e The constituency requested the creation of a new fee code with a fee value equal to G365
($12.00), with the following descriptor:

“Gxxx - Emergency department pelvic exam with speculum”

e First proposed as revision to an existing code (G365 Pap smear), the Section has modified this
proposal to create a unique code for a gynaecological exam with use of a speculum in the
emergency department, noting issues with overlapping practice.

e Itis noted that this proposal helps to address a gender equity issue.

Committee Comments

e The committee supports this proposal subject to Schedule of Benefits language, fitting, and
relativity.
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12.15 AOxx — ED General Assessment (PFAF 25-084)

Constituency Proposal
e The constituency proposed a new fee code for a General Assessment provided by an ED
physician using special visit premiums.
e The service is otherwise modelled after the A003.
e The proposed value for this service is 87.35 (the same fee value as A003).

Committee Comments
e The committee notes there are alternate methods by which the section could determine which
A003s were billed by physicians on duty in the emergency department.
e Therefore, it is not necessary to create a new code to obtain the data sought by this PFAF.
e The committee does not support this proposal.

12.16 AOxx — ED Intermediate Assessment (PFAF 25-085)

Constituency Proposal
e The constituency proposed a new fee code for an intermediate assessment provided in
conjunction with a special visit premium by an emergency physician on duty in an emergency
department
e The service is otherwise modelled after the A007.
e The proposed value for this service is 37.95 (the same fee value as A007).

Committee Comments
e The committee notes there are alternate methods by which the section could determine which
A007s were billed by physicians on duty in the emergency department.
e Therefore, it is not necessary to create a new code to obtain the data sought by this PFAF.
e The committee does not support this proposal.

12.17 H1X2 - Comprehensive Assessment and Care (PFAF 25-188)

Constituency Proposal
o The constituency proposed revising H102, H122, H132, and H152 to be complex assessment
codes instead of comprehensive assessment codes.
e Section also proposed to increase value of H102, H122, H132, and H152. Details on the

proposed fee values can be found in PFAF 25-265.

Committee Comments
e The committee notes that the proposed rule changes would greatly broaden the usage of these
fee codes.
e The committee is unable to cost this change accurately.
e The committee does not support this proposal.
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12.18 Axxx — Intermediate Assessment — Emergency Department Sign-over and Disposition

(PFAF 25-254)

Constituency Proposal

The constituency proposed the creation of a new fee code for Intermediate Assessment
provided by an emergency physician on duty in an emergency department for the final
disposition (either discharge or referral to a consultant) of a patient received as a sign-over from
another physician.

The proposed fee code is valued at $50.00.

Committee Comments

When the changes contained in PFAF 25-277 are implemented, the committee believes that the
work described in this PFAF will be adequately compensated through the reassessment fee
codes.

The committee does not support this proposal.

12.19 Gxxx — Critical Care Fee Value Changes (PFAF 25-263)

Constituency Proposal

The constituency proposed fee value changes to the following critical care codes: G395, G391,
G521, G523 and G522.

The section notes the need to maintain relativity with H codes, as well as to ensure that higher
intensity work such as that covered by the G codes is adequately remunerated.

The proposed value changes are as follows:

0,
Fee code | Description Fee Value Proposed %
Fee Value Increase
Critical Care, OTHER CRITICAL CARE - Amount payable
G395 per physician per patient for the first three physicians $57.45 $66.70 16.10%
- first % hour (or part thereof)
Critical Care - Amount payable per physician per
patient for the first three physicians - after first %
G391 hour per % hour (or part thereof)/Amount payable $30.60 $35.40 15.69%
per physician per patient for the fourth and
subsequent physicians (per % hour or part thereof)
Critical Care, LIFE THREATENING CRITICAL CARE -
G521 Amount payable per physician per patient for the $111.80 $128.80 15.21%
first three physicians: first % hour (or part thereof)
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Critical Care, LIFE THREATENING CRITICAL CARE -

G523 Amount payable per physician per patient for the $57.65 $65.48 13.58%
first three physicians: second % hour (or part thereof)
Critical Care, LIFE THREATENING CRITICAL CARE -

G522 Amount payable per physician per patient for the $38.00 $43.70 15.00%

first three physicians: after first %5 hour, per % hour
(or part thereof)

Committee Comments
e The committee supports a value change to the fee codes contained in this PFAF, subject to

fitting and relativity.

12.20 Hxxx — Intrasectional Relativity Fee Value Changes (PFAF 25-265, 25-269)

Constituency Proposal
e The constituency proposed an intrasectional relativity exercise to adjust fee values of existing H-

codes.

e The constituency applied the following principles to determine proposed fee values:

O

e}

@)

Increase of base code H103 by 15%

Re-assessments and minor assessments are valued at 50% of the intermediate

assessment (H1x3)

Comprehensive (or complex) assessments are valued at 1.25x an intermediate

assessment
Evenings pay a premium of 35%

Weekends (Friday 5pm - Monday 8am, excluding weekend nights) pay a premium of

50%
Nights (7 days per week) pay a premium of 75%

e The proposed fee values are presented here:
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Feecode | Descriptor Fee
Value Increase
Value
H101 GI?/FP (00) - Monday to Friday - Daytime (08:00h to 17:00h) - $17.10 $23.00 34.50%
Minor assessment
H102 GP/FP (00) - Monday to Friday - Daytime (08:00h to 17:00h) - $43.05 $57.50 33.57%
Comprehensive assessment and care
H103 GP/FP (00) - Monday to Friday - Daytime (08:00h to 17:00h) - $40.00 $46.00 15.00%
Multiple systems assessment
H104 GP/FP (00) - Monday to Friday - Daytime (08:00h to 17:00h) - Re- $17.10 $23.00 34.50%
assessment
H121 | GP/FP (00) - Nights (00:00h to 08:00h) - Minor assessment $30.70 $40.25 31.11%
H122 GP/FP (00) - Nights (00:00h to 08:00h) - Comprehensive $76.95 $100.65 30.80%
assessment and care
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GP/FP (00) - Nights (00:00h to 08:00h) - Multiple systems

H123 $68.00 $80.50 18.38%
assessment

H124 | GP/FP (00) - Nights (00:00h to 08:00h) - Re-assessment $30.70 $40.25 31.11%

H131 GI?/FP (00) - Monday to Friday - Evenings (17:00h to 24:00h) - $20.95 $31.05 48.21%
Minor assessment

H132 GP/FP (00) - Monday to Friday - Evenings (17:00h to 24:00h) - $52.55 $77.65 47 76%
Comprehensive assessment and care

H133 GP/F‘I3 (00) - Monday to Friday - Evenings (17:00h to 24:00h) - $47.45 $62.10 30.87%
Multiple systems assessment

H134 GP/FP (00) - Monday to Friday - Evenings (17:00h to 24:00h) - Re- $20.95 $31.05 48.91%
assessment
GP/FP (00) - Saturdays, Sundays and Holidays - Daytime and

H151 26. 4, .939

> Evenings (08:00h to 24:00h) - Minor assessment »26.35 »34.50 30.93%

GP/FP (00) - Saturdays, Sundays and Holidays - Daytime and o

H152 Evenings (08:00h to 24:00h) - Comprehensive assessment and care 266.15 »86.25 30.39%
GP/FP (00) - Saturdays, Sundays and Holidays - Daytime and 0

H153 Evenings (08:00h to 24:00h) - Multiple systems assessment »58.90 269.00 17.15%

H154 GP/FP (00) - Saturdays, Sundays and Holidays - Daytime and $26.35 $34.50 30.93%

Evenings (08:00h to 24:00h) - Re-assessment

Committee Comments

e The committee notes the excellent work involved in this submission, which addresses
intrasectional relativity in a thorough manner.

e The committee supports this proposal, subject to fitting.

12.21 H112, H113 — ED After Hours Service Premiums (PFAF 25-269)

Constituency Proposal
e The constituency proposed fee value changes to night and weekend premiums for when any

e The proposed change to these service premiums is as follows:

‘other’ service is rendered by the Emergency Department Physician in premium hours.

Fee . Fee New %
Descriptor Fee
Code value Increase
Value
GP/FP (00) - Emergency department service premium - o
H112 nights (00:00h to 08:00h), per patient visit 235.15 | 55270 49.93%
GP/FP (00) - Emergency department service premium -
H113 | daytime and evenings (08:00h to 24:00h) on Saturdays, $20.35 | $33.80 66.09%
Sundays or Holidays, per patient visit
Committee Comments
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e The committee supports this proposal, subject to fitting and relativity.

12.22 H11x — New ED After Hours Service Premium Mon-Thurs 1700-2400 (PFAF 25-270)

Constituency Proposal

e The constituency proposed the creation of a new evening premium for work Mon-Thurs 1700-
2400 in the ED when assessments can not be claimed.
e The proposed fee value is $23.65.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

12.23 HO55, HO65 — Consultations — Fee Value Changes (PFAF 25-272)

Constituency Proposal
o The constituency proposed fee increases to the following fee codes:
e HO55 — Emergency Medicine Consultation (Emergency Medicine Section of Schedule) from
106.80 to 137.25 (28.5% increase).
e HO65 - Consultation in Emergency Medicine (Family Practice and Practice in General Section of
Schedule) — from 81.25 to 120.25 (48% increase).

e The section notes that consultations are out of relativity with other services in the schedule.

Committee Comments
e The committee supports an increase to these fee codes, subject to fitting and relativity.

12.24 H105 — Interim Admission Orders (PFAF 25-274)

Constituency Proposal

e In order to maintain relativity with other services, the constituency proposed a fee value change
to H105 — Interim Admission Orders, from 26.25 to 29.05 (10.6% increase).

e The section noted that this fee code is important for the work of rural physicians given the time
spent admitting patients.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

12.25 H1x4 —Re-assessment (PFAF 25-277)

Constituency Proposal
e The constituency proposed the revision of re-assessments rendered in an emergency
department or Hospital Urgent Care clinic at least two hours after the original assessment or re-
assessment.

e Specifically, the constituency proposed revisions to payment rules for Re-assessments on page
A12, as follows:
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Payment rules:

2.This service is limited to three per patient per day and two per physician per patient per
day. Services in excess of these limits are not eligible for payment

(deletions strikethrough)

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

12.26 7756 — Fecal disimpaction - no anaesthetic (PFAF 25-319)

Constituency Proposal
e The constituency proposed a fee value change to Z756 — Fecal disimpaction - no anaesthetic
from $36.80 to $46.00 (25% increase).
e The section noted that the time associated with the work and its unpleasant nature warrant an
increase in fee value, on the basis of intrasectional relativity.

Committee Comments

e The committee supports this proposal, subject to fitting, relativity, and development of
appropriate schedule language.

13 Endocrinology & Metabolism

13.1 Endocrinology & Metabolism Consultation and Assessment fee increases (PFAF 23-038)

Constituency Proposal
e The constituency requested an across-the-board fee increase to their consultation and visit fees

as follows:
Fee Descriptor Current | Proposed $ %
Code Value Value | Increase | Increase
A155 | Endocrinology - Consultation $165.30 | $181.85 $16.55 | 10.01%
A153 | Endocrinology - Medical specific $84.60 $93.05 $8.45 9.99%
assessment

A151 | Endocrinology - Complex medical specific $74.80 $82.30 $7.50 | 10.03%
re-assessment

A154 | Endocrinology - Medical specific re- $62.85 $69.15 $6.30 | 10.02%
assessment

A158 | Endocrinology - Partial assessment $39.10 $43.00 $3.90 9.97%

A760 | Endocrinology and Metabolism - Complex $90.75 $99.85 $9.10 | 10.03%
Endocrine neoplastic disease assessment
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Fee | o < crint Current | Proposed $ %
Code escriptor Value Value Increase | Increase
A156 | Endocrinology - Repeat consultation $105.25 | $115.80 | $10.55 | 10.02%

Committee Comments
e The committee supports the proposed fee value changes, subject to fitting and relativity.

13.2 K046 - Diabetes team management (PFAF 23-038)

Constituency Proposal
e The constituency requested a 20 per cent fee increase (from $115.00 to $138.00) to K046.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

13.3 K045 - Diabetes management by a specialist (PFAF 23-039)

Constituency Proposal
e The constituency requested:
i A reduction in the minimum number of visits needed to bill K045 from 4 to 3, and
ii. Afeeincrease from $76.20 to $83.80, by 10 per cent

Committee Comments
e K045 was designed to compensate for care of more complex patients who require more
frequent visits. Therefore, the committee does not support the proposal to decrease the
number of visits required.
e The committee supports the proposed fee value change, subject to fitting and relativity.

14 Endocrinology & Metabolism (Member Group)

14.1 EO078 - Chronic Disease Assessment Premium to include transgender and/or gender
diverse person (PFAF 25-339, 25-340)

Constituency Proposal
e The group proposed a revision to the E0O78 chronic diseases assessment premium, valued at

50%, to include transgender and/or gender diverse person on hormone therapy visits.

e Specifically, the proposal requested a revision such that diagnostic code 302 be eligible for
billing with E078.

e The group notes that this revision would reflect the workload and complexity associated with
providing chronic and comprehensive care (gender-affirming interventions) within the scope of
transgender medicine.

Committee Comments
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e The committee does not believe that being a transgender person or a gender diverse person
constitutes having a chronic disease.
e The committee does not support this proposal.

15 Fee-for-Service Family Physician (MIG)

15.1 Exxx - Unattached patient premium (PFAF 23-046)

Constituency Proposal
e The constituency requested a new 15% premium for family doctors who care for an unattached
patient who does not have a primary care physician.
e This would be billable by any family doctor who cares for an unattached patient who does not
have a primary care family physician.

Committee Comments
e No evidence has been provided that these patients require a greater time or intensity, on
average, that would justify a higher payment.
e The committee does not support this proposal.

15.2 Community-based infrastructure premium-for office-based practices (out of hospital) and
in-basket (PFAF 23-047)

Constituency Proposal
o The constituency requested a new fee code Kxxx Community-based infrastructure premium-for
office-based practices (out of hospital) and in-basket paid at 20% for family doctors who work in
a community (non-hospital based practice); this is to reflect higher overhead costs in the
community.

Committee Comments
e The proposal represents a large system-wide issue that involves the entire profession and a
fundamental change to the specific elements of assessments (GP15). Such a change exceeds the
scope of the PPC. OMA staff will help the constituency to identify where to better direct this
proposal.
e Therefore, the committee does not support this proposal.

15.3 Exxx - Chronic Disease Assessment Premium (PFAF 23-048)

Constituency Proposal
e The constituency requested a new fee code Exxx 50% chronic disease assessment premium with
the following criteria:
i restricted to family physicians
ii. same diagnostic codes as EQ78
e This premium would be restricted to family doctors.

Committee Comments
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e The committee has no evidence that this would address an intra-sectional relativity issue within
primary care.
e The committee does not support this proposal.

15.4 General & Family Practice time-based “K” prefix fee codes relativity adjustment (various,
excluding K023) (PFAF 23-049)

Constituency Proposal
e The constituency requested a 7 per cent across-the-board fee increases to various GP/FP time-
based K-codes, except K023 Palliative care support. The following fee codes were identified:

Fee Descriptor Current Proposed S %
Code Value Value Increase | Increase
K002 | Interviews - Interviews with relatives or a $70.10 $74.70 $4.60 7.0%

person who is authorized to make a
treatment decision on behalf of the
patient in accordance with the Health
Care Consent Act, per unit
K003 | Interviews - Interviews with Children's Aid | $70.10 $74.70 $4.60 7.0%
Society (CAS) or legal guardian on behalf
of the patient in accordance with the
Health Care Consent Act conducted for a
purpose other than to obtain consent, per
unit
KOO5 | Primary mental health care - Individual $70.10 $74.70 $4.60 7.0%
care, per unit
KOO6 | Hypnotherapy - Individual care, per unit $70.10 $74.70 $4.60 7.0%
KOO7 | Psychotherapy - Individual care, per unit $70.10 $74.70 $4.60 7.0%
KOO8 | Interviews - Diagnostic interview and/or $70.10 $74.70 $4.60 7.0%
counselling with child and/or parent for
psychological problem or learning
disabilities, per unit
K013 | Counselling - Individual care - first three $70.10 $74.70 $4.60 7.0%
units of K013 and K040 combined per
patient per provider per 12-month
period, per unit
K014 | Counselling - Counselling for transplant $70.10 $74.70 $4.60 7.0%
recipients, donors or families of recipients
and donors - 1 or more persons, per unit
K015 | Counselling - Counselling of relatives - on $70.10 $74.70 $4.60 7.0%
behalf of catastrophically or terminally ill
patient - 1 or more persons, per unit
KO22 | HIV primary care, per unit $70.10 $74.70 $4.60 7.0%
K028 | STD management, per unit $70.10 $74.70 $4.60 7.0%
KO29 | Insulin Therapy Support (ITS), per unit $70.10 $74.70 $4.60 7.0%
K032 | Specific neurocognitive assessment $70.10 $74.70 $4.60 7.0%
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Fee Current | Proposed S %

Code Descriptor Value Value Increase | Increase

K037 | Fibromyalgia/chronic fatigue syndrome $70.10 $74.70 $4.60 7.0%
care, per unit

K040 | Counselling - Group counselling - 2 or $70.10 $74.70 $4.60 7.0%

more persons - where no group members
have received more than 3 units of any
counselling paid under codes K013 and
K040 combined per provider per 12-
month period, per unit

K680 | Substance abuse - extended assessment, $70.10 $74.70 $4.60 7.0%
per unit

Committee Comments

e The committee supports a value change to the fee codes listed above, subject to fitting and
relativity.

15.5 Kxxx - Monthly Management Fee for Focused Practice Family Doctors (exception of
Addiction and Palliative Medicine) — Initial and follow-up (PFAF 23-050)

Constituency Proposal
e The constituency requested a new monthly management fee for focused practice family doctors
for monthly management of complex patients. The new fee would be modelled after the Opioid
Agonist Maintenance Program (OAMP) monthly management fees — intensive and maintenance
(K682 and K683):
i.  Same rules as K682 and K683
ii.  Same fee value as K682 ($45) and K683 ($38)

Committee Comments

e Itis unclear to the committee what work this code would be remunerating which is not part of
existing consultations and assessments both in person and virtual.
e The committee does not support this proposal.

15.6 Multiple Fee Codes— Fee value changes (PFAF 25-290, 25-294, 25-300)

Constituency Proposal
e The constituency has proposed value changes the follow fee codes:

Proposed
Fee . Fee P %
Descriptor Fee
Code Value Increase
Value

GP/FP (00) - Intermediate assessment or well

A0O7 baby care

$37.95 $50.10 32.0%

A003 | GP/FP (00) - General assessment $87.35 $100.45 15.0%
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GP/FP (00) - Primary mental health care -

K005 Individual care, per unit

$70.10 $84.10 20.0%

Committee Comments
e The committee supports a value change for these codes, subject to fitting, relativity, and
consideration of the requests made by the SGFP.
e Please see PFAF 23-023 in Section on General and Family Practice for details.

15.7 Exxx — After-hours services premium (PFAF 25-317)

Constituency Proposal
e The constituency proposed the creation of an after-hours services premium for FFS physicians to
incent care during unsociable hours modelled after the Q012 - Primary care after-hours fee.
e The proposed premium is eligible for payment for patients seen by a FFS MD during regular
after-hours services held after 50m on weekdays or any time on weekends or statutory holidays.
e The proposed premium is valued at 30%

Committee Comments
e The Q012 is part of a compensation package available to physicians who provide longitudinal
patient care as part of a patient enrollment model (PEM). Physicians who do not currently
participate in patient enrollment models have the option to join such a model, if feasible.
e The constituency agreed that there is no mechanism by which one can determine which
physicians not participating in a PEM are providing longitudinal care and which are not.
e The committee does not support this proposal.

16 Gastroenterology

16.1 EQ98 - Chronic Disease Assessment Premium (PFAF 23-195)

Constituency Proposal
e The constituency requested to direct approximately 70% of their year 3 allocation to increase
the E098 fee code.
e Increase the premium to approximately 30%-35% depending on allocation fund availability.

Committee Comments
e The committee notes this proposal was replaced with PFAF 25-154.

16.2 Exxx - Total excision of very large sessile polyp or lesion (>3cm) of the upper Gl tract using
endoscopy mucosal resection (EMR) technique through oesophageoscopy-gastroscopy,
with or without duodenoscopy, and may include fulguration and hemostasis, each (PFAF
23-196)

Constituency Proposal
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The constituency requested to create a new fee code for the intervention for removal of early
gastric cancer or gastric dysplastic lesion, paid at $227.65.

Proposed Payment Rules:

1. May only be claimed for polyps or lesions greater than 3cms in size requiring submucosal
injection and piecemeal resection.

May only be claimed with 2399, Z400, or Z527

May not be claimed for pedunculated polyps

May not be claimed for lesion removed via endoscopic submucosal dissection (ESD).
Benefits includes placement of clips or hemostatic technique at the time of polypectomy.
May be claimed in addition to E674, E675, E703, or E799, if polyps are removed from
different sites.

Limited to EMR that takes minimum 30 minutes to complete the procedure.

A maximal of 2 services are eligible for payment per patient per day.

ou ks wWwN
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Committee Comments

The committee notes this proposal was replaced with PFAF 25-255,

16.3 Exxx - Radiofrequency Ablation for Barrett’s Esophagus (PFAF 23-200)

Constituency Proposal

The constituency requested a new fee for Radiofrequency Ablation for Barrett’s Esophagus, paid

at $215.00

Proposed Payment Rules

1. Only payable to gastroenterologists and general surgeons, who have been trained to
perform this procedure.

2. Only payable in conjunction with Z399 procedure.

3. Only payable to diagnostic code 530 (Diseases of Esophagus, Stomach and Duodenum:
Esophagitis, cardiospasm, ulcer of esophagus; strictures, stenosis, or obstruction of
esophagus)

Committee Comments

The committee notes this proposal was replaced with PFAF 25-253.

16.4 E785 - Multiple screening biopsies (>34 sites) for malignant changes in ulcerative colitis,

to 2491, 7492, 7493, 7494, 7495, 7496, 7497, Z498, 7499 or Z555...add (PFAF 23-202)

Constituency Proposal

The constituency requested a revision to the descriptor for E785, along with proposed payment
rules as follows:

multiple sereening-biopsies for surveillance of inflammatory bowel disease-associated colorectal

cancer or dysplasia {~34-sites}-formalighant-changesinulcerative-colitis, to Z491, 2492, 7493,
7494, 7495, 7496, 7497, 7498, 7499 or Z555........cecceeunne... add

(Revisions underlined, deletions strikethrough)

Proposed Payment Rules:
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1) Must be billed with diagnostic code 555 (Crohn’s disease), 556 (ulcerative colitis), and 576
(primary sclerosing cholangitis).

2) Fee applies to multiple random screening biopsies (>34 sites) for malignant changes in
inflammatory bowel disease, or targeted biopsies using 1) Dye-chromoendoscopy (DCE), 2)
virtual chromoendoscopy (VCE) with narrow band imaging (NBI), or

3) high-definition white-light-endoscopy (HD-WLE) with HD-iScan, or equivalent. Not payable
to standard definition white light endoscopy (SD-WLE).

Committee Comments
e The committee notes this proposal was replaced by PFAF 25-256.

16.5 Oesophageal Studies: Proposed revisions and fee increases (PFAF 23-203, 23-208, 23-211)
16.6 G350 - Gastroenterology - Oesophageal motility study(ies) with manometry
16.7 G251 - Oesophageal Studies - Oesophageal pH study for reflux, with installation of acid

16.8 G351 - Oesophageal Studies - Oesophageal pH study for reflux, with installation of acid,
with 24 hour monitoring

16.9 G354 - Oesophageal Studies - Anal-rectal manometry

Constituency Proposal
e The constituency requested the following:

PFAF | Fee Descriptor Current | Proposed S %
Code Value Value Increase | Increase

208 | G350 | oesophageal motility study(ies) with $76.05 $95.00 $18.95 24.9%
manometry

203 | G251 | oesophageal pH study for reflux, with $27.05 Delete | -$27.05 | -100.0%
installation of acid

208 | G351 | oesophageal p H study for reflux, with $31.85 $50.00 $18.15 57.0%
installation of acid, with 24-hour
monitoring

211 | G354 | Anal-rectal manometry $38.50 $60.00 $21.50 55.8%

Committee Comments
e The committee recommends combining G251 and G351. The descriptor for G351 would be
expanded and G251 would be deleted.
e The committee notes that PFAF 23-208 was replaced by PFAF 25-153.
e The committee notes that PFAF 23-211 was replaced by PFAF 25-151.

16.10E749 - when 7491, 7492, 7493, 7494, 7495, 7496, Z497, 7498, 7499, 7512, 7555 or Z580
rendered in private office, add (PFAF 23-213)

Constituency Proposal
e The constituency requested the following changes to E749,
i Fee value increase from $22.35 to $24.50, by 9.6 per cent, and
ii. Payment rule revised as follows:
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E749 is NOT eligible for payment in a hospital or Independent Health Facility

(Revisions underlined)

Committee Comments
e The committee supports the proposed payment rule change.

e Areview of billing data failed to demonstrate that the proposed value change would address an

intrasectional relativity issue.
e The committee does not support the value change proposed.

16.11 Consultation and Assessment Fees (PFAF 23-228)

Constituency Proposal

e The constituency requested that their consultation and assessment fee codes be at the same

values as internal medicine consultation and assessment fee codes

Proposed S %
Fee Code |Current or Proposed Descriptor Current | feevalue |Increase|Increase
A415 |Gastroenterology - Consultation $157.00 | S$S164.90 | S$7.90 5.0%
A413 |Gastroenterology - Medical specific $80.35 $81.55 $1.20 1.5%
assessment
C415 |Gastroenterology - Non-emergency $157.00 | S$S164.90 | S$7.90 5.0%
hospital in-patient services - Consultation

Committee Comments
e The committee notes this proposal is replaced by PFAF 25-155.

16.12 G353 — Oesophageal acid perfusion test and/or provocative drug testing (PFAF 25-150)

Constituency Proposal

e The constituency proposed revising the service’s descriptor to modernize and match current
practice, as follows:

“Oesophageal provocation testing including: acid perfusion, testandfer provocative drug
testing, multiple rapid swallows, rapid drink challenge or solid bolus swallows”

(revision underline, deletions-strikethrough)

e The section proposed that the value of G353 be increased from $28.75 to $35.00 (21.7%
increase).

Committee Comments
e The committee supports the descriptor changes.
e The committee supports the fee value change subject to fitting and relativity.
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16.13 G354 — Anal-rectal manometry (PFAF 25-151)

Constituency Proposal
e The section proposes changing the descriptor for G354 from “Anal-rectal manometry”, to
“Anorectal manometry study”
e The constituency proposed the fee value of G354 be increased from 38.50 to 61.80 (60.5%
increase).
e The constituency noted that the service is undervalued relative to comparators.

Committee Comments
e The committee supports the descriptor changes.
e The committee supports the fee value change subject to fitting and relativity.

16.14 G351 — Oesophageal pH study for reflux (PFAF 25-152)

Constituency Proposal
e The constituency proposed a revision to the descriptor for G351 as follows:

“Oesophageal pH-study-ferreflux monitoring study for with-installation-efacidwith-24 hours or
longer-enitoring”

(revision underline, deletions-strikethrough)

e The constituency proposed a fee value change to G351 from $31.85 to $51.50 (61.7% increase)
e The constituency noted that the service is undervalued relative to comparators.

Committee Comments

e The committee supports the proposed descriptor changes.
e The committee supports the fee value change, subject to fitting and relativity.

16.15 G350 — Oesophageal Studies - Oesophageal motility study(ies) with manometry (PFAF 25-
153)

Constituency Proposal
e The constituency proposed modifying the descriptor for G350 as follows:

Oeseophageal “Esophageal motility study(ies) with manometry and/or impedance planimetry.”

(revision_underline, deletions-strikethrough)

e The constituency proposed a fee value increase from $76.05 to $97.85 (28.7% increase)
o The constituency noted that the service is undervalued relative to comparators.

Committee Comments
e The committee supports the proposed descriptor changes.
e The committee supports the fee value change, subject to fitting and relativity.
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16.16 E098 — Gastroenterology chronic disease assessment premium (PFAF 25-154)

Constituency Proposal
e The constituency proposed raising the value of the Gastroenterology chronic disease
assessment from 28% to 50%.
e The constituency proposed revising the payment rule C (page A99) to allow applying this
premium to assessments for patients with malnutrition (263), and Celiac disease (579).

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

16.17 Multiple Fee Codes - Consultation and Assessment Fee Value Changes (PFAF 25-155)
Constituency Proposal
e The constituency proposed increases to Gastroenterology consultation and assessment codes

7

as follows:
. Fee Proposed %
Fee Code Descriptor Value New Fee | Increase

Adll Gastrc?enterology (41) - Complex medical $70.90 | $75.25 6.14%
specific re-assessment

A413 Gastroenterology (41) - Medical specific $80.35 | $85.30 6.16%
assessment

Ad14 Gastroenterology (41) - Medical specific re- $61.25 | $65.00 6.12%
assessment

A415 Gastroenterology (41) - Consultation $157.00 | $166.60 6.11%

A416 Gastroenterology (41) - Repeat consultation $105.25 | $111.70 6.13%

A418 Gastroenterology (41) - Partial assessment $38.05 | $40.40 6.18%

A545 Gastroenterology (41) - Limited consultation $105.25 | $111.70 6.13%

cail Gast.rc?enterology (41) - Complex medical $70.90 | $75.25 6.14%
specific re-assessment

ca12 (?astr.oenterology (41? - Subsequent visits - $34.10 | $36.20 6.16%
first five weeks, per visit

ca13 Gastroenterology (41) - Medical specific $80.35 | $85.30 6.16%
assessment

ca1a Gastroenterology (41) - Medical specific re- $61.25 | $65.00 6.12%
assessment

C4a15 Gastroenterology (41) - Consultation $157.00 | $166.60 6.11%

C4a16 Gastroenterology (41) - Repeat consultation $105.25 | $111.70 6.13%
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Gastroenterology (41) - Subsequent visits -
ca17 sixth to thirteenth week inclusive (maximum 3 | $34.10 | $36.20 6.16%
per patient per week, per visit

Gastroenterology (41) - Concurrent care, per

C418 visit $34.10 | $36.20 6.16%
Gastroenterology (41) - Subsequent visits -

C419 after thirteenth week (maximum 6 per patient | $34.10 | $36.20 6.16%
per month), per visit

C545 Gastroenterology (41) - Limited consultation $105.25 | $111.70 6.13%

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

16.18 Kxxx — Home Parenteral Nutrition Team Management Fee (PFAF 25-243)

Constituency Proposal
e The constituency proposed a parenteral Nutrition team management fee for the continuing care
and management of a patient who is registered in a Home Parental Nutrition Program.
e This is a fee that will be billed weekly to reimburse the clinician most responsible for the
patient’s care.
e The proposed fee value is $33.00 per patient per week.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

16.19 Exxx - Complex extended assessment add-on (PFAF 25-246)

Constituency Proposal
e The constituency proposed the creation of an add-on fee code that would be billed by a
physician who is seeing a patient in follow-up assessment in the ambulatory care setting, where
the duration of the direct patient contact with the patient exceeds 45 minutes.
e The section proposed the following payment rules:
1. There must be a concomitant claim for a follow-up assessment (A411, A413, A414, or
A418)
2. The patient must not be admitted to a hospital
3. The physician cannot have submitted a claim on the same day for that patient for any
endoscopic orprocedural service
4. This code is not applicable if there is a concomitant claim for the E098 fee code
5. A physician cannot make a claim for this service more that 2 times in any seven-day
period.
6. The physician must provide documentation that there was at least 45 minutes of
direct patient contact time, and must retain evidence supporting the reported time
e The proposed value for the add-on code is $22.50.

Committee Comments
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e The committee does not support this specific proposal but continues to explore time informed
consults and assessments as a major initiative.

16.20 Gxxx - Radiofrequency Ablation for Dysplastic Barrett’s Esophagus (PFAF 25-253)

Constituency Proposal
e The constituency proposed a new fee code for use of endoscopic application of radiofrequency
to ablate Barret''s esophagus when there is known dysplasia.

e The constituency proposed the following payment rules:
1.0nly payable to gastroenterologists and general surgeons who have been trained to
perform this procedure.
2.0nly payable to diagnostic code 530 (Diseases of Esophagus, Stomach and
Duodenum: Esophagitis, cardiospasm, ulcer of esophagus; strictures, stenosis, or
obstruction of esophagus)
3. Only payable in conjunction with 2399, Z515, or Z527 procedure

e The proposed fee value is $215.00.

Committee Comments
e The committee supports the creation of the fee code and the proposed fee value, subject to

fitting and relativity.

16.21 Exxx - Total excision of very large sessile polyp or lesion (>3cm) of the upper Gl tract using
endoscopy mucosal resection (EMR) (PFAF 25-255)

Constituency Proposal
e The constituency proposes an add on code for total excision of very large sessile polyp or lesion
(>3cm) of the upper Gl tract using endoscopy mucosal resection (EMR) technique through
oesophageoscopy-gastroscopy, with or without duodenoscopy, and may include fulguration
and hemostasis.
e The proposed fee code is an add-on to Z399, 7400, or Z527, at a value of $227.65 each.

Committee Comments
e The committee notes that schedule language needs to specify that to bill this code, a polyp or
lesion must be greater than 3cm.
e The committee supports the proposed fee value, subject to fitting and relativity.

16.22 E785 - multiple screening biopsies (> 34 sites) for malignant changes in ulcerative colitis,
to Z491, 7492, 7493, Z494, 7495, 7496, Z497, 2498, Z499 or Z555...........c.uue...... add (PFAF
25-256)

Constituency Proposal
e The constituency proposed the fee the code’s descriptor be re-written as:
“Multiple biopsies for surveillance of inflammatory bowel disease-associated colorectal cancer
or dysplasia, to Z491, 2492, 7493, Z494, 7495, 7496, 2497, 7498, 7499, or Z555...add”
e The constituency proposes the following payment rules:
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1.Must be billed with diagnostic code 555 for Crohn’s disease, 556 for ulcerative colitis,
and 576 for primary sclerosing cholangitis.

2. Fee applies to multiple random screening biopsies (>34 sites) for malignant changes in
inflammatory bowel disease, or targeted biopsies using 1) Dye-chromoendoscopy (DCE),
2) virtual chromoendoscopy (VCE) with narrow band imaging (NBI), or 3) high-definition
white-light-endoscopy (HD-WLE) with HD-iScan, or equivalent. Not payable to standard
definition white light endoscopy (SD-WLE).

Committee Comments
e The committee supports this proposal.

17 Gastroenterology (Member Group)

17.1 E798 - Management of complicated upper gastrointestinal bleeding by any technique in
hemodynamically unstable patients with active bleeding during endoscopy (PFAF 25-341)

Member Group Proposal
e The group proposed a revision to the E798 fee code for the procedure of management of
complicated upper gastrointestinal bleeding by any technique in hemodynamically unstable
patients with active bleeding during endoscopy and that it be co-billable with Z584.
e The proposal stated that management of bleeding is not limited to gastroscopy and colonoscopy
procedures; enteroscopy is generally performed to specifically identify and manage bleeding
lesions and should therefore be eligible for payment of this code.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

17.2 E797- Management of uncomplicated upper or lower gastrointestinal bleeding by any
technique (e.g. laser, injection, diathermy, banding etc.) (PFAF 25-342)

Member Group Proposal
e The group proposed a revision to the E797 fee code for the procedure of management of
uncomplicated upper or lower gastrointestinal bleeding by any technique and that it be co-
billable with 2584.
e The proposal stated that management of bleeding is not limited to gastroscopy and colonoscopy
procedures; enteroscopy is generally performed to specifically identify and manage bleeding
lesions and should therefore be eligible for payment of this code.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

17.3 Double Balloon Enteroscopy (Specialized Enteroscopy) (PFAF 25-343)

Member Group Proposal
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e The group proposed the creation of a new fee code for double balloon enteroscopy, valued at
$450 as the minimum for a 60-minute procedure and valued at an additional $100 for
procedures longer than 90 minutes.

e This procedure is a specialized enteroscopy that permits investigation and treatment of diseases
deep in the small bowel beyond reach of conventional endoscopy.

e This group stated that this procedure entails greater complexity and time as compared to a
small bowel push enteroscopy (Z584), which is costed at $185.15.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

17.4 G332 - Capsule Endoscopy (PFAF 25-344)

Member Group Proposal
e The group proposed an increase to the fee code G332 from $122.50 to $185 (an increase of
51.02%).

e The group argued that the current payment does not reflect workload or complexity.
e The group also proposed a revision to the payment rule G332.

e Specifically, the group requested the deletion of the following payment rule:

(deletions strikethreugh)

e The group stated that this is outdated, and capsule is standard of care for other indications (e.g.
Peutz-Jeghers syndrome, small bowel Crohn’s beyond reach of conventional endoscopy, small
bowel tumors, etc...).

Committee Comments
e The committee supports a change in the value of this fee code, subject to fitting and relativity.
e The committee supports the proposed rule change and recommends that commentary be
added to reference current practice guidelines.

17.5 Exxx - Electrohydraulic Lithotripsy for treatment of choledocholithiasis (PFAF 25-345)

Member Group Proposal
e The group proposed the creation of a new fee code for Electrohydraulic Lithotripsy for
treatment of choledocholithiasis, valued at $175.
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This service is for patients with choledocholithiasis which has been unsuccessfully treated by

standard ERCP techniques such as balloon extraction, basket extraction, or mechanical

lithotripsy.

Committee Comments
The committee was not provided with evidence that this procedure significantly changes the

time for the overall management of choledocholithiasis.

The committee supports the creation of this E-code, but at a lower fee value to be determined

by fitting and relativity.

18 General & Family Practice

18.1 Relativity fee value changes to various visit codes (PFAF 23-023)

Constituency Proposal

The constituency requested several increases to fee codes listed in the table below.

The constituency updated PFAF 23-023 with new fee value changes when allocation became

known.
Fee . Fee New %
Descriptor Proposed
Code Value Increase
Fee Value
A001 | GP/FP (00) - Minor assessment $23.75 $26.97 13.6%
A002 | GP/FP (00) - Enhanced 18 month well baby visit $62.20 $74.64 20.0%
A003 | GP/FP (00) - General assessment $87.35 $96.09 10.0%
A004 | GP/FP (00) - General re-assessment $38.35 $39.42 2.8%
A005 | GP/FP (00) - Consultation $87.90 $90.36 2.8%
A006 | GP/FP (00) - Repeat consultation $45.90 $47.19 2.8%
A007 | GP/FP (00) - Intermediate assessment or well-baby care $37.95 $45.54 20.0%
A008 | GP/FP (00) - Mini assessment $13.05 $13.42 2.8%
A010 | GP focused practice consultation by Video $87.90 $90.36 2.8%
A011 | GP focused practice repeat consultation by Video $45.90 $47.19 2.8%
A100 GP/FP (00) - General/Family physician emergency $76.90 $79.05 5 8%
department assessment
AT70 Gerlatr|cs. (07) - Extended comprehensive geriatric $401.30 $412.54 5 8%
consultation
A771 | GP/FP (00) - Certification of death $20.60 $21.18 2.8%
AT77 GP/FP (00) - Intermediate assessment - Pronouncement $37.95 $45.54 20.0%
of death
AS88 GP/FP (00) - Emergency department equivalent - partial $37.95 $45.54 20.0%
assessment
A900 | GP/FP (00) - Complex house call assessment $54.50 $65.40 20.0%
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A905 | GP/FP (00) - Limited consultation $73.25 $75.30 2.8%

A906 | GP focused practice limited consultation by Video $73.25 $75.30 2.8%

A911 GP/FP (OQ) - Special family and general practice $150.70 $154.92 5 8%
consultation

A912 GP/FP (OQ) - Comprehensive family and general practice $226.05 $232.38 5 8%
consultation

A914 G.P focused practice comprehensive consultation by $226.05 $232.38 5 8%
Video

AG17 GP/F‘P‘(OO) - Focused practice assessment (FP) - Sport $37.95 $45.54 20.0%
medicine FPA

A933 | GP/FP (00) - On-call admission assessment $79.90 $82.14 2.8%

A945 | GP/FP (00) - Special palliative care consultation $159.20 $163.66 2.8%

A947 GP/F‘P‘(OO) - Focused practice assessment (FP) - Sleep $37.95 $39.01 5 8%
medicine FPA

A9E0 SVP -.PhyS|C|an Office - Weekdays (07:00 - 17:00) - Travel $36.40 $37.42 5 8%
Premium

A9E2 SVP - Phy5|C|a.n Office - Evenings (17:00 - 24:00) Mon-Fri $36.40 $37.42 5 8%
- Travel Premium

AGE3 SVP - Physician Offlcg - Sat., Sun and Holidays (07:00 - $36.40 $37.42 5 8%
24:00) - Travel Premium

A964 SVP -.Phy5|C|an Office - Nights (00:00 - 07:00) - Travel $36.40 $37.42 2 8%
Premium

AGE7 GP/FP (00) - Focused practice assessment (FP) - Care of $37.95 $45.54 20.0%
the elderly FPA

VP - Physici ffice - Week 7:00-17: - Fi

A990 S ysician Office eekdays (07:00-17:00) - First $20.00 $20.56 5 8%
Person Seen

A994 SYP - Physician Office - Evenings (17:00-24:00) Mon-Fri - $60.00 $72.00 20.0%
First Person Seen

VP - Physici ffice - Nigh :00-07: - Fi

A996 S ysician Office - Nights (00:00-07:00) - First $100.00 $102.80 2 8%
Person Seen

8962 SVP - Patient's Home - (17:00 - 24:00) Mon-Fri Non- $36.40 $43.68 20.0%
elective - Travel Premium
SVP - Patient's Home - Sat., Sun. and Holidays (07:00 - 0

B963 24:00) Non-elective - Travel Premium »36.40 »43.68 20.0%

B964 SVP - Pat|enjc s Home - (00:00 - 07:00) Non-elective - $36.40 $37.42 5 8%
Travel Premium

B966 | SVP - Palliative Care Home Visit - Travel Premium $36.40 $43.68 20.0%
SVP - Geriatric Home Visit - excluding Nights (00:00 - o

B988 07:00) - First Person Seen »82.50 299.00 20.0%
SVP - Patient's Home - Non-Elective Weekdays (07:00- 0

B930 17:00) and Elective home visit - First Person Seen »27.50 »33.00 20.0%
SVP - Patient's Home - Weekdays (07:00- 17:00) with 0

B992 Sacrifice of Office Hours - First Person Seen >44.00 252.80 20.0%
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SVP - Patient's Home - Sat., Sun. and Holidays (07:00 -

B 2. 4.81 2.89
993 24:00) Non-elective - First Person Seen »82.50 »84.8 8%
B994 SVP - Patle.nt s Home - (17:00- 24:00) Mon-Fri Non- $66.00 $79.20 20.0%
elective - First Person Seen
B996 SVP - Patient's Home - (00:00-07:00) Non-elective - First $110.00 $132.00 20.0%
Person Seen
B997 SYP- Palliative Care Home Visit - Nights (00:00 - 07:00) - $110.00 $113.08 5 8%
First Person Seen
SVP - Palliative Care Home Visit - excluding Nights (00:00 0
B398 | . 07:00) - First Person Seen 28250 »90.75 10.0%
C002 | GP/FP (00) - Subsequent visits - first five weeks, per visit | $34.10 $35.05 2.8%
C003 | GP/FP (00) - General assessment $87.35 $89.80 2.8%
C006 | GP/FP (00) - Repeat consultation $45.90 $47.19 2.8%
C007 .GP/FP' (00) - Sl_Jbsequent VISItS' - sixth to thlrteenth Yveek $34.10 $35.05 5 8%
inclusive (maximum 3 per patient per week, per visit
€009 GP/FF’ (00) - Subseqlfent visits - after th|rte.e.nth week $34.10 $35.05 5 8%
(maximum 6 per patient per month), per visit
C121 | Additional visits due to intercurrent illness, per visit $34.10 $35.05 2.8%
Subsequent visits by the Most Responsible Physician o
c122 (MRP) - day following the hospital admission assessment °61.15 »62.86 2.8%
Subsequent visits by the Most Responsible Physician
12 1.1 2. 2.89
c123 (MRP) - second day following the hospital assessment °61.15 »62.86 8%
Subsequent visits by the Most Responsible Physician
124 1.1 2. 2.89
¢ (MRP) - day of discharge °61.15 »62.86 8%
C771 | GP/FP (00) - Certification of death $20.60 $21.18 2.8%
777 GP/FP (00) - Intermediate assessment - Pronouncement $37.95 $39.01 5 8%
of death
C905 | GP/FP (00) - Limited consultation $74.25 $76.33 2.8%
911 GP/FP (OQ) - Special family and general practice $150.70 $154.92 5 8%
consultation
912 GP/FP (OQ) - Comprehensive family and general practice $226.05 $232.38 5 8%
consultation
C933 | GP/FP (00) - On-call admission assessment $79.90 $82.14 2.8%
C960 SVP - Hosplt.al In-patient - Weekdays (07:00 - 17:00) - $36.40 $43.68 20.0%
Travel Premium
SVP - Hospital In-patient - Weekdays Daytime (07:00- 0
961 17:00) with Sacrifice of Office Hours - Travel Premium »36.40 23742 2.8%
962 SV_P - Hospital In?patlent - Evenings (17:00- 24:00) Mon - $36.40 $43.68 20.0%
Fri - Travel Premium
963 SVP - Hospital In-pat.lent - Sat., Sun and Holidays (07:00 - $36.40 $43.68 20.0%
24:00) - Travel Premium
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SVP - Hospital In-patient -Sat., Sun., and Holidays (07:00-

0,

€986 24:00) - First Person Seen 275.00 27710 2.8%

SVP - Hospital In-patient - Sat., Sun., and Holidays
7 75. 77.1 2.89

o8 (07:00-24:00) - Additional Person(s) seen »75.00 > 0 8%

€990 SVP - Hospltal In-patient - Weekdays Daytime (07:00- $20.00 $24.00 20.0%
17:00) - First Person Seen
SVP - Hospital In-patient - Weekdays Daytime (07:00-

C993 | 17:00) with Sacrifice of Office Hours - Additional $40.00 $48.00 20.0%
Person(s) seen

995 SYP - Ho;sgtal In-patient - Evenings (17:00-24:00) Mon- $60.00 $61.68 5 8%
Fri - Additional Person(s) seen

€997 SVP.- .Hospltal In-patient - Nights (00:00-07:00) - $100.00 $102.80 5 8%
Additional Person(s) seen

D014 ShOl.,l|der, Arm and Ch.est - Dlslocatlons.- Acromio- $67.80 $69.70 5 8%
clavicular/sterno-clavicular - no reduction

DO16 ?houlder, Arm and (?hest‘—Dlslocatlons'—Glenohumeral $111.40 $114.52 ) 8%
joint - closed reduction with anaesthetic
GP/FP (00) - Initial discussion with patient re: smoking

EO79 | cessation - Initial discussion with patient, to eligible $15.55 $15.99 2.8%
services, add
Assessments - First visit by Primary Care Physician after

EO80 | hospital discharge premium, to other service listed in $25.25 $25.96 2.8%
payment rule 5, add

£391 Fractures of the Spine - vertebroplasty, each additional $252.95 $260.03 5 8%
level, to N570 or E388, add ’ ’ =
Papanicolaou Smear - when Papanicolaou smear is 0

E430 performed outside of hospital, to G365, add »11.95 »14.34 20.0%
Papanicolaou smear - when Papanicolaou smear is 0

E431 performed outside of hospital, to G394, add »11.95 »14.34 20.0%
when performed outside hospital, to G328, G378, G367,
G370, R040, R041, R048, R049, RO50, R094, R160, R161,

E542 | R162, R163, R164, R165, S003, S006, 2080, Z081, Z082, $11.55 $13.86 20.0%
2083, 2084, Z085, Z096, 2101, 2103, 7104, 2106, Z114,
7116, 7122, 7123, 7124, 7125, 7126, Z12

E545 | Vasectomy - when performed outside hospital, add $11.55 $13.86 20.0%

FOO5 | Hand and Wrist - Fractures - Phalanx - closed reduction $99.25 $102.03 2.8%

FOO7 | Hand and Wrist - Fractures - Phalanx - open reduction $298.45 $306.81 2.8%

F00S Hand and Wr|s.t - F.racture.s.— M_etacarpal - nho reduction, $49.20 $50.58 5 8%
one or more, rigid immobilization

F009 Hand a.nd Wrist - Fractures - Metacarpal - closed $99.25 $102.03 5 8%
reduction

F018 I-?a.nd. and W.r!st -.Fractures - Scaphoid - no reduction, $49.20 $50.58 5 8%
rigid immobilization
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Elbow and Forearm - Fractures - Radius - distal, e.g.

FO27 | Colles', Smith's, or Barton's fracture - no reduction, rigid $67.75 $69.65 2.8%
immobilization
Elbow and Forearm - Fractures - Radius - distal, e.g.

F028 | Colles', Smith's, or Barton's fracture - closed reduction, $109.45 $112.51 2.8%
under local or regional anaesthetic

F031 EIbow?nd F'o!’ee'lrm - Fr'a'ctu'res - Radius or ulna - no $81.30 $83.58 ) 8%
reduction, rigid immobilization

Fo34 | EIbow and Forearm - Fractures - Olecranon - no $126.25 | $129.79 | 2.8%
reduction, rigid immobilization
Elbow and Forearm - Fractures - Radius - distal, e.g.

FO46 | Colles', Smith's, or Barton's fracture - closed reduction, $149.35 $153.53 2.8%
under general anaesthetic

FO56 F'o'ot 'and An'k!e - 'Fractures - Phalanx - no reduction - $49.20 $50.58 ) 8%
rigid immobilization

FO61 | Foot and Ankle - Fractures - Metatarsus - one or more $49.20 $50.58 2.8%

F062 Foot anﬂ An.kle - Fractures - Metatarsus - with rigid $67.75 $69.65 ) 8%
immobilization

FO66 Foot and Ankle - I.:ra.ctures .-.Tar.sus excluding os calcis - $98.10 $100.85 5 8%
no reduction - rigid immobilization

074 !:oot an.c? An.kle - Fractures - Ankle - no reduction - rigid $67.75 $69.65 5 8%
immobilization

FO75 | Foot and Ankle - Fractures - Ankle - closed reduction $144.80 | $148.85 2.8%

F078 Fibula and lela - I.:ra_ctures .-.lel.a with or without fibula $115.95 $119.20 5 8%
- no reduction, rigid immobilization

F032 Flbula Z:?I’.ld T.Ibla - Fractures - Fibula - no reduction, rigid $67.75 $69.65 5 8%
immobilization

F095 Femur - Fractures - Closed reduction - traction - adultor $407.35 $418.76 ) 8%
adolescent
Laboratory Medicine - Miscellaneous Tests - Urinalysis,

G009 routlr.1e (mcIudes' microscopic examination of . $4.45 $4.90 10.1%
centrifuged specimen plus any of SG, pH, protein, sugar,
haemoglobin, ketones, urobilinogen, bilirubin)

G014 Laboratory Medicine - Miscellaneous Tests - Rapid $5.70 $6.84 20.0%
streptococcal test

G202 | Allergy - Hyposensitisation - each injection $4.45 $9.00 102.3%

G212 A.Ilergy'— Hy.pos.er.15|t|.sat|on - when sole reason for visit $9.75 $15.00 53.9%
(including first injection)

G271 Anticoagulant supervision - long-term, telephone advice, $12.75 $13.11 ) 8%
per month
Electrocardiography (ECG) - Electrocardiogram - twelve

G313 | lead - professional component - must include written $4.45 $4.57 2.7%
interpretation
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G328

Aspiration of bursa or complex joint, with or without
injection

$39.80

$47.76

20.0%

G329

Aspiration of bursa or complex joint, with or without
injection - each additional bursa or complex joint, to a
maximum of 2

$20.25

$24.30

20.0%

G365

Papanicolaou Smear - periodic

$12.00

$15.00

25.0%

G370

Injection of bursa, or injection and/or aspiration of joint,
ganglion or tendon sheath

$20.25

$22.99

13.5%

G371

Injection of bursa, or injection and/or aspiration of joint,
ganglion or tendon sheath - each additional bursa, joint,
ganglion or tendon sheath, to a maximum of 5

$19.90

$21.89

10.0%

G372

Injections or Infusions - with visit (each injection)/each
additional injection

$3.89

$6.50

67.1%

G373

Injections or Infusions - sole reason (first injection)

$6.75

$13.50

100.0%

G375

Injections or Infusions, INTRALESIONAL INFILTRATION -
one or two lesions

$8.85

$10.62

20.0%

G377

Injections or Infusions, INTRALESIONAL INFILTRATION - 3
or more lesions

$13.30

$15.96

20.0%

G378

Insertion of intrauterine contraceptive device

$39.95

$47.94

20.0%

G384

Injections or Infusions - Infiltration of tissues for trigger
point

$8.85

$9.10

2.8%

G385

Injections or Infusions - Infiltration of tissues for trigger
point - for each additional site (to a maximum of 2), add.

$4.55

$4.68

2.9%

G391

Critical Care - Amount payable per physician per patient
for the first three physicians - after first % hour per %
hour (or part thereof)/Amount payable per physician per
patient for the fourth and subsequent physicians (per %
hour or part thereof)

$30.60

$31.46

2.8%

G394

Papanicolaou Smear - additional for: -follow-up of
abnormal pap smear; or-follow-up of inadequate pap
smear; or-annually in a patient who is
immunocompromised, e.g. HIV-positive or taking long-
term immunosuppressants; or - a patient with a history
of oncog

$12.00

$14.40

20.0%

G395

Critical Care, OTHER CRITICAL CARE - Amount payable
per physician per patient for the first three physicians -
first % hour (or part thereof)

$57.45

$59.06

2.8%

G398

Pessary - Medical management of prolapse - initial
pessary fitting or re-fitting as required. This service is
eligible for payment in addition to any applicable
consultation or assessment. Maximum one per patient
per 12-month period

$63.65

$65.43

2.8%

G403

Particle repositioning maneuvre for benign
paroxysmalpositional vertigo

$21.15

$21.74

2.8%
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Telephone management regarding a patient receiving

G511 L. $17.75 $18.25 2.8%
palliative care at home, per call
Critical Care, LIFE THREATENING CRITICAL CARE -
G521 | Amount payable per physician per patient for the first $111.80 $122.98 10.0%
three physicians: first % hour (or part thereof)
G538 IMMUNIZATION - Other immunizing agents not listed $5.80 $9.00 55.9%
above
G552 | Removal of intrauterine contraceptive device $20.00 $24.00 20.0%
G590 | IMMUNIZATION - Influenza agent $5.65 $9.00 59.3%
G593 | COVID-19 vaccine $13.00 $13.36 2.8%
G700 | Basic fee-per-visit premium for procedures marked (+) $5.60 $9.00 60.7%
IMMUNIZATION - Diphtheria, Tetanus, and acellular
G840 | Pertussis vaccine/ Inactivated Poliovirus vaccine (DTaP- $5.40 $9.00 66.7%
IPV) - paediatric
IMMUNIZATION - Diphtheria, Tetanus, acellular
G841 | Pertussis, Inactivated Polio Virus, Haemophilus influenza $6.35 $9.00 41.7%
type b (DTaP-IPV-Hib) - paediatric
G842 | IMMUNIZATION - Hepatitis B (HB) $5.40 $9.00 66.7%
G843 | IMMUNIZATION - Human Papillomavirus (HPV) $5.40 $9.00 66.7%
G844 | IMMUNIZATION - Meningococcal C Conjugate (Men-C) $5.40 $9.00 66.7%
G845 | IMMUNIZATION - Measles, Mumps, Rubella (MMR) $5.40 $9.00 66.7%
G846 | IMMUNIZATION - Pneumococcal Conjugate $5.40 $9.00 66.7%
G847 IMMUNIZATION - Diphtheria, Tetanus, acellular $5.40 $9.00 66.7%
Pertussis (Tdap) - adult
G848 | IMMUNIZATION - Varicella (VAR) $5.40 $9.00 66.7%
HO55 | Emergency Medicine (12) - Consultation $106.80 $109.79 2.8%
GP/FP (00) - Monday to Friday - Daytime (08:00h to
H104 17:00h) - Re-assessment $17.10 $20.52 20.0%
H122 GP/FP (00) - Nights (00:00h to 08:00h) - Comprehensive $76.95 $79.10 5 8%
assessment and care
GP/FP (00) - Saturdays, Sundays and Holidays - Daytime
H153 | and Evenings (08:00h to 24:00h) - Multiple systems $58.90 $70.68 20.0%
assessment
SVP - Emergency Department by Emergency Department
H960 | Physician - Weekdays Daytime (07:00-17:00) - Travel $36.40 $37.42 2.8%
Premium
SVP - Emergency Department by Emergency Department
H962 | Physician - Evenings (17:00-24:00) Mon-Fri - Travel $36.40 $37.42 2.8%
Premium
SVP - Emergency Department by Emergency Department
H963 | Physician - Sat., Sun. & Holidays (07:00-24:00) Travel $36.40 $37.42 2.8%
Premium
SVP - Emergency Department by Emergency Department
Ho64 Physician Nights (00:00-07:00) - Travel Premium 236.40 23742 2.8%
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H981

SVP - Emergency Department by Emergency Department
Physician - Weekdays Daytime (07:00-17:00) - Additional
Person(s) seen

$20.00

$20.56

2.8%

H984

SVP - Emergency Department by Emergency Department
Physician - Evenings (17:00-24:00) Mon-Fri - First Person
Seen

$60.00

$61.68

2.8%

H985

SVP - Emergency Department by Emergency Department
Physician - Evenings (17:00-24:00) Mon-Fri - Additional
Person(s) seen

$60.00

$61.68

2.8%

H986

SVP - Emergency Department by Emergency Department
Physician - Nights (00:00-07:00) - First Person Seen

$100.00

$102.80

2.8%

H988

SVP - Emergency Department by Emergency Department
Physician - Sat., Sun. & Holidays (07:00-24:00) - First
Person Seen

$75.00

§77.10

2.8%

H989

SVP - Emergency Department by Emergency Department
Physician - Sat., Sun. & Holidays (07:00-24:00) -
Additional Person(s) seen

$75.00

§77.10

2.8%

K002

GP/FP (00) - Interviews - Interviews with relatives or a
person who is authorized to make a treatment decision
on behalf of the patient in accordance with the Health
Care Consent Act, per unit

$70.10

$79.60

13.6%

K003

GP/FP (00) - Interviews - Interviews with Children's Aid
Society (CAS) or legal guardian on behalf of the patient
in accordance with the Health Care Consent Act
conducted for a purpose other than to obtain consent,
per unit

$70.10

$79.60

13.6%

K004

GP/FP (00) - Psychotherapy - Family - 2 or more family
members in attendance at the same time, per unit

$76.10

$78.23

2.8%

K005

GP/FP (00) - Primary mental health care - Individual
care, per unit

$70.10

$79.60

13.6%

K006

GP/FP (00) - Hypnotherapy - Individual care, per unit

$70.10

$79.60

13.6%

K007

GP/FP (00) - Psychotherapy - Individual care, per unit

$70.10

$72.06

2.8%

K008

GP/FP (00) - Interviews - Diagnostic interview and/or
counselling with child and/or parent for psychological
problems or learning disabilities, per unit

$70.10

$79.60

13.6%

K012

GP/FP (00) - Psychotherapy - Group - per member - first
12 units per day - 4 people, per unit

$17.65

$18.14

2.8%

K013

GP/FP (00) - Counselling - Individual care - first three
units of K013 and K040 combined per patient per
provider per 12-month period, per unit

§70.10

$79.60

13.6%

K015

GP/FP (00) - Counselling - Counselling of relatives - on
behalf of catastrophically orterminally ill patient - 1 or
more persons, per unit

$70.10

$79.60

13.6%

K017

GP/FP (00) - Periodic health visit - child

$45.25

$49.78

10.0%
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GP/FP (00) - Psychotherapy - Group - per member - first

0,

K019 12 units per day - 2 people, per unit »35.10 »36.08 2.8%

K020 GP/FFT (00) - Psychotherapy-GrouP-per member - first $23.35 $24.00 5 8%
12 units per day - 3 people, per unit

K022 | GP/FP (00) - HIV primary care, per unit $70.10 $79.60 13.6%

K023 | GP/FP (00) - Palliative care support, per unit $74.70 $79.60 6.6%

K024 GP/FFT (00) - Psychotherapy-Group— per member - first $14.55 $14.96 5 8%
12 units per day - 5 people, per unit

K028 | GP/FP (00) - STD management, per unit $70.10 $79.60 13.6%

K029 | GP/FP (00) - Insulin Therapy Support (ITS), per unit $70.10 $79.60 13.6%

K030 | GP/FP (00) - Diabetic management assessment (DMA) $40.55 $46.04 13.5%
GP/FP (00) - Mandatory blood testing act - Physician

K031 | report - Completion of Form 1 - Physician report in $102.50 $105.37 2.8%
accordance with the Mandatory Blood Testing Act

K032 | GP/FP (00) - Specific neurocognitive assessment $70.10 $79.60 13.6%
GP/FP (00) - Counselling - Individual care - additional

K033 | units per patient per provider per 12-month period, per $49.35 $56.04 13.6%
unit

K037 GP/FP (00) -.Fibromyalgia/chronic fatigue syndrome $70.10 $79.60 13.6%
care, per unit

K038 GP/FP (00) - Long-Term Care application - Completion of $45.15 $46.41 5 8%
Long-Term Care health report form

K039 | GP/FP (00) - Smoking cessation follow-up visit $33.45 $127.11 280.0%
GP/FP (00) - Counselling - Group counselling - 2 or more
persons - where no group members have received more

K040 | than 3 units of any counselling paid under codes K013 $70.10 $79.60 13.6%
and K040 combined per provider per 12-month period,
per unit
GP/FP (00) - Counselling - Group counselling - 2 or more
persons - additional units where any group member has

K041 | received 3 or more units of any counselling paid under $50.20 $51.61 2.8%
codes K013 and K040 combined per provider per 12-
month period, per unit

K070 | GP/FP (00) - Home care application - Application $31.75 $34.93 10.0%
GP/FP (00) - Home care supervision - Acute home care

K071 | supervision (first 8 weeks following admission to home $21.40 $22.00 2.8%
care program)
GP/FP (00) - Home care supervision - Chronic home care

K072 | supervision (after the 8th week following admission to $21.40 $22.00 2.8%
the home care program)

K077 | Geriatrics (07) - Geriatric telephone support, per unit $40.05 $41.17 2.8%

K121 S:i{[FP (00) - Hospital in-patient case conference, per $32.45 $33.36 2 8%
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GP/FP (00) - Long-term care/CCAC case conference, per

K124 . $32.45 $33.36 2.8%
unit

K130 | GP/FP (00) - Periodic health visit - adolescent $77.20 $87.66 13.6%

K131 .GP/FP' (00) - Periodic health visit - adult age 18 to 64 $56.95 $64.67 13.6%
inclusive

K132 GP/FP (00) - Periodic health visit — adult 65 years of age $80.95 $91.92 13.6%
and older
Periodic health visit for adults with Intellectual and 0

K133 Developmental Disabilities (IDD) »160.00 »164.48 2.8%
GP/FP (00) - Chronic disease shared appointment - per

K140 | patient - maximum 8 units per patient per day - 2 $35.10 $36.08 2.8%
patients, per unit

K623 GP/FP (QO) !DSY (19) Cert!f|c§t|on of mental illness - Form $117.05 $120.33 5 8%
1 - Application for psychiatric assessment

P/FP (00) - -

K680 GP/ '(00) Substance abuse - extended assessment, $70.10 $79.60 13.6%
per unit

K703 S:i{[FP (00) - Geriatric out-patient case conference, per $32.45 $33.36 5 8%

K705 GP/FP (00) - Long-t'erm care - high risk patient $32.45 $33.36 2 8%
conference, per unit

K706 | GP/FP (00) - Convalescent care program case conference | $32.45 $33.36 2.8%

K708 GP/I.:P. (00) - Multld!SC|pI|nary cancer conference - MCC $32.45 $33.36 5 8%
Participant, per patient

K730 GP/FP (OQ) - PhyS|C|a.n to phy§|Flan telephone $32.45 $33.36 5 8%
consultation - Referring physician

K731 GP/FP (OQ) - Physician to phyS|F|§n telephone $41.85 $43.02 5 8%
consultation - Consultant physician

K732 GP/F.P.(OO) - CritiCall telephone consultation - Referring $32.45 $33.36 5 8%
physician
GP/FP (00) - Physician on duty in an emergency

K736 | department or a hospital urgent care clinic - CritiCall $32.45 $33.36 2.8%
telephone consultation - Referring physician

K738 GP/FP'(OO) - Phy§|C|an to physician e-consultation — $16.00 $16.45 5 8%
Referring physician

K960 SVP -Emerggncy Department - Weekdays (07:00-17:00) - $36.40 $37.42 5 8%
Travel Premium

K962 SVP -Emergency Depa'rtment Evenings (17:00-24:00) $36.40 $37.42 5 8%
Mon-Fri - Travel Premium
SVP -Emergency Department Sat., Sun. & Holidays 0

K963 (07:00-24:00) - Travel Premium »36.40 »37.42 2.8%

K991 SVP.-I.Emergency Department - Weekdays (07:00-17:00) - $20.00 $20.56 5 8%
Additional Person(s) seen

K994 SVP -Emergency Department - Evenings (17:00-24:00) $60.00 $61.68 5 8%
Mon-Fri Travel Prem - First Person Seen
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SVP hospital emergency department (00:00h - 07:00h) -

K996 . $100.00 $102.80 2.8%
First Person Seen
VP hospital :00h - 07:00h) -
K997 S . 'osplta emergency department (00:00h - 07:00h) $100.00 $120.00 20.0%
Additional Person(s) seen
SVP Emergency Department - Sat., Sun and Holidays o
K998 (07:00 - 24:00) - First Person Seen »75.00 277.10 2.8%
PO03 \I:irs(?;atal Care - General assessment (major prenatal $80.35 $91.24 13.6%
P004 | Prenatal Care - Minor prenatal assessment $38.15 $43.32 13.6%
POOS Prenatal Care - Prenatal care - Antenatal Preventative $47.70 $49.04 > 8%
Health Assessment
P0O08 | Labour - Delivery - Postnatal care in office $36.85 $44.22 20.0%
PO09 | Labour - Delivery - Attendance at labour and delivery $498.70 $512.66 2.8%
Q040 | GP/FP (00) - Diabetes management incentive (DMI) $60.00 $66.00 10.0%
Q042 | Smoking Cessation Counselling Fee $7.50 $7.71 2.8%
New Patient Fee Abnormal Colorectal Cancer (CRC)/
Q043 | Increased Risk Payment Based on age of patient - 75 $230.00 $236.44 2.8%
years of age and over
Q590 | Basic Flu Shot Fee Per Visit Premium $5.10 $9.00 76.5%
Q593 | COVID-19 Vaccine Sole Reason Premium $5.60 $5.76 2.9%
Q888 | Weekend Access for FHO Patients $37.95 $45.54 20.0%
SVP - Other (non-professional setting not listed) - Sat., 0
Q938 Sun. And Holidays (07:00-24:00) - First Person Seen »75.00 »77.10 2.8%
Malignant Lesions Including Biopsy of Each Lesion -
R0O31 | Single or Multiple Sites - Other areas - Curettage, $55.05 $66.06 20.0%
electrodesiccation or cryosurgery - single lesion
Malignant Lesions Including Biopsy of Each Lesion -
R032 | Single or Multiple Sites - Other areas - Curettage, $90.70 $93.24 2.8%
electrodesiccation or cryosurgery - two lesions
Malignant Lesions Including Biopsy of Each Lesion -
R0O33 | Single or Multiple Sites - Other areas - Curettage, $181.55 $186.63 2.8%
electrodesiccation or cryosurgery - three or more lesions
Malignant Lesions including Biopsy of Each Lesion -
R0O49 | Single or Multiple Sites - Face or neck - Simple excision - | $139.20 $143.10 2.8%
two lesions
EXCISION OF PRE-MALIGNANT LESIONS INCLUDING
R165 | Biopsy OF EACH LESION — SINGLE OR MULTIPLE SITES - $143.55 $172.26 20.0%
Other areas - Simple excision - three or more lesions
SVP - Hospital Out-Patient Department - Weekdays 0
U960 (07:00 - 17:00) - Travel Premium 23640 23742 2.8%
SVP - Hospital Out-Patient Department - Weekdays
U961 | (07:00-17:00) with Sacrifice of Office Hours - Travel $36.40 $37.42 2.8%
Premium
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SVP - Hospital Out-Patient Department - Evenings

0,
U362 (17:00-24:00) Mon-Fri - Travel Premium »36.40 337.42 2.8%
SVP - Hospital Out-Patient Department - Sat., Sun., and 0
us63 Holidays (07:00-24:00) - Travel Premium »36.40 23742 2.8%
U964 SVP - Hospital Out—Pétlent Department - Nights (00:00- $36.40 $37.42 5 8%
07:00) - Travel Premium
SVP - Hospital Out-Patient Department - Weekdays 0
U330 (07:00 - 17:00) - First Person seen 220.00 »20.56 2.8%
SVP - Hospital Out-Patient Department - Weekdays 0
U991 Daytime (07:00-17:00) - Additional Person(s) seen »20.00 »20.56 2.8%
SVP - Hospital Out-Patient Department - Weekdays
U992 | (07:00-17:00) with Sacrifice of Office Hours - First Person | $40.00 $41.12 2.8%
seen
SVP - Hospital Out-Patient Department - Weekdays
U993 | (07:00-17:00) with Sacrifice of Office Hours - Additional $40.00 $41.12 2.8%
Person(s) seen
SVP - Hospital Out-Patient Department - Evenings o
U994 (17:00-24:00) Mon-Fri) - First Person Seen »60.00 »61.68 2.8%
SVP - Hospital Out-Patient Department - Evenings o
U995 (17:00-24:00) Mon-Fri) - Additional Person(s) seen »60.00 »61.68 2.8%
U996 SVP - Hospltal Out-Patient Department - Nights (00:00- $100.00 $102.80 ) 8%
07:00) - First Person Seen
SVP - Hospital Out-Patient Department - Nights (00:00- 0
U997 07:00) - Additional Person(s) seen »100.00 »102.80 2.8%
SVP - Hospital Out-Patient Department - Sat., Sun., and 0
U999 Holidays (07:00-24:00) - Additional Person(s) seen 275.00 »77.10 2.8%
W002 GP/FP (00) - Chrqmc care o.r convalescent hosplt‘al. - first $34.10 $35.05 5 8%
4 subsequent visits per patient per month, per visit
GP/FP (00) - GER (07) - Monthly management of a
WO010 | Nursing Home or Home for the Aged Patient - Monthly $115.25 $118.48 2.8%
management fee (per patient per month)
W102 | GP/FP (00) - Admission assessment - Type 1 $69.35 $71.29 2.8%
W109 | GP/FP (00) - Periodic health visit $70.50 $72.47 2.8%
W771 | GP/FP (00) - Certification of death $20.60 $21.18 2.8%
W777 GP/FP (00) - Intermediate assessment - Pronouncement $37.95 $39.01 2.8%
of death
w872 GP/.FP.(OO) - Nursmg. home or home for the aged - $34.10 $35.05 5 8%
palliative care, per visit
W82 GP/.FP.(OO) - Chromc.c'are or convalescent hospital - $34.10 $40.92 20.0%
palliative care, per visit
W912 GP/FP (OQ) - Comprehensive family and general practice $226.05 $232.38 5 8%
consultation
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W96l

SVP - Long-Term Care Institution - Weekdays (07:00-
17:00) with Sacrifice of Office Hours - Travel Premium

$36.40

$37.42

2.8%

W962

SVP - Long-Term Care Institution - Evenings (17:00-
24:00) Mon-Fri - Travel Premium

$36.40

$37.42

2.8%

w964

SVP - Long-Term Care Institution - Nights (00:00-07:00) -
Travel Premium

$36.40

$37.42

2.8%

W990

SVP - Long-Term Care Institution - Weekdays (07:00 -
17:00) - First Person Seen

$20.00

$20.56

2.8%

W991

SVP - Long-Term Care Institution - Weekdays (07:00 -
17:00) - Additional Person(s) seen

$20.00

$20.56

2.8%

W992

SVP - Long-Term Care Institution - Weekdays (07:00-
17:00) with Sacrifice of Office Hours - First Person Seen

$40.00

$41.12

2.8%

W993

SVP - Long-Term Care Institution - Weekdays (07:00-
17:00) with Sacrifice of Office Hours - Additional
Person(s) seen

$40.00

$41.12

2.8%

W995

SVP - Long-Term Care Institution - Evenings (17:00-
24:00) Mon-Fri - Additional Person(s) seen

$60.00

$61.68

2.8%

W996

SVP - Long-Term Care Institution - Nights (00:00-07:00) -
First Person Seen

$100.00

$102.80

2.8%

W998

SVP - Long-Term Care Institution - Sat., Sun.& Holidays
(07:00-24:00) - First Person Seen

$75.00

$90.00

20.0%

Z080

Wound and ulcer debridement - Debridement of
wounds(s) and/or ulcer(s) extending into subcutaneous
tissue - one

$20.00

$24.00

20.0%

Z081

Wound and ulcer debridement - Debridement of
wounds(s) and/or ulcer(s) extending into subcutaneous
tissue - two

$30.00

$36.00

20.0%

2082

Wound and ulcer debridement - Debridement of
wounds(s) and/or ulcer(s) extending into subcutaneous
tissue - three

$45.00

$54.00

20.0%

Z083

Wound and ulcer debridement - Debridement of
wounds(s) and/or ulcer(s) extending into subcutaneous
tissue - four or more

$60.00

$72.00

20.0%

2084

Debridement of wound(s) and/or ulcer(s) extending into
any of the following structures: tendon, ligament, bursa
and/or bone - one

$60.00

$72.00

20.0%

Z085

Debridement of wound(s) and/or ulcer(s) extending into
any of the following structures: tendon, ligament, bursa
and/or bone - two or more

$90.00

$108.00

20.0%

Z101

Skin and Subcutaneous Tissue - Abscess or haematoma -
Local anaesthetic - subcutaneous - one

$25.75

$30.90

20.0%

72106

Skin and Subcutaneous Tissue - Abscess or haematoma -
Local anaesthetic - subcutaneous - ischiorectal or
pilonida

$44.35

$53.22

20.0%
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Extensive debridement of onychogryphotic nail involving

Z110 . . $17.45 $20.94 20.0%
removal of multiple laminae

7113 Skin and Subcutaneous Tissue -Biopsy (ies) - any $29.60 $35.52 20.0%
method, when sutures are not used

7114 Skin and Subcu'Faneous Tissue - Foreign body removal - $25.25 $30.30 20.0%
local anaesthetic

7116 Skin and Subcutaneous Tissue -Biopsy (ies) - any $29.60 $35.52 20.0%
method, when sutures are used
Malignant Lesions Including Biopsy Of Each Lesion -

7117 Single Or |V|U|t|[?|€ Slt.es-Chem|c.aI and/or cryotherapy $11.65 $13.98 20.0%
treatment of skin lesions - Chemical and/or cryotherapy
treatment, one or more lesions
EXCISION OF PRE-MALIGNANT LESIONS INCLUDING
Biopsy OF EACH LESION — SINGLE OR MULTIPLE SITES -

Z119 | Cryotherapy treatment of at least 5 pre-malignant $29.00 $34.80 20.0%
actinic keratosis lesions on the same day, not to include
freeze-thaw cycles
EXCISION (WITH OR WITHOUT Biopsy) / LESIONS -

7122 SINGLE OB MULTIPLE SITES - Group 3 - cyst, ‘ $38.50 $39.58 2.8%
haemangioma, lipoma - Face or neck - Local anaesthetic
- single lesion
Skin and Subcutaneous Tissue - Group 3 - cyst,

Z125 | haemangioma, lipoma - Other areas - Local anaesthetic- | $32.00 $38.40 20.0%
single lesion

7128 Simple, pa.rtlal or complete, nail plate excision requiring $33.10 $39.72 20.0%
anaesthesia - one

Z130 | Radical, including destruction of nail bed - one $62.75 $75.30 20.0%

Z131 | Radical, including destruction of nail bed - multiple $82.65 $84.96 2.8%

7154 Repa.lr of IaTceratlons -upto5cmifon fac.e and/or $35.90 $43.08 20.0%
requires tying of bleeders and/or closure in layers
EXCISION (WITH OR WITHOUT Biopsy ) / LESIONS -

Z164 | SINGLE OR MULTIPLE SITES - Group 2 - nevus - Removal $44.25 $53.10 20.0%
by excision and suture - three or more lesions

7173 Skin and Subcut.aneous Tissue - Abscess or haematoma - $30.35 $36.42 20.0%
Local anaesthetic - subcutaneous - two

Z175 | Repair of lacerations - 5.1 to 10 cm $35.90 $43.08 20.0%

7176 | Repair of lacerations - up to 5 cm $20.00 $24.00 20.0%

7177 Repa.lr of IaTceratlons -5.1to10cmifon f:?\ce and/or $71.30 $85.56 20.0%
requires tying of bleeders and/or closure in layers

7187 | Complex laceration repair, face $92.30 $110.76 20.0%
Anatomical area other than face (except zone 1 repair of

7188 | digit) - Complex laceration repair, anatomical area other | $92.30 $110.76 20.0%
than face, (except digit, zone 1 repair)
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7189 Zone. 1 re.palr Ofdlglt.- Complex repa!r,.d|g|t, zone 1l $92.30 $110.76 20.0%
repair, without soft tissue loss, per digit
7190 Repair of lacerations - 10.1 to 15 cm if on face and/or $101.45 $121.74 20.0%

requires tying of bleeders and/or closure in layers
Z203 | CASTS - Arm, forearm or wrist $24.10 $24.77 2.8%
Musculoskeletal System Surgical Procedures - Incision

o)
2226 and Drainage - Soft tissue or bursae 29735 »100.08 2.8%
7463 | Removal of Norplant $65.30 $67.13 2.8%
Z770 | Endometrial sampling $37.85 $38.91 2.8%
7847 Cornea - Removal embedded foreign body - local $33.00 $33.92 2 8%

anaesthetic - one foreign body

Committee Comments
e The committee supports the proposal, subject to fitting and relativity.
e Please see the joint proposal listed under Paediatrics (PFAF 25-062) for updated values on the
injections and Infusions fee codes listed above.

18.2 Exxx - Complexity Modifier for Comprehensive Family Practice (PFAF 23-183)

Constituency Proposal

e The constituency requested a new fee code complexity modifier for comprehensive Family
Practice that pays a 50% premium added to a visit fee.

o The complexity modifier premium would be billed by family physicians providing longitudinal,
comprehensive care or focused practice physicians that are seeing patients with complex
medical issues.

e Conditions would be the same as those billed by specialists for the EO78A fee code, however the
constituency recommends adding Menopause, Arrythmia to the list of conditions.

e Record keeping should satisfy the base code (A007, A003, A9xx).

Committee Comments
e The committee does not support the creation of this new fee, as there is insufficient evidence
that this proposal would address an intra-sectional relativity issue.

18.3 Exxx - Complexity Add on Fee to AO07 (PFAF 21-D11)

Constituency Proposal
e The constituency requested an Exxx complexity add-on fee to AO07 Intermediate assessment at
$33.85 per additional 10-minute unit that would be eligible for payment where an A007 visit
service time exceeds 20 minutes in duration.

Committee Comments
e The committee could only proceed with this proposal if it could be costed very accurately. The
committee does not see any method by which such an estimate could be achieved and
guaranteed.
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e The committee does not support this proposal at this time but continues to explore time
informed consultations and assessments as one of our longer-term major projects.

18.4 Eyyy - Gender add-on premium to periodic health visit fee codes K131 (adult age 18 to 64
inclusive) and K132 (adult 65 years of age and older) (PFAF 21-D12)

Constituency Proposal
e The constituency requested a new gender add-on premium to K131 and K132 at a premium of
20 per cent.

Committee Comments
e The committee supports this proposal, subject to fitting and prioritization, and drafting schedule
language.

18.5 Services provided after hours in small rural hospitals (PFAF 21-D13)

Constituency Proposal
e The constituency requested that fee codes in the FHO basket provided for after-hours coverage
at the local hospital (e.g., inpatient ward, emergency department, obstetrics) be paid at full
value rather than discounted to the shadow billed rate of 15%.

Committee Comments
e This proposal pertains to a contract change and falls outside of the PPC’s mandate. OMA staff
will help the constituency to identify where to better direct this proposal.

18.6 K030 — Diabetic management assessment (DMA) (PFAF 25-180)

Constituency Proposal
e The constituency proposed a revision to the K030 payment rules.

e The constituencies’ proposed revisions to K030’s payment rules can be seen below:

o To allow a second fee code to be billed (eg. AO01, AO07) when a second issue is managed
during a diabetic visit, provided there are two different services performed with two
different diagnostic codes.

e The constituency stated the ability to bill AO07 with KO30 recognizes patient preference to
address all their health concerns and issues in one visit. It was also stated that this proposal will
provide intra-sectional relativity improvement for FFS physicians to bill both codes.

Committee Comments
e The proposed change would have broad implications across the Schedule of Benefits and

require broad consultation with all affected sections.
e The committee does not support this proposal.

18.7 EO079 — Initial discussion with patient re: smoking cessation (PFAF 25-182)

Constituency Proposal
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The constituency proposed a revision to the E079 fee code descriptor and payment rules.
The constituencies’ proposed revisions to EQ79’s descriptor and payment rules can be seen
below:

Proposed New Descriptor:

EO79 - Initial discussion with patient re: smoking cessation is the service rendered to a patient
who currently smokes tobacco and/or cannabis and/or cigars or vapes by the primary care
physician most responsible for their patient’s ongoing care, in accordance with the guidelines
and subject to the conditions below.

Proposed New Payment Rules:

1. EO079is only eligible for payment when rendered in conjunction with ene-ef the following
services: A001, A0O03, A004, A00O5, A006, A007, A008, A905, K005, K007, K013, K017, K130,
K131, K132, PO03, P0O04, PO0O5, PO08, W001, W002, W003, W004, W008, W010, W102,
W104, W107, W109, W121, or K030.

(revisions underlined, deletions strikethreugh)

The constituency stated many diabetic patients are also smokers, making smoking cessation an
essential component of diabetes management. Allowing physicians to

allocate additional time during diabetes visits to address smoking cessation would improve
patient outcomes by integrating both interventions efficiently.
The constituency additionally stated smoking-related harms extend beyond traditional tobacco

use. The risks associated with cannabis smoking, cigar smoking, and vaping are comparable to
those of cigarette smoking, contributing to poor health outcomes and increased complications.

Committee Comments

The committee does not support expanding payment rule 1.

The committee does not support expanding E079 to include cannabis, as insufficient evidence
was provided to demonstrate equivalent lung health harms.

The committee continues to deliberate regarding the other proposed changes.

18.8 E542 — Removal of sutures (PFAF 25-183)

Constituency Proposal

The constituency proposed a value increase to the E542 fee code, as well as a revision to the

code’s payment rules.

The constituency proposed a fee value increase to the E542 fee code, from $11.55 to $13.86

(20.0%).

The constituency proposed the following payment rule revisions to the E542 fee code:

1. Allow E542 to be billed for removal of sutures when initial procedure is done by the same
physician or a physician within their group or in an emergency department.
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2. Tray fee to be billed for suture removal.

The constituency stated there is currently no fee code for the removal of sutures and therefore
the tray fee (E542) is not billable when removing sutures. The community family physician is
responsible for the costs associated with a suture removal kit and associated consumables.
Currently family physicians are only eligible to bill AO01 although E542 is billed with numerous
other procedural codes to cover the cost of supplies.

Committee Comments

The committee notes that if this proposal were approved, it would need to apply to all
physicians who remove sutures and thus broad consultation would be necessary.

The committee notes that suture removal kits cost significantly less than E542 pays.

The committee notes that the proposed value change to E542 would apply to many sections and
thus broad consultation would be necessary.

The committee does not support the proposal.

18.9 Axxx — Menopause care (PFAF 25-184)

Constituency Proposal

The constituency proposed the introduction of a new fee code for menopause care, this includes
the assessment of current symptoms and treatment planning, and ongoing care.

The constituency proposed the new fee code be valued at $90.00.

The constituency proposed the following fee code descriptor and payment rules for the new fee
code:

Proposed Descriptor and Payment Rules:
Axxx - Menopause Health Assessment (or Assessment for active/symptomatic
perimenopause and menopause):

1. Includes a patient history, an inquiry into and examination of all relevant parts or systems,
and advice to the patient.

2. May be claimed for patients who are experiencing symptoms of perimenopause or
menopause, and who require an assessment of symptoms, complications, interactions that
could stem from perimenopause or menopause.

Billable up to 4 times per year.
o Documentation of history and relevant physical findings, appropriate counselling
relevant to peri-menopause or menopause is required.

Committee Comments

The committee believes that the work of the proposed code is already compensated by existing
assessment and counselling codes.

The committee notes that the values of these codes will be increasing and thus compensation
will be close to the proposed value for the services provided.
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The committee does not support this proposal.

18.10E430 — Papanicolaou Smear - when papanicolaou smear is performed outside of hospital,

to G365, add (PFAF 25-185)

Constituency Proposal

The constituency proposed a value increase to the E430 fee code, as well as a revision to the
code’s payment rules.
The constituency proposed a fee value increase to the E430 fee code, from $11.95 to $14.34
(20.0%).
The constituency proposed the following fee code descriptor and payment rule revision:
o Allow E430 to be billed when a pelvic exam is done in office with the use of a speculum and
no pap smear is performed.
o Allow E430 to be billed with AO01 & A007 when a pelvic exam with speculum is required to
appropriately assess the patient.
Do not allow E430 to be billed with A003, K131 or K132.
Must document appropriate physical exam findings and noting that speculum was used
during exam.
The constituency stated performing a gynecological examination during an office visit requires
additional time and the use of a speculum. These exams are most often done by female
physicians as the is a predominance of female physicians caring for female patients. Secondly,
the costs of supplies associated with doing a gynecological exam with speculum is not
compensated when a pap smear is not performed.
The constituency also stated this proposal will assist in meeting the mandate of gender pay
equity and compensation for supplies that are required to perform a speculum examination.

Committee Comments

The committee supports this proposal, but notes that this needs to be a unique fee code set in
relativity with E430.

18.11 Axxx — Longitudinal Gender Affirming Care Visit (Follow-up visit) (PFAF 25-186)

Constituency Proposal

The constituency proposed the introduction of a new fee code for the provision of follow up
care (after initial consultation) for gender affirming care.

The constituency proposed the new fee code to be valued at $79.60.

The constituency proposed that the new fee code will apply to follow-up visits with patients
who are undergoing gender-affirming care, including hormone therapy, surgical preparation and
postoperative care, and other services necessary for safe medical, social and legal gender
transition.
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e The constituency proposed the new fee code can only be billed with the 259 diagnostic code
(Other endocrinological disorder). Constituency also stated documentation on follow up and
appropriate counselling on gender affirming care is required.

e The constituency stated the proposed fee code reflects the specialized knowledge and training
required to provide these services effectively. Unlike routine family practice visits, gender-
affirming care involves an understanding of transgender health issues, hormone therapy
protocols, psychosocial dynamics of gender transition, and surgical pathways, all of which
require additional training and clinical experience.

Committee Comments
e The committee notes that one of the primary rationales for creating this code separate from
K013 involves the FHO access bonus.
e The committee defers deliberations until the future state of ‘impact on access bonus’ is known
(following the outcome of the current arbitration process).

18.12 Axxx — Well-baby care (PFAF 25-189)

Constituency Proposal

e The constituency proposed the introduction of a new fee code for the periodic assessment of a
well newborn/infant during the first two years of life including complete examination with
weight and measurements, and instructions to the parent(s) or patient’s representative
regarding health care.

e The constituency proposed the new fee code be valued at $60.00. The constituency stated the
provision of well-baby care continues to evolve, becoming more complex and the addition of
new vaccines, requires additional time and resources for parent counselling.

e The constituency proposed the following descriptor for the new fee code:

Axxx - The periodic assessment of a well newborn/infant during the first two years of life
including complete examination with weight and measurements, and instructions to the
parent(s) or patient’s representative regarding health care.

e The constituency stated the new fee code will replace all AO07 billings with the 916 diagnostic
code.

Committee Comments
e The committee was not provided with data to indicate that well baby care requires additional
physician time or expertise.
e The committee does not support this proposal.

18.13 Major Initiative - Northern Ontario Service Premium Billing Code (Ml 25-12)

Constituency Proposal
e The constituency proposed a Northern Ontario service premium service billing code.
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o The constituency stated that issues in accessing healthcare and nutritive food sources, in addition to
the region’s harsh natural environment, all serve to compound the number of individuals in
Northern Ontario presently suffering from physical and mental health complications.

e The constituency stated that Northern Ontario healthcare facilities experience exceptional
challenges due to a lack of accessibility for appropriately trained specialists, in addition to
experienced difficulties in recruiting and retaining competent staff, done at an additional effort and
cost to them.

e The constituency requested that initial discussions/considerations should ideally be around trialling
billing code usage by:

a) Physicians who are physically located in Northern Ontario.
b) Certain sections whose services in Northern Ontario are significantly low upon comparison.

Committee Comments
e Deliberations on major initiatives are ongoing. The committee will reach out to the
constituency, as required. Work on long-term projects is expected to continue following the
completion of recommendations for April 1, 2026, implementation.

19 General & Family Practice (Member Group)

19.1 Exxx - Community based infrastructure premium for office-based practice (PFAF 23-308)

Member Group Proposal
e The member group requested a new fee code Exxx Community Based Infrastructure Premium
for Office Based Practice that pays 35% premium out of basket.
e This premium would only apply to services performed in a community clinic; this is to reflect
higher overhead costs in the community.

Committee Comments
e The proposal represents a large system-wide issue that involves the entire profession and a
fundamental change to the specific elements of assessments (GP15). Such a change exceeds the
scope of the PPC. OMA staff will help the constituency to identify where to better direct this
proposal.
e Therefore, the committee does not support this proposal.

19.2 Administrative support time-based code (PFAF 23-309)

Member Group Proposal
e The member group requested a time-based fee code for administrative support that pays
$37.15 per 15 minutes.

e Proposed payment rule: Time based unit, eligible for 4 units per 100 rostered patients in
capitation model or 4 units per 80 in person patient visits per week in fee for service model.

Committee Comments
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The proposal represents a large system-wide issue that involves the entire profession and a
fundamental change to the specific elements of assessments (GP15). Such a change exceeds the
scope of the PPC. OMA staff will help the constituency to identify where to better direct this

proposal.

Therefore, the committee does not support this proposal.

19.3 Multiple GP/FP visit fee relativity changes (PFAF 23-310)

Member Group Proposal
The member group requested fee value increases of 160 per cent to all fee value changes

requested by the Section of General & Family Practice (PFAF 23).

The constituency also requested several additional fee value increases of 160 per cent to the
following fee codes:

0,
Fee Code | Descriptor Current | Proposed > %
Value Value Increase | Increase

K023 Palliative Care Support (per unit) $74.70 | $194.22 | $119.52 160%

G512 Palliative Care Case Management Fee $67.75 | $176.15 | $108.40 160%

A/C945 Special Palliative Care Consultation $159.20 | $413.92 | $254.72 160%

B966 Travel Premium $36.40 $94.64 $58.24 160%

B997 First Person Seen Night $110 | $286.00 | $176.00 160%

B998 E'i:;tperson seen anytime except $82.50 | $214.50 | $132.00 |  160%

A005 Consultation $87.90 $228.54 | $140.64 160%

A905 Limited Consultation $73.25 $190.45 | $117.20 160%
Injection of bursa, or injection and/or

G370 aspiration of joint, ganglion or tendon $20.25 $52.65 | $32.40 160%
sheath

G371 Each additional bursa, joint, ganglion $19.90 $51.74 $31.84 160%
or tendon sheath

E542 When performed outside hospital $11.15 $28.99 | $17.84 160%

7116 LBJ:;ZSV any method when sutures are $29.60 | $76.96 | $47.36| 160%

7113 Biopsy any method when sutures are $29.60 $76.96 $47.36 160%
not used

£a30/431 | When PAP smear is performed $11.95 | $31.07| $19.12| 160%
outside of hospital

G365 Periodic PAP $12.00 $31.20 $19.20 160%
PAP if i |

G394 't previously $12.00 | $31.20| $19.20 |  160%
abnormal/inadequate

Z770 Endometrial Sampling $37.85 $98.41 | $60.56 160%

G378 IUD Insertion $39.95 $103.87 $63.92 160%

72106 Abscess, I+D ischiorectal/pilonidal $44.35 | $115.31 $70.96 160%

7101 Abscess, hematoma 1+D $25.75 $66.95 $41.20 160%

PPC Report: Draft 3 Comments 93




e The methodology of adjustment multiplies current rates by the OMA multiplier of 2.6. The
rationale for this adjustment involves adjusting for the gradual defunding of fee codes by the
MOH and to restore sustainability to Community Based Family Medicine Practice and to help
recruit and retain family physicians providing comprehensive family medicine care in a
landscape of a primary care crisis in Ontario.

Committee Comments
e The committee does not support this proposal as it would take these codes out of relativity with
other family practice codes. The committee will consider increases to these fee codes in
alignment with requests made by the section on general and family practice.

19.4 Exxx - Additional medical issue add-on (PFAF 23-311)

Member Group Proposal

e The member group requested a new fee code Exxx Additional medical issue add-on paid at
$37.95.

e Proposed payment rule: This code can be billed in addition to another service such as A007
when an additional medical issue is addressed during the visit.

e Multiple medical issues in the same visit require additional time as well as increased complexity
of assessment, physical exam, synthesis of information, diagnosis and treatment plan as well as
administrative work that is not currently funded.

Committee Comments
e Visit fees do not include any limits on the number of medical issues that can be addressed.
e The committee does not support this proposal.

20 General Internal Medicine

20.1 A/C130 - Comprehensive internal medicine consultation (PFAF 23-020)

Constituency Proposal
e The constituency requested a revision to A/C130 Comprehensive internal medicine consultation.
e Proposed descriptor:

This service is a consultation rendered by a specialist in internal medicine who provides all
the appropriate elements of a consultation and spends a minimum of seventy-five (75)
minutes ef-direct-contactwith-thepatient rendering the consultation, including time spent
before, during and after patient contact, exclusive of time spent rendering any other
separately billable intervention to the patient.

(Revisions underlined, deletions strikethrough}

e Pre service/post service can be very time consuming, including reviewing the chart on a
computer to collect all the necessary information, calling and updating families, dictation, follow
up on lab results as they come back.
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Committee Comments
e Professional fees in the Schedule of Benefits are currently tied to the provision of direct patient
care. Indirect patient care and general administration costs that are elements of a service are
not eligible for separate fee codes.
o The proposal represents a large system-wide issue that involves the entire profession and
potentially a significant re-rewriting of the Schedule of Benefits.
e The committee does not support this proposal.

20.2 Most Responsible Physician (MRP) Premiums (E082, EO83 and E084) (PFAF 21-D36)

20.3 Hospitalist Premium (PFAF 21-D29)

20.4 Cxxx - Inpatient transfer of care (PFAF 21-D30)

20.5 Admission Assessment — General Requirements - Payment Rule 3 amendment (PFAF 21-

D31)

20.6 Cxxx - Day of discharge, medically complex patient (PFAF 21-D32)

20.7 Wxx2 - MRP day of discharge, medically complex patient, long term care or chronic care
facility (PFAF 21-D32)

Constituency Proposal
e The Constituency requested:

O

o
O
o

E084 premium be increased to 95% (from 45%)

Elimination of (a) E082 payment rule #2 and (b) E083 and E084 payment rule #4
Inclusion of C121, W002 and W132 as an eligible code for E083 and E084 premiums.
Revise to the list of qualifying services for the Hospitalist Premium to include W002
(Chronic care or convalescent hospital — first 4 subsequent visits), C121(Additional visits
due to intercurrent illness), and W121 (Additional visits due to intercurrent iliness) and a
reduction to the total requirement of qualifying services and required days of service by
50%.

Create a new fee for inpatient transfer of care at $31.35 payable to the Most
Responsible Physician (MRP) who is transferring care of a medically complex patient to
another oncoming MRP.

Amend the Admission Assessment — General Requirements - Payment Rule 3 (GP40),
such that (1) general or specific assessments or reassessment are eligible for payment
per physician per admission when care is transferred from one physician to another
physician, (2) Such assessments related to transfer of care should be limited to once a
week (Monday-Sunday), and (3) E083 or E084 should apply to these codes to reflect the
MRP (Most Responsible Physician) providing the service.

Create a new medically complex patient - day of discharge fee of $106.85 with the same
service elements as C124, or a fee increase to C124 from $61.15 to $106.85.

Create new MRP day of discharge fees for inpatients in chronic care settings, similar to
MRP discharge fees for hospital inpatients; Wxx1 MRP day of discharge (equal to C124
at $61.15) and Wxx2 MRP day of discharge, medically complex patient (equal to Cxx at
$106.85)

Committee Comments
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e The committee notes that there is a provision within the 2021 Physician Services Agreement to
establish a hospitalist APP.

e Some of these proposals involve significant changes which affect many physician groups aside
from hospitalists, and would require consultation with those groups.

e The committee does not support these proposals but notes that there is overlap with other
proposals contained within the Hospital Medicine section of this report.

20.8 Kxxx - Interprofessional Rounds (PFAF 21-D35)

Constituency Proposal
o The constituency requested a new time-based code for interprofessional rounds at a fee of
$31.35 per 10-minute increments.

Committee Comments

e Interprofessional rounds involve activities which are included as specific elements of
assessments such as:

o Discussing a patient with other professionals to arrive at an opinion as to the nature of
the patient’s condition,

o Monitoring the condition of the patient,

o Discussion with and providing advice and information to the patient or the patient’s
representative,

o Making arrangements for follow-up care.

e Unbundling these activities from assessments would be complex and would impact use of
allocation for other sections.

e Changes in compensation for inpatient care may be better achieved by adjusting the value of
existing codes to better compensate for the additional time associated with interprofessional
rounding.

e The committee also notes that current discussions regarding a hospitalist APP are ongoing and
may have implications for this proposal.

e The committee does not support this proposal.

20.9 Multiple Fee Codes - Fee Value Changes to Consultations and Visits (PFAF 25-216)

Constituency Proposal

e The constituency proposed increases to Internal Medicine consultation, assessment and
subsequent visit fee codes.

e The sections noted that the proposal addresses intrasectional relativity. Their work was
informed by a member survey.

e The constituency noted that proposal 23-019, D33 and D34 from Report Draft #2 specified
increases to fee codes: A/C 135 and MRP Subsequent visit codes. These values were requested
be updated with the values herein. As such PFAFs 23-019, 21-D33 and 21-D34 are redundant
and have been dropped.

e The proposed fee value changes are as follows:
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Code Description Current Proposed % increase
Value Value
A/C135 Internal arld Occupational Medicine (13) - $164.90 $194.58 18%
Consultation
A/C133 Inter'nal and QFcupat|onaI Medicine (13) - $81.55 $97.86 20%
Medical specific assessment
A/C131 Internal and O.ccupatlc?ryal Medicine (13) - $70.90 $85.08 0%
Complex medical specific re-assessment
A138 Internal and Occupational Medicine (13) - $38.05 $45.66 20%
Partial assessment
A/C134 Inter.nal and 9ccuanonaI Medicine (13) - $61.25 $73.50 0%
Medical specific re-assessment
Internal and Occupational Medicine (13) -
A/C130 Comprehensive internal medicine $310.45 $366.35 18%
consultation
Internal and Occupational Medicine (13) — 0
A/C435 Limited Consultation $105.25 $124.20 18%
Subsequent visits by the Most Responsible Physician (MRP)
c122 ...day following the hospital admission
assessment. $61.15 $67.27 10%
c123 ...second day following the hospital
assessment. $61.15 $67.27 10%
C124 ...day of discharge $61.15 $67.27 10%
C132 ...first five weeks $34.10 $37.51 10%
...sixth to thirteenth week inclusive
C137 . .
(maximum 3 per patient per week). $34.10 $37.51 10%
...after thirteenth week (maximum 6 per
C139 .
patient per month) $34.10 $37.51 10%
C138 ...concurrent care $34.10 $37.51 10%
142 ...first subsequent visit by the MRP following
transfer from an Intensive Care Area $61.15 $67.27 10%
...second subsequent visit by the MRP
C143 following transfer from an Intensive Care
Area. $61.15 $67.27 10%

Committee Comments
e The committee supports a value change to all the codes listed, subject to fitting and relativity.

e The committee proposes the internal medicine office assessment premium be incorporated into

the base value of the codes to which it currently applies. Please see “Deletion of Internal

Medicine Office Assessment Premium” under PPC initiatives for more information.

21 General Surgery
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21.1 E515 - Incision of abscess or hematoma when performed as sole procedure under general
anaesthetic in an operating room but not in an emergency department or emergency
department equivalent. (PFAF 23-269)

Constituency Proposal

e The constituency initially requested a new fee code as a minimal fee for procedure performed in
an operating room under a general anesthetic, paid at $200.00.

e This fee is to remedy the gross discrepancy that an assistant and an anaesthetist will both make
3-4 times as much as the operating surgeon in a number of cases.

e Asacounterproposal, the constituency instead requested to extend an existing premium (E515)
to a set of procedural codes in the hopes of remedying the discrepancy they identified.

e Under the new proposal, E515 would be extended to the following codes: 2758, 2541, Z574,
Z115, Z080, 2081, Z082, Z083, 2084, Z085, 2128, 2129, Z130, 2131, 2538, Z535, 2536, 2592, Z752,
2753, 7754, Z545, 7546, 2566, 2757, 2575, 2576, 2548, Z550.

Committee Comments
e The committee supports this proposal for the following codes: Z758, 2541, and Z574, subject to
fitting, relativity, and rewriting of schedule language for E515.
e The committee does not support the proposal for the remaining codes as committee analysis
indicates those codes very rarely involve a general anesthetic and therefore would provide a
limited benefit to members.

21.2 Exxx - Suffix modifier for selected codes for a second general surgeon assisting another
general surgeon (PFAF 23-275)

Constituency Proposal

e The constituency requested a new premium for a second general surgeon assisting another
general surgeon that pays 75 per cent of the same code the primary surgeon bills.

e This code would not to be used by fellows in a training capacity, not to be used by other
assistants, not be used by general surgeons whose primary role is assisting in surgery. It would
only be used by general surgeons whose non-assist billings are more than their assist billings and
only available for the following fee codes:

o Major Hepatic resections: S267, S270, S271

o Major Pancreatic resections: $298, 5299, S300, S304, S309

o Paediatric Surgery index cases: S346, S347, S117, 5118, S346, S347, S104, R352, 5293,
S348, S349, R993

o Major colon and rectal resections: S166, S167, S168, S169, S171, S172, 5213

o Transplant surgery: S197, 5202, S265, S266, S294, 5295, S308

o Gastric Surgery: $120, $122, S123, S125, $128, S129, S115, S114, $134, S139,

Committee Comments
e The committee thanks the section for their comprehensive feedback.
e The committee does not support this proposal as it is not consistent with the two-surgeon
model currently in the Schedule of Benefits.
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21.3 Rxxx - Same as R226 but for soft tissue sarcoma for general surgeons (PFAF 23-276)

Constituency Proposal
e The constituency requested a new fee code similar to R226 biopsy of suspected sarcoma, or
resection of a complex bone or complex soft tissue tumour(s) intended for soft tissue sarcoma
surgeons with same fee as R226 ($100.00 per 15 minutes).
e A small number of subspecialty surgeons are performing these procedures, that will be time
based, same as the orthopedic sarcoma code. This has already been approved by the OHIP on
an IC basis and is modernization of the Schedule, as advised by the OHIP office.

Committee Comments
e The committee supports revising R226 to include soft tissue sarcoma surgeries performed by
qualified general surgeons.
e The committee notes General Surgery’s support.
e The committee notes that no concerns have been raised by other relevant constituencies.

21.4 E673 - Lysis of extensive intra-abdominal adhesions, add (PFAF 23-282)

Constituency Proposal
e The constituency requested a fee value change to E673 lysis of extensive intra-abdominal
adhesions from $62.05 to $124.10, by 100 per cent.
e The requirements are at least an hour of adhesiolysis and does not include time spent beyond
that. In certain cases, the adhesiolysis can take longer than the primary operation.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

21.5 S332 - Herniotomy - Umbilical - adolescent or adult (PFAF 23-283)

Constituency Proposal
e The constituency requested a fee value change to S332 herniotomy - Umbilical - adolescent or
adult from $300.00 to $324.21, by 8.1 per cent, and a revision to its descriptor to include "with
or without resection of incarcerated/strangulated contents".
e With this change the constituency also requested the deletion of:
o E756 - with resection of strangulated contents, add $24.50.
o E757 - without resection of strangulated contents, add $55.25.
e The suggested changes reflect a modernization of the Schedule in keeping with current clinical
practice and address relative fee values in this section of the Schedule.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity, and notes that the
paediatric code (S333) should be changed in the same manner.
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21.6 A034 - Partial assessment (PFAF 21-D14)
21.7 AO033 - Specific assessment (PFAF 21-D15)
21.8 AOxx - Assessments of greater than 30 minutes (PFAF 21-D16)

Constituency Proposal
e The constituency requested modernization of their menu of assessment fees as follows:
o Revise A034 - Partial assessment to a time-based fee taking less than 15 minutes (no
change in fee value)
o Revise A033 - Specific assessment to a time-based fee taking between 15 and 30
minutes (no change in fee value)
o Create new code AOxx — assessments of greater than 30 minutes at a fee of $67.75.

Committee Comments
e The proposal represents a large system-wide change that involves the entire profession and
potentially a significant re-rewrite to the Schedule as it would require redefining partial and
specific assessments.
e The committee does not support this proposal at this time but continues to explore time
informed consultations and assessments as one of our longer-term major projects.

21.9 G375, G377, and G383 — Injections or infusions, intralesional infiltration fee codes (PFAF
25-141)

Constituency Proposal
e The constituency proposed a revision to the G375, G377, and G383 fee code descriptors and
payment rules. The proposed revisions can be seen below:

Proposed New Descriptors:
G375 - Injections or Infusions, intralesional therapy directly injected into the cancer lesion for
treatment of in transit metastasis — one or two lesions.

G377 - Injections or Infusions, intralesional therapy directly injected into the cancer lesion for
treatment of in transit metastasis — 3 or more lesions.

G383 - Injections or Infusions, intralesional therapy directly injected into the cancer lesion for
treatment of in transit metastasis — extensive.

(revisions underlined, deletions strikethrough)

e The constituency also proposed an increase in the value of the G375, G377, and G383 fee codes.
The proposed increased values can be seen below:

Code Current Description Current Proposed % increase
Value Value
Injections or Infusions, INTRALESIONAL o
G375 INFILTRATION - one or two lesions »8.85 »25.00 182.5%
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Injections or Infusions, INTRALESIONAL

G377 INFILTRATION - 3 or more lesions

$13.30 $50.00 275.9%

Injections or Infusions, INTRALESIONAL
G383 INFILTRATION - extensive (see General I.C. $100.00
Preamble GP8)

e The constituency stated the current fee paid is not reflective of the work being done and when
we bill IC the amounts are often rejected with no explanation.

Committee Comments
e The committee notes that this constituency bills less then 1% of these codes. The committee
does not support this proposal.

21.10 R912 — Neck lymph nodes- llioinguinal, radical resection (PFAF 25-166)

Constituency Proposal

e The constituency proposed an increase in value to the R912 fee code, from $489.30 to $733.95
(50.0%).

e The constituency stated a deep groin dissection is a deep pelvic iliac dissection. The deep groin
includes the external iliacs region up to the bifurcation of the external and internal iliac as well
as all of the obturator nodes. This is done through a separate incision and with a retroperitoneal
approach and is quite challenging.

e The constituency noted the R915 fee code as a comparator which is valued at $1,120.80.

Committee Comments
e The committee supports this proposal in principle subject to fitting and relativity.
e The committee notes that in correspondence with the constituency, it is agreed that R913 and
R914 should increase so that they maintain relativity with R912.

21.11 Rxx1 &Rxx2 — Skin and nipple sparing mastectomies performed with immediate breast
reconstruction for malignancy or prophylactic high risk female patients (PFAF 25-202)

Constituency Proposal
e The constituency proposed the introduction of two new fee codes for skin and nipple sparing

mastectomies performed with immediate breast reconstruction for malignancy or prophylactic
high risk female patients. The constituencies proposed descriptors and fee code values can be
seen below:
o Rxxx - Skin sparing mastectomies performed with immediate breast reconstruction for
malignancy or prophylactic high risk female patients. Proposed value: $660.00.

o Rxx2 - Nipple sparing mastectomies performed with immediate breast reconstruction
for malignancy or prophylactic high risk female patients. Proposed value: $825.00.
e The constituency proposed the following payment rules accompany the new proposed fee

codes:
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1. Can not be billed for male mastectomies for cancer or gynecomastia.
2. Can not be billed for gender affirming surgery or delayed breast reconstruction
e The constituency stated These procedures will be performed in typically high-volume breast
surgery practices and after training in advanced oncoplastic techniques. Skin sparing
mastectomies when compared to simple mastectomy take approximately twice as long, while
nipple sparing approximately 2.5 times as long.
e The constituency noted that physicians currently bill the R117 fee code for a nipple sparing
mastectomy but the R117 fee code is undervalued and should be deleted if these new codes are
introduced.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency, as required.

21.12 Rxxx — Aesthetic mastectomy (flat closure) (PFAF 25-205)

Constituency Proposal
e The constituency proposed the introduction of a new fee code for an aesthetic mastectomy (flat

closure) procedure.
e The constituency prosed the new fee code be valued a $572.70. This is equivalent to R108 +
RO04 (S$330.00 + $242.70).
e The constituency stated the proposed new fee code was submitted to combine the relative
existing codes that represent the complexities of this procedure (R108 and R004).
e The constituency proposed the following descriptor with the new fee code:
Rxxx - For aesthetic flat closure where the surgeon describes:

1. extensive undermining for local advancement flaps >10cm to obliterate the inferior or
lateral excess flap deformities associated with simple mastectomies.

Or
2. Techniques such as modified M-plasty, fishtail closure etc.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency, as required.

21.13 E676 — BMI modifier for mastectomies and axillary surgery (PFAF 25-206)

Constituency Proposal
e The constituency proposed a revision to the E676 fee code’s payment rules to allow the

following fee codes to qualify for the 25% BMI premium:

R108 — Mastectomy, female (with or without Biopsy) — simple.

R109 - Mastectomy, radical or modified radical (with or without Biopsy).
Rxx1 — Skin sparing mastectomies (see PFAF 25-202).

Rxx2 — Nipple sparing mastectomies (see PFAF 25-202).

o O O O

Rxxx — Aesthetic mastectomy, flat closure (see PFAF 25-205).

PPC Report: Draft 3 Comments 102



R913 - Axillary or inguinal lymph nodes - radical resection, unilateral.
E505 - Operations of the Breast - Mastectomy - with limited axillary node sampling, to R148

or R149, R108 or R117, R111 add.

o Z427 - Lymph Channels, Biopsy - Sentinel node Biopsy, per draining basin.

The constituency stated mastectomies are technically more challenging in higher BMI patients

and axillary surgery even more so.

Committee Comments

The committee continues to deliberate and will reach out to the constituency, as required.

21.14 Multiple fee codes — Increase to various general surgery rectum and intestine fee codes

(PFAF 25-208)

Constituency Proposal
The constituency proposed multiple fee value changes to the following general surgery rectum

and intestine fee codes:

. 2023 F
Fee Code Descriptor Valu:e Proposed $ Change % Change
General Surgery - Rectum & Intestine fee codes (PFAF 25-208)
Intestines (except rectum) Excision - Resection
5166 with .anas.tom05|s- small and large .|ntest|ne $899.85 $989.85 $90.00 10.0%
terminal ileum, cecum and ascending colon
(right hemicolectomy)
5167 In.testmes (exce!ot rectum) Exc!smn - Resectl.on $877.95 $965.75 $87.80 10.0%
with anastomosis- Large intestine - any portion
Rectum/intestines (except rectum) - With
E796 mobilization of splenic flexure, to S167, S218 $102.40 $112.65 $10.25 10.0%
add
Intestines (except rectum) Excision - Resection
5169 with anastomosis- Total colectomy with ileo- $1,313.65 $1,445.02 $131.37 10.0%
rectal anastomosis
Intestines (except rectum) Excision - Resection
with anastomosis- Left hemicolectomy with
S171 anterior resection or proctosigmoidectomy $1,128.10 $1,240.90 $112.80 10.0%
(anastomosis below peritoneal reflection &
mobilization of splenic flexure)
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Rectum - Excision - Proctectomy - Anterior
S213 resection or proctosigmoidectomy $1,204.50 | $1,324.95 $120.45 10.0%
(anastomosis below peritoneal reflection)
s214 | Rectum - Excision - Proctectomy - Abdomino- | ¢) 554 55 | 167625 | $152.05 10.0%
Perineal resection or pull through
Rectum - Excision - Two surgeon team -
S215 ) $1,107.50 | $1,329.00 $221.50 20.0%
Abdominal surgeon
R - Excision - T -
5216 ectum - Excision - Two surgeon team $459.05 | $550.85 $91.80 20.0%
Perineal surgeon
$226 Rectum - Repa|r-RfectaI prolapse— Perineal $356.50 $481.30 $124.80 35.0%
repair - Major
5297 Rectum - Repair - Rectal prolapse - Abdominal $688.75 $929.80 $241.05 35.0%
approach

e The constituency stated in a previous sectional exercise looking at relativity amongst our
subspecialty groups, colorectal surgery was identified as falling below the "average" for all
general surgeons with respect to remuneration for their category of codes.

e The constituency proposed a 10% increase to codes that are also billed by non-subspeciality
general surgeons and between a 20-35% increase for codes mostly billed by surgeons with
colorectal subspecialty training.

Committee Comments
e The committee supports the proposed fee value increases, subject to fitting and relativity.

21.15 Exxx — Addition of a modifier code to S213 for coloanal anastomosis (PFAF 25-209)

Constituency Proposal
e The constituency proposed the introduction of a new E modifier fee code for coloanal

anastomosis to the S213 fee code, valued at 25% of the S213 fee code.
e The constituency stated S213 is a proctectomy code for "low anterior resection" which can be
performed by many general surgeons when the disease is in the upper rectum. For disease in
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the mid to low rectum, most of these are being referred to a colorectal subspecialist. In these
"ultra-low" cases, often the colon needs to be resected down to the level of the anus, and thus a
colonial anastomosis is required.

e The constituency proposed the following descriptor and payment rules for the new fee code:

Proposed Descriptor:
_Exxx — for coloanal anastomosis to S213 add 25%

Proposed Payment Rules:
1. Only applicable to S213.

2. Current add on code E808 can still be applied.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

21.16 S251 — Rectum - Fistula-in-ano (PFAF 25-215)

21.17 Sxxx — Ligation of Intersphincteric Fistula Tract (LIFT) and/or Endorectal Advancement
Flap (ERAF) for definitive repair (PFAF 25-223)

21.18 Exxx — Recurrent or complex perianal fistulizing disease (PFAF 25-225)

Constituency Proposal
e The constituency proposed a revision and fee value change to the S251 fee code.
e The constituency would like to disaggregate S251 to better capture varying degrees of
complexity, and a fee value increase from $213.15 to $234.47 (by 10.0%). The proposed suite of
fee codes is:

e S251 —Fistula in ano - exploration of fistula tract and insertion of Seton drain and/or
fistulotomy

(revisions underlined)

e Sxxx — Ligation of Intersphincteric Fistula Tract (LIFT) and/or Endorectal Advancement Flap
(ERAF) for definitive repair, paid at $339.50.

e Exxx—Recurrent or complex perianal fistulizing disease, paid at 25% premium to S251 or Sxxx.

Committee Comments

e The committee supports these proposals but would not include complex perianal fistulizing
disease in the E code. The E code would only be for a recurrent disease.
e Final fee value is subject to fitting and relativity.

21.19 Sxxx — Completion Cholecystectomy (PFAF 25-228)

Constituency Proposal
e The constituency proposed the introduction of a new fee code for the completion of a complete
cholecystectomy.
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e The constituency proposed the new fee code to be valued at $1,100.00.

e The constituency stated that there is currently no fee code for this operation, the S287 fee code
is for a standard cholecystectomy but a completion cholecystectomy is much more complex, and
physicians should be remunerated more for this operation.

e The constituency listed several billing requirements for this new fee code:

o The operative report should indicate that the patient has had a previous subtotal or
partial cholecystectomy, and that this operation involves removal of all the remnant
gallbladder.

o The operative report should indicate if the operation can be performed laparoscopic or
laparoscopic assisted, it should be clearly documented.

o The fee code should be billed at HPB Centres of Excellence, and the referring doctor
should be another General Surgeon or a Gastroenterologist.

o The fee code should be eligible for the E793 modifier if it can be performed
laparoscopically.

Committee Comments
e The committee supports the creation of the new code.
e The committee continues to deliberate on the appropriate fee value and Schedule language and
will reach out to the constituency as required.

21.20 S309 — Distal - body, tail with splenectomy with or without anastomosis (PFAF 25-230)

Constituency Proposal
e The constituency proposed a revision to the S309 fee code descriptor and a value increase from
$986.05 to $1,400.00 (42.0%).
e The constituency listed the following proposed rules to reflect updated medical practices
associated with S309:
e This would include left-sided pancreatectomies where any portion of the body or tail of the
pancreas is resected with removal of the spleen.
o Central pancreatectomies would be included in this billing code.
o The pancreatojejunostomy that is part of a central pancreatectomy would not be
billable on top of this code.
o New E codes for concomitant resection of a vein and artery are also needed (as with
Whipple procedure and total pancreatectomy).

Committee Comments

e The committee supports changing the descriptor and will explore with the section appropriate
Schedule language.

e The committee supports the proposed value change, subject to fitting and relativity.

21.215267,S270, and S271 — Liver hepatectomy - Formal anatomical resection (PFAF 25-231)
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Constituency Proposal

e The constituency proposed a revision to the S267, S270, and S271 fee code descriptors and an
increase to the fee code values.

e The constituency stated the proposed descriptor revisions is to reflect the updated medical
practice associated with these fee codes.

e |t was also stated that the proposed value changes were made to improve intersectional
relativity. The suggested fee for these codes is based on the average of the liver fee codes in the
three provinces with the highest rates of compensation for these operations. The average of
these three Provinces is approximately 23% higher than Ontario’s for liver resections. All three
codes are approximately adjusted based on this 23% benchmark.

e The proposed descriptor revisions and value changes can be seen below:

e 5267 — Liver - Hepatectomy - Fermal-anatomicalresection - three or four liver segments.
- From $1,652.15 to $2,000.00 (21.1%).

e S270 — Liver - Hepatectomy - Fermal-anatemicalresection - one or two liver segments.
- From $1,426.05 to $1,700.00 (19.2%).

e S271 — Liver - Hepatectomy - Fermal-anatemicalresection - five or more liver segments.
- From $1,938.50 to $2,400.00 (23.8%).

(deletions strikethreugh)

Committee Comments
e The committee supports the proposed descriptor change.
e The committee supports a proposed fee value changes subject to fitting and relativity

21.22 Exxx — Portal Lymphadenectomy (PFAF 25-235)

Constituency Proposal

e The constituency proposed the introduction of a new fee code for a Portal Lymphadenectomy
operation.

e The constituency proposed the new fee code should be a E code specific to liver resection codes
(5267, 5269, S270, S271, S275, and $291) with a proposed value of $287.63.

e The constituency proposed the new fee code have the following billing restrictions:

o The fee code should only be billable by HPB surgeons working in one of the Ontario
Health designated centres of excellence.

o The operative report for a liver resection must include a description of a formal portal
lymphadenectomy which includes removal of all lymphatic tissue surrounding the
common bile duct/ hepatic artery and portal vein.

e The constituency stated there is no current fee code for this operation. HPB surgeons often use
$292 (common duct stricture, dissection and or resection) for this operation. However, the
resection required for a proper portal lymphadenectomy is much more extensive than needed
for a benign common duct stricture. Portal lymphadenectomy is not standard of care for every
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liver resection, and therefore, should be remunerated above the codes for liver resection when
indicated.

Committee Comments
e The committee supports the creation of the code and the proposed fee value, subject to fitting
and relativity.

21.23 Exxx — Repeat Liver Resection (PFAF 25-237)

Constituency Proposal
e The constituency proposed the introduction of a new E modifier fee code for repeat liver

resection procedures.

e The constituency proposed this fee code be valued at 25% of liver resection codes. The
constituency stated the proposed 25% value was made to compensate for the additional
complexity involved, redo operations are very complex due to adhesions of the liver to the
diaphragm, bowel, and the major portal vasculature and the retroperitoneum.

e The constituency proposed the following payment rules:

a. Fee code is billable at HPB Centres of Excellence.

b. Only patients who have had S267, S270, and S271 previously billed are eligible for this
new E code.

c. HPB surgeons are eligible to bill this new E code more than once.
The new E code is a modifier of S267, S270, and S271 which is allowed to be billed again
if combined with the new redo-liver E-code.

Committee Comments
e The committee supports the creation of the new fee code. The committee continues to
deliberate on the proposed value and will reach out to the constituency, as required.

21.245299 - Distal- body, tail with preservation of the spleen with or without anastomosis
(PFAF 25-238)

Constituency Proposal
e The constituency proposed a value increase to the 5299 fee code, from $1,250.00 to $1,700.00

(36.0%).

e The constituency stated this proposed value change will improve intersectional relativity. The
constituency used fee code values from Alberta and Manitoba as comparators to determine
their proposed value increase.

Committee Comments
e The committee supports changing the descriptor and will explore with the section appropriate
Schedule language.
e The committee supports a value change, subject to fitting and relativity.
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21.255298 — Total pancreatectomy with splenectomy (PFAF 25-239)

Constituency Proposal
e The constituency proposed a value increase to the 5299 fee code, from $1,270.20 to $3,385.00

(166.5%).

e The constituency stated this proposed value change will improve intersectional relativity. The
constituency used fee code values from Alberta as comparators to determine their proposed
value increase.

e The constituency noted this operation should only be billed by hepatobiliary surgeons working
in one of the 12 current Ontario Health centres of excellence.

Committee Comments
e The committee supports changing the descriptor and will explore with the section appropriate
Schedule language.
e The committee supports a value change, subject to fitting and relativity.

21.26S300 — Pancreatectomy - "Whipple type" procedure (PFAF 25-240)

Constituency Proposal
e The constituency proposed a value increase to the S300 fee code, from $2,457.35 to $3,385.00

(37.8%).

e The constituency stated this proposed value change will improve intersectional relativity. The
constituency used the average “Whipple” fee code value from the three provinces with the
highest rate of compensation for this operation as the comparator value.

e The S300 fee code should only be billable if performed at one of the CCO HPB Centres of
Excellence.

Committee Comments
e The committee supports changing the descriptor and will explore appropriate Schedule
language with the constituency.
e The committee supports a value change, subject to fitting and relativity.

21.27 Multiple Fee Codes — General Surgery Consult and Assessment Fee Value Changes (PFAF
25-280)

Constituency Proposal
e The constituency proposed increases to General Surgery consult and assessment codes, as

follows:
. Fee Proposed S %
Fee Code Descriptor Value New Fee | Change | Change
A035 General Surgery - Consultation $96.20 $105.80 $9.60 10.0%
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Surgical specialties - Special surgical
A935 consultation (03, 04, 06, 08, 09, 17, 20, 23, 24, | $163.20 $179.50 $16.30 10.0%
35, 64)
A036 General Surgery - Repeat consultation $64.10 $70.50 $6.40 10.0%
A033 General Surgery - Specific assessment $47.30 $52.05 $4.75 10.0%
A034 General Surgery - Partial assessment $28.60 $31.45 $2.85 10.0%

Committee Comments
e The committee supports the proposed fee code value increases subject to fitting and relativity.

21.28 Multiple Fee Codes — General Surgery Acute Care Surgery Fee Value Changes (PFAF 25-
282)

Constituency Proposal
e The constituency proposed increases to General Surgery acute care surgery codes, as follows:

Fee Proposed S %

Fee Code Descriptor Value | NewFee | Change | Change

Stomach - Suture - Gastrorrhaphy (for

S139 perforated gastric or duodenal ulcer or $672.75 | $740.00 $67.25 10.0%
wound)
Intestines (except rectum) - Intestinal
S175 obstruction (mechanical) - One stage - $712.35 | $783.60 $71.25 10.0%

Without resection

Intestines (except rectum) - Intestinal
S176 obstruction (mechanical) - One stage - With $894.85 | $984.35 $89.50 10.0%
entero- Enterostomy

Intestines (except rectum) - Intestinal

S177 obstruction (mechanical) - One stage - With $1’20555' $1,160.80 | $105.55 | 10.0%
resection
Intestines (except rectum) - Intestinal
5180 obstruction (mechanical) - One stage - With | $824.80 | $907.30 $82.50 10.0%
enterotomy
$204 Miscellaneous - Appendix - Incision and $239.20 | $263.10 $23.90 10.0%

drainage of abscess

Appendix - Appendectomy with or without

S207 .
perforation

$458.60 | $504.45 $45.85 10.0%

Rectum - Manipulation - Dilation and/or
7541 disimpaction or removal of foreign body $58.15 $63.95 $5.80 10.0%
under general anaesthetic (as sole procedure)

Abdomen, Peritoneum and Omentum -

S321 .
Incision - Laparotomy - for acute trauma

$587.10 | $645.80 $58.70 10.0%
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E733

Abdomen, Peritoneum and Omentum -
Incision - Laparotomy - With repair of
intestine - Single add

$142.40

$156.65

$14.25

10.0%

E734

Abdomen, Peritoneum and Omentum -
Incision - Laparotomy - Multiple and/or with
resection add

$211.15

$232.25

$21.10

10.0%

E735

Abdomen, Peritoneum and Omentum -
Incision - Laparotomy - With splenectomy
(partial or complete) add

$284.75

$313.25

$28.50

10.0%

E736

Abdomen, Peritoneum and Omentum -
Incision - Laparotomy - With repair of
lacerated liver add

$187.90

$206.70

$18.80

10.0%

E739

Abdomen, Peritoneum and Omentum -
Incision - Laparotomy - With repair of
diaphragm add

$122.05

$134.25

$12.20

10.0%

E723

Abdomen, Peritoneum and Omentum -
Incision - Laparotomy - With repair of
lacerated spleen add

$284.80

$313.30

$28.50

10.0%

Committee Comments
e The committee supports the proposed fee code value increases subject to fitting and relativity.

21.29 Sxxx — Transanal total mesorectal excision (TaTME) with proctosigmoidectomy and
anastomosis below peritoneal reflection -Single Surgeon technique (PFAF 25-287)

Constituency Proposal

e The constituency proposed the introduction of a new fee code for Transanal total mesorectal

excision (TaTME) with proctosigmoidectomy and anastomosis below peritoneal reflection.

e The constituency proposed the new fee code to be valued at $2,448.75. The constituency used

the S213 and S214 fee codes as comparator codes.

e The constituency proposed the following billing restrictions:

O

O O O O

Fee code should be billed by Colorectal Surgeons and Surgical Oncologists with

colorectal subspecialty expertise and TaTME training.
This code should not be eligible for concurrent payment with S213, S214, S215 or S216.

This code should be eligible for payment with obesity premium.
This code should be eligible for 2 surgical assistants.

The consent or operative report must include:

Consent for TaTME approach (this will limit usage of the platform to high volume

centers who routinely discuss the technique, risks/benefits, and quality assurance

metrics with patients rather than adding the technique ad hoc during an operation.

Clear description of utilization of a transanal platform (either TAMIS (transanal

minimally invasive surgery) or TEMS (transanal endoscopic microsurgery)).

Clear description of total mesorectal excision (TME) and re-anastomosis either

transanally or transabdominally.
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Committee Comments
e The committee supports the creation of the code and the proposed fee value subject to fitting
and relativity.

21.30 Sxxx — Transanal total mesorectal excision (TaTME) with proctosigmoidectomy and
anastomosis below peritoneal reflection - 2 Surgeon technique, Abdominal Surgeon (PFAF
25-297)

Constituency Proposal
e The constituency proposed the introduction of a new fee code for Transanal total mesorectal

excision (TaTME) with proctosigmoidectomy and anastomosis below peritoneal reflection.

e The constituency proposed the new fee code to be valued at $950.00. The constituency used
the S214 and S215 fee codes as comparator codes.

e The constituency proposed the following billing restrictions:

o This code should be billed by Colorectal Surgeons, Surgical Oncologists, and General
Surgeons proficient in colorectal resections.

This code should not be eligible for concurrent payment with S213, S214, S215 or S216.
This code should be eligible for payment with obesity and laparoscopic premiums.

This code should be eligible for 2 surgical assistants.

The operative report should indicate mobilization of sigmoid colon and upper rectum.

O O O O O

The surgeon may choose an open or laparoscopic approach depending on patient and
technical factors.

Committee Comments
e The committee supports the creation of the fee code.
e The committee supports the proposed fee value, subject to fitting and relativity.

21.31 Sxxx — Transanal total mesorectal excision (TaTME) with proctosigmoidectomy and
anastomosis below peritoneal reflection - 2 Surgeon technique, Perineal Surgeon (PFAF
25-301)

Constituency Proposal
e The constituency proposed the introduction of a new fee code for Transanal total mesorectal

excision (TaTME) with proctosigmoidectomy and anastomosis below peritoneal reflection.
e The constituency proposed the new fee code to be valued at $1,498.75. The constituency used
the S213, S214, and S216 fee codes as comparator codes.
e The constituency proposed the following billing restrictions:
o This code should be billed by Colorectal Surgeons and Surgical Oncologists with
colorectal subspecialty expertise and TaTME training.
This code should not be eligible for concurrent payment with S213, 5214, S215, S216 or,
E793.
o This code should be eligible for payment with obesity premium.
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o The consent or operative report must include:

a. Consent for TaTME approach (this will limit usage of the platform to high volume centers
who routinely discuss the technique, risks/benefits, and quality assurance metrics with
patients rather than adding the technique ad hoc during an operation.

b. Clear description of utilization of a transanal platform (either TAMIS (transanal minimally
invasive surgery) or TEMS (transanal endoscopic microsurgery)).

c. Clear description of total mesorectal excision (TME) and re-anastomosis either transanally or
transabdominally.

Committee Comments
e The committee supports the creation of the fee code.
e The committee supports the proposed fee value, subject to fitting and relativity.

22 General Surgery (Member Group)

22.1 Sxxx - Temporary abdominal closure with or without abdominal washout (PFAF 23-312)

Member Group Proposal

e The member group requested a new fee code Sxxx Temporary abdominal closure with or
without abdominal washout, paid at $376.25.
Proposed payment rule:

o Include placement/removal of temporary abdominal closure devices and abdominal
washout in patients with an open abdomen with or without fascial closure.

o The procedure can be performed up to 10 times per hospital stay and remunerated at
100% each time. Limited to patients admitted to an intensive care unit or whose post
operative disposition is the intensive care unit.

o This code would be in addition to other billable procedures but would replace the use
of exploratory laparotomy or repair of hernia codes currently used in this context.

e Thisis a high-risk and complex procedure usually performed in critically ill patients.

e This procedure would be limited to trauma surgeons or high-volume general surgeons at
tertiary and quaternary care centers with the required surgical and critical care expertise.

e Currently, these necessary re-operations, where no other billable procedure occurs, are
variably remunerated under the Schedule of Benefits with non-specific codes such as
exploratory laparotomy (S312 at $485.25) or hernia repair (5340 at $370.95, S344 at $500.00).

Committee Comments
e The committee supports the proposal in principle except that this should apply to all qualified
surgeons and is a standalone procedure, subject to fitting and relativity.

22.2 M116 - Fixation for trauma for repair of chest wall (PFAF 25-338)

Member Group Proposal
e The group proposed an increase to the fee code M116 (fixation for trauma; repair of chest wall)

from $350 to $550 (an increase of 57.14%).
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e The group argued that the current payment does not reflect workload or complexity.
e The group also proposed that M116 be eligible for billing with E683, valued at 35%, due to the
frequent need for associated VATSs, as stated by the constituency.

Committee Comments
e The committee supports the proposed modification so that E683 will apply.
e The committee supports the proposed value change, subject to fitting and relativity.

23 General Thoracic Surgery

23.1 E618 - Lungs and pleura - with decortication of remaining lobe(s), add (PFAF 23-041)

Constituency Proposal
e The constituency proposed a fee increase to E618 from $121.85 to $365.55 (200 per cent) and
the following descriptor revision:

E618 - with decortication of remaining lobe(s) or major thoracic lysis of adhesions (over

1 hour)

(Revisions underlined)

Committee Comments
e The committee supports in principle changing E618 to include major thoracic lysis of adhesions,
minimum time of 60 minutes, subject to fitting.

23.2 M143 - Lobectomy, may include radical mediastinal node dissection or sampling (PFAF 23-
051)

23.3 M144 - Segmental resection, including segmental bronchus and artery (PFAF 23-052)
23.4 M145 - Wedge resection of lung (PFAF 23-133)

Constituency Proposal
e The constituency proposed the following fee increases for M143, M144 and M145. The
committee added M142 to this list to maintain relativity. After allocation became known, the
section increased the proposed fee value changes from 7% to 20%:

Fee . Current Proposed %
Descriptor $ Increase

code value value Increase

M143 | Lobectomy, may include radical $1402.60 | $1683.12 $280.52 20%

mediastinal node dissection or sampling
M144 | Segmental resection, including segmental | $1441.75  $1730.10 $288.35 20%
bronchus and artery
M145 | Wedge resection of lung $843.40 | $1012.08 $168.68 20%

M142 | Pneumonectomy $1700.00 | $2040.00 $340.00 20%
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Committee Comments
e The committee supports a value change to these fee codes, subject to fitting and relativity.

23.5 Rxxx - Open or VATS drainage of pericardial effusion for Cardiac Tamponade (PFAF 23-
053)

Constituency Proposal
e The constituency proposed a new fee for open or VATS drainage of pericardial effusion for
Cardiac Tamponade, valued at $800.00.
e The fee would be restricted to drainage of pericardial effusion for unstable patients with
documented clinical or Echocardiographic signs of tamponade. Must have clear documentation
of instability and confirmed or suspected tamponade.

Committee Comments
e The committee supports this proposal at a value of $400, as that value is consistent with the
physician workload as described by the section, relative to other procedures.
e Exact value is subject to fitting.

23.6 E683 - when performed thoracoscopically, by video-assisted thoracic surgery (VATS), by
robotic-assisted surgery, or by uniportal approach (PFAF 23-054)

23.7 M138 - Hilar lymph node or lung biopsy with full thoracotomy (PFAF 23-108)

Constituency Proposal
e The constituency requested a revision to allow E683 to be eligible with the following common
thoracic surgical procedures:
o M135 Decortication,
o M134 Thoracotomy/thoracoscopy for haemorrhage/empyema,
o M138 Hilar lymph node or lung biopsy with full thoracotomy

Committee Comments
e Given the section’s response indicating that the procedures utilizing VATS are shorter in
duration, the committee does not support expanding the range of procedures to which this E-
code applies.
e The committee does not support this proposal.

23.8 M117 - Chest wall - pleura - Sternal fixation for trauma (PFAF 23-055)

Constituency Proposal
e The constituency proposed the deletion of M117 Sternal fixation for trauma, as it is a
redundant code and should be replaced by M112 - sternal debridement and rewiring with or
without special mechanical instrumentation — as sole procedure.

Committee Comments
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e M112 was priced and rules written to act as a stand-alone code in the setting of sternal wound
dehiscence post-surgery. This is very different than M117 which has different indications and is
billed with other codes.

e The committee does not support this proposal.

23.9 M105 - Chest and Mediastinum - Chest wall tumour, resection of 2 or 3 ribs or cartilages
(PFAF 23-116)

Constituency Proposal

e The constituency proposed a fee increase to M105, from $650.00 to $1,040.00 (60 per cent),
and a descriptor revision as follows:

Chest wall tfumeur resection, resection of 23 1 - 3 ribs or cartilages.

(Revisions underlined, deletions strikethrough}

e The revision is to modify the number of ribs resected to 1-3, rather than 2 or 3, and thereby
delete several other codes (see proposals for M111, E605, Z353, Z354, and Z337 below).

Committee Comments
e The committee does not support the descriptor change that removes the word “tumour” or the
modification to “1-3” ribs.
e Rather, the committee supports expanding M105 to include wide resection of one rib for
resection of malignant chest wall tumour, subject to schedule language approval.
e Final fee value will be subject to fitting and relativity.

23.10M111 - Surgical collapse - Thoracoplasty - One stage (PFAF 23-056)

23.11E605 - Surgical collapse - Thoracoplasty — for each additional rib (max 3 additional) (PFAF
32-056)

Constituency Proposal
e The constituency proposed the deletion of M111 and E605.
e M111 and E605 are rarely performed procedures, historically completed for tuberculosis

involving the pleural space and lung. If a similar procedure is required, it can be billed under
M105.

Committee Comments
e The committee supports this proposal.

23.12 7353 - Chest and Mediastinum - Incision - Incisional biopsy of chest wall tumour (PFAF
23-057)

23.13 Z354 - Chest and Mediastinum - Incision - Excisional biopsy of rib for tumour (PFAF 23-
057)

Constituency Proposal
e The constituency proposed the deletion of Z353 and Z354.
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e 7353 and Z354 are rarely performed procedures, historically completed prior to the availability
of image guided core biopsies. If a surgical biopsy of a rib is required, this can be billed under a
revised M105 - rib resection (see below).

Committee Comments
e Given the committee’s recommendation regarding M105, these codes need to remain in the
Schedule of Benefits.
e The committee does not support this proposal.

23.14 7337 - Rib resection for drainage (PFAF 23-106)

Constituency Proposal
e The constituency proposed the deletion of Z337.
e 7337 isararely performed procedure. If a rib resection for drainage is required then this can be
billed either as M105 - chest wall resection, or as Z357 - thoracic window creation, depending
on the indication.

Committee Comments
e The committee supports the deletion of Z337.
e 7354 is to be re-written as, “Z354 Excisional biopsy of rib, or rib resection for drainage.”

23.15 Z332 - Aspiration with therapeutic drainage with or without diagnostic sample (PFAF 23-
060)

23.16 Z331 - Aspiration for diagnostic sample (PFAF 23-059)

Constituency Proposal
e The constituency proposed a revision to Z332 as follows:

7332 Thoracentesis - Aspiration for diagnosis or for therapeutic drainage with

e deai il ; I . |
(Revisions underlined, deletions strikethrough)

e With this revision, the constituency also requested the deletion of Z331 - aspiration of
diagnostic sample.

e 7331 will be combined as part of the revised Z332 to more accurately represent the risk of
thoracentesis when performed for either indication.

Committee Comments
e The committee supports the proposal in principle, subject to fitting.

23.17 7333 Endoscopy - with transbronchial biopsy under image intensification (including
bronchoscopy) (PFAF 23-058)

Constituency Proposal
e The constituency proposed the deletion of Z333.
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Committee Comments
e The committee supports this proposal.

23.187352 - Intrapleural administration of thrombolytic or fibrinolytic agent via thoracostomy
tube (chest tube) (PFAF 23-062)

23.19 7349 - Intrapleural administration of chemotherapy or sclerosing agent - by any method
(PFAF 23-061)

Constituency Proposal
e The constituency proposed a revision to Z352 as follows:

Intrapleural administration of thrombolytic agent, fibrinolytic agent, chemotherapy or
sclerosing agent via thoracostomy tube (chest tube).

(Revisions underlined)

e With this revision, the constituency also requested the deletion of Z349 -intrapleural
administration of chemotherapy or sclerosing agent - by any method.

Committee Comments
e Asthisis a new fee code, the committee recommends a moratorium on further changes until
accurate utilization data becomes available. The proposal may be revisited during a future fee
setting process.
e The committee does not support this proposal at this time.

23.207338 - Biopsy of pleura or lung - with limited thoracotomy (PFAF 23-107)

Constituency Proposal

e The constituency proposed the deletion of Z338.

e 7338 is no longer performed with the ability to complete VATS surgery. When a pleural biopsy
is required, this is completed VATS and can be billed more appropriately as Z335. If a lung
biopsy is being completed, then this is usually M145 or a VATS wedge resection to reflect the
lung resection.

Committee Comments
e The committee supports this proposal.

23.21R940 - Mesenteric or celiac artery repair - Pulmonary thromboendarterectomy (PTE) —
includes circulatory arrest with hypothermia (PFAF 23-097)

Constituency Proposal
e The constituency proposed a fee increase to R940 from $2,021.05 to $2,728.42, by 35.0 per

cent.

Committee Comments
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e The committee supports this proposal, subject to fitting and relativity.

23.22 M106 - Chest wall reconstruction - Mediastinal tumour (PFAF 23-098)

Constituency Proposal
e The constituency proposed a revision to the payment rules for M106.
e The proposed payment rule addition is to allow the following E-codes to be billed with M106:
o E615... Intrapericardial dissection
E611... resection of diaphragm and direct suture closure
E849... resection of diaphragm and reconstruction
E848... reconstruction of pericardium requiring repair with graft material
E618... decortication of remaining lobes
E620... with wedge bronchoplasty
E621... with diagnostic wedge resection
E608... each additional wedge resection
E607... reoperation more than 30 days

0O O O O O 0 0 O

Committee Comments
e No evidence has been provided that that shows M106, as currently billed, is undervalued
relative to other surgical codes used by this section.
e The committee does not support this proposal.

23.23M106 - Chest wall reconstruction mediastinal tumour (PFAF 25-268)

Constituency Proposal

e The constituency proposed a fee value increase to the M106 fee code, from $1,004.00 to
$1,255.00 (25.0%).

e The constituency stated as the population ages, there has been more complexity in the surgical
management of mediastinal masses. The tendency for thymic neoplasms in particular toward
invasion, increases complexity of resection, often requiring resection of lung, pericardium or
vascular structures.

Committee Comments
e The committee supports an increase to this fee code, subject to fitting and relativity.

23.24 N284 - Chest wall reconstruction - Excision of first rib and/or cervical rib to include
scalenotomy when required (PFAF 23-109)

Constituency Proposal
e The constituency proposed a fee increase to N284 from $408.00 to $714.00 (75 per cent) and a
revision as follows:

Excision of first rib and/or cervical rib to include scalenotomy, fibrolysis and neurolysis
when required.

(Revisions underlined)
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Committee Comments
e The committee supports the proposed descriptor change.
e The committee supports this proposal, subject to fitting and relativity.

23.25M155 - Lung transplant (one lung) (PFAF 23-112)

Constituency Proposal
e The constituency proposed a fee increase to M155 from $2,054.25 to $2,465.09 (20 per cent).

e When allocation became known, the constituency increased their proposed increase to
$2670.55 (30 percent).

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

23.2627788 - Extracorporeal Membrane Oxygenator (ECMO) - includes cannulating and
decannulating, by any method heart, vein and/or artery and repair of vessels if rendered
(PFAF 23-113)

Constituency Proposal
e The constituency proposed to split the fee code based on two indications: (1) ECMO for
respiratory indications (e.g., lung failure) and (2) ECMO for cardiac indications (e.g., heart
failure).

e The constituency proposes a change in fee increase for respiratory indications, from $366.50 to
$549.75 (50 per cent).

Committee Comments

e The committee does not support the proposal to split the fee code based on indication, as the
section has not provided evidence that physician workload differs between the two indications
on the day ECMO is initiated.

e The committee notes that the constituency’s primary rationale for the value change was
related to care of the patient receiving ongoing ECMO. That care could be compensated by
existing assessment and procedure codes.

e The committee does not support this proposal.

23.27E616 - Bilobectomy on right side, add (PFAF 23-134)
Constituency Proposal
e The constituency proposed a fee increase to E616 from $142.10 to $305.52 (115 per cent) and a

revision as follows:

bilobectomy on right side or segmentectomy plus lobectomy (same side).

(Revisions underlined)

Committee Comments
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e The committee supports the proposed descriptor change.
e The committee supports the proposed value change, subject to fitting and relativity.

23.28 E676A - Morbidly obese patient, surgeon, to procedural fee(s), add (PFAF 23-223)

Constituency Proposal
e The constituency proposed a revision to the payment rules for E676A as follows:

b. The surgery is rendered under general anaesthesia using either an open or minimally
invasive technique for the thorax.

(Revisions underlined)

Committee Comments
e Committee data analysis fails to demonstrate an increase in time associated with an increased
BMI for the procedures listed in this proposal. The committee does not support this proposal.

23.29 R352 - Pectus excavatum or carinatum repair (by reconstruction, not implant) (PFAF 25-
045)

Constituency Proposal
e The constituency proposed an increase in value to the R352 fee code, from $832.30 to
$1,331.68 (60.0%).
e The constituency stated the current value of R352 does not capture the additional complexity of
the procedure as it has evolved over time.

Committee Comments
e The committee supports the proposed fee value change, subject to fitting and relativity.

23.30Sxxx - Sequential cryotherapy for intercostal neuralgia (PFAF 25-048)

Constituency Proposal

e The constituency proposed an introduction of a new fee code for the sequential application of
cryotherapy to intercostal nerves for blockade during major thoracic surgery.

e The constituency proposed the new fee code be valued at $300.00 with the following
descriptor:

Sxxx — Sequential application of cryotherapy to intercostal nerves for blockade during major
thoracic surgery, more than 4 nerves

e The constituency proposed the following payment rule:

1. Minimum of 4 intercostal nerves need to be ablated.

e The constituency stated cryotherapy is a novel method of nerve blockade which allows for
consistent, long-term analgesia that lasts weeks-months after application. Cryotherapy has
recently been shown to improve post operative pain control, reduce length of stay, and reduce
complications.

Committee Comments
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e The committee notes the constituency’s feedback that this has become standard of care for a
set of procedures within this section.

e Given that, the section should increase the value of these procedures if they are out of relativity

rather than creating an add-on code.
e The committee does not support this proposal.

23.31 Multiple fee codes - Payment rules revision to thoracic oesophagus codes (PFAF 25-049)

Constituency Proposal
e The constituency proposed a revision to the following fee codes’ payment rules to allow for ‘B’
codes, with a 10-unit startup:
S090 - Total thoracic oesophageal resection.
S091 - abdominal or transthoracic approach with fundal plication.
S092 - recurrent.
S096 - Ruptured oesophagus, suture and drainage.
S098 - with stomach.
S099 - with colon or jejunum.
e For procedures on the oesophagus, the following basic units for assistants and
anaesthesiologists will apply except if a basic fee is listed.
o S073 - Cervical approach... from 6 to 7
o S074 - Thoracic approach... from 10 to 13
o S075 - Abdominal approach... from 7 to 8

O O O O O O

e The constituency stated only procedures on the esophagus have a unique billing code for
assistants and anaesthesiologists. This leads to problems with manual reviews and results in
multiple OHIP rejections.

Committee Comments
e The committee proposes deleting reference to assistants for codes S073, S074 and SO75.
e The committee proposes adding base assist units for esophageal surgery and continues to
deliberate the appropriate number of units.

23.32 A643, A644, and A645 - Increase in value of general thoracic consultation and
assessment fee codes (PFAF 25-127)

Constituency Proposal
e The constituency proposed a fee value increase to the following 3 fee codes:

Fee code Description Current Value Proposed Value % increase
A643 Specific assessment 44.40 55.30 20%
A64A4
Partial assessment 24.10 28.90 20%
A645 C [tati
onsuitation 98.55 118.25 20%

Committee Comments
e The committee supports the proposed value changes subject to fitting and relativity.
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23.33 M135 - Major decortication of lung for empyema or tumour (PFAF 25-203)

Constituency Proposal
e The constituency proposed a fee value increase to the M135 fee code, from $848.80 to
$1,103.45 (30.0%).

Committee Comments
e The committee notes that one rationale for increasing the value of this code was related to
post-operative care. With surgical unbundling, this rationale no longer applies.
e Committee analysis indicates that this code is not out of relativity with other surgical codes
within this section.
e The committee does not support this proposal.

23.34 S090 - Total thoracic oesophageal resection (PFAF 25-234)

Constituency Proposal

e The constituency proposed a fee value increase to the S090 fee code, from $1,912.30 to
$2,199.15 (15.0%).

o The constituency stated there has been a fundamental shift in the management of these
patients in the recent 1-2 years. Whereas previous neoadjuvant approach has been with
radiation and a chemosensitizer, a recent practice-changing trial now recommends
perioperative cytotoxic chemotherapy.

Committee Comments
e The committee notes that the section decreased the proposed value change to 10%.
e Committee analysis indicates that this code is not out of relativity with other surgical codes
within this section.
e The committee does not support this proposal.

24 Genetics

24.1 Kxxx Genetic Clinical Analysis and Care Planning (PFAF 21-D17)

Constituency Proposal
e The constituency requested a new time-based fee code Kxxx for Genetic Clinical Analysis and
Care Planning at $44.00 per 10 minutes with a maximum of 8 units per physician, per patient,
per 12-month period.

Committee Comments
e Introducing a time-based non-patient-facing fee code represents a change with system-wide
implications. Such a change exceeds the scope of the PPC.
e The committee is of the opinion that the work may be better compensated through the
ongoing Alternate Payment Program discussions.
e The committee does not support this proposal.
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24.2 K044 Genetic Family Counselling (PFAF 21-D18)
24.3 K016 Genetic assessment, patient or family (PFAF 21-D19)
24.4 A221 Genetic minor assessment (PFAF 21-D20)
24.5 A/C325 Limited consultation (PFAF 21-D21)

Constituency Proposal
e The constituency requested that the following fee codes be delisted:

o K044 - Genetic Family Counselling

o K016 - Genetic assessment, patient or family
o A221 - Genetic minor assessment

o A/C325 - Limited consultation

o K223 - Clinical Interpretation

Committee Comments
e The committee notes the constituency’s decision to withdraw these proposals.
e The committee supports the deletion of KO16.

24.6 A225, K222 & K223 - Limited consultation (PFAF 25-014)

Constituency Proposal
e The constituency proposed fee value increases to the following codes:

. Fee Proposed %
Fee Code | Descriptor Fee
Value Increase
Value
A225 Consultation $167.90 $198.10 18%
K222 Genetic Care, patient or family, per unit $79.30 $94.35 19%
K223 Clinical interpretation by a geneticist $40.00 $42.80 7%

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

25 Geriatric Medicine

25.1 Multiple Fee Codes— Fee value changes (PFAF 25-104, 25-111, 25-113)

Constituency Proposal
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e The constituency proposed value changes to the following fee codes:

Proposed
F [})
Fee Code | Descriptor ee Fee %
Value Increase
Value

A/C/W770 Ger.latrllcs (07) - Ex.tended comprehensive $401.30 | $446.45 11.3%
geriatric consultation
Geriatrics (07) - Consultation in association

AO70 with special VISI't toa hospltal-ln-patlent, $232.10 | $266.90 15.0%
long-term care in-patient or emergency
department patient

A075 Geriatrics (07) - Consultation $202.55 | $232.95 | 15.0%

C075 Geriatrics (07) - Consultation $232.10 | $266.90 | 15.0%

WO075 Geriatrics (07) - Consultation $232.10 | $258.20 | 11.2%

A/C/WTTS Gerlatrlcs.(07) - Comprehensive geriatric $310.45 | $345.35 11.2%
consultation

A/CO71 Geriatrics (07) - Complex medical specific re- $91.90 $109.35 19.0%
assessment

A/C073 Geriatrics (07) - Medical specific assessment | $90.45 $103.10 14.0%

A/CO74 Geriatrics (07) - Medical specific re- $72.90 $83.10 14.0%
assessment

A078 Geriatrics (07) - Partial assessment $45.30 $51.65 14.0%

072 Geriatrics (0?).- Subsequent visits - first five $34.10 $37.95 11.3%
weeks, per visit

K703 GP/FP (00) - Gerlat'rlc out-patient case $32.45 $36.10 11.2%
conference, per unit

A/C/WO076 | Geriatrics (07) - Repeat consultation $105.25 | $117.10 | 11.3%
Geriatrics (07) - Subsequent visits - sixth to

co77 thirteenth week inclusive (maximum 3 per $34.10 $37.95 11.3%
patient per week, per visit

€078 Geriatrics (07) - Concurrent care, per visit $34.10 $37.95 11.3%
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A/C/W375 | Geriatrics (07) - Limited consultation $105.25 | $117.10 11.3%

Geriatrics (07) - Subsequent visits - after
C079 thirteenth week (maximum 6 per patient per | $34.10 $37.95 11.3%
month), per visit

Geriatrics (07) - Nursing home or home for
Wo073 the aged - first 2 subsequent visits per $34.10 $37.95 11.3%
patient per month, per visit

Geriatrics (07) - Admission assessment - Type

W272
1

$69.35 §77.15 11.2%

Geriatrics (07) - Chronic care or convalescent
W072 hospital - first 4 subsequent visits per patient | $34.10 $37.95 11.3%
per month, per visit

SVP - Geriatric Home Visit - excluding Nights

(o)
(00:00 - 07:00) - First Person Seen >82.50 591.80 11.3%

B988

B986 SVP - Geriatric Home Visit - Travel Premium $36.40 $45.50 25.0%

Committee Comments
e The committee supports these fee value changes, subject to fitting and relativity; Except:
o B988 — The committee notes that B998 needs to remain equal to this code.
o B986 — The committee notes that travel premiums are billed by all sections and any
change would require broad support. The committee does not support this change.

25.2 A/CO7x — Multiple Assessment codes (PFAF 25-108)

Constituency Proposal
e The constituency proposed revisions of payment rule commentary for multiple assessments
codes, specifically: A/C073, A/C074, A/C071, A/CO78.
o The constituency proposed the addition of commentary similar to that used for geriatrics:

AO07x/C07x is eligible for payment when the purpose is for the assessment of dementia regardless
of the patient's age.

Committee Comments
e The committee supports the proposal in principle and is drafting appropriate schedule language.
e The committee will reach out to the constituency, as required.

25.3 K077 — Geriatric Telephone Support (PFAF 25-110)

Constituency Proposal
e The constituency proposed a fee value change from $40.05 to $44.55 (by 11.2%) and the
revision of payment rules 1 and 2:
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Payment rules:
1. A maximum of two (2) three (3) units of KO77 are eligible for payment per patient per day.
2. A maximum of eight (8) twelve (12) KO77 units are eligible for payment per patient per 12-
month period.

(revisions underlined, deletions strikethrough)

Committee Comments
e The committee supports the change in fee value, subject to fitting.
e The committee does not support increasing the maximum per day.
e The committee supports increasing the maximum per year to 12.

26 Haematology & Medical Oncology

26.1 EQ078 - Chronic Disease Assessment Premium (PFAF 23-ONC-1)

Constituency Proposal
e The constituency requested that Myeloproliferative Neoplasms (Polycythemia Rubra Vera,
Essential Thrombocytosis and Myelofibrosis) be added to the list of EO78 applicable diagnostic
codes (full list can be found on GP26).

Committee Comments
e The committee notes that in the section’s response, it is not clear that this would address an
intra-sectional relativity issue.
e The committee does not support this proposal.

26.2 G388 - Management of special oral chemotherapy, for malignant disease (PFAF 23-ONC-
4)

Constituency Proposal
e The constituency requested the following changes to G388:

a. increase the fee value from $25.75 to $60.00, by 133 per cent; and
b. amending payment rule 2 to remove the 12-month limit, as follows:

“G388 is only eligible for payment once every twenty-one (21) days te-a-maximum-ofsix{6}
. . 12 od.”

(Deletions strikethrough)

e The constituency notes that the original decision to limit oral chemotherapy billing to 6 times
per year does not reflect current practice of oral chemotherapy administration, which is most
frequently continuous.

e The proposed fee value would bring the service into relativity with other IV chemotherapy
administration/management.
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Committee Comments
e The committee supports changing the payment rule to allow for monthly billing.
e The committee supports a value change, subject to fitting and relativity.

26.3 G389 - Infusion of gamma globulin, initiated by physician, including preparation per
patient, per day (PFAF 23-ONC-2)

Constituency Proposal
e The constituency requested the following changes to G389:
a. Increase the fee value from $13.90 to $20.00, by 43.9 per cent;
b. changing the descriptor to,

“Outpatient infusion of blood products — red cells, platelets, gamma globulin, clotting
factors and intravenous iron”

c. Introduce the following new payment rules:
e Maximum one unit per patient per day, outpatient only.
e This code is not to be used for transfusion in the setting of Congenital Anemias. The
code utilized for these patients should be G098.

e The constituency states that the proposal to expand the billing code G389 to cover various
blood products and iron infusions in the outpatient setting is a logical step towards addressing
disparities in physician reimbursement for treating patients with classical hematological
conditions. This expansion recognizes the landscape of hematological care.

Committee Comments

e The section states that the physician work associated with the administration of blood products
and iron consists of obtaining and documenting consent and being in a position to manage all
side effects. The committee believes this work is currently bundled with assessments (See items
F. & G. on page GP15). The committee does not support unbundling that work.

e G389is only eligible for payment if the IVIg infusion is initiated and prepared personally by the
physician which does not occur when iron or other blood products are given.

e The committee does not support this proposal.

26.4 G390 - Supervision of chemotherapy for induction phase of acute leukemia or
myeloablative therapy prior to bone marrow transplantation (maximum of 1 per
induction phase or myeloablative therapy) (PFAF 23-ONC-5)

Constituency Proposal
e The constituency requested a descriptor change to G390 as follows,

G390 Supervision of chemotherapy for induction phase of acute leukemia or myeloablative
therapy prior to bone marrow transplantation (maximum of 1 per induction phase or
myeloablative therapy) and/or Supervision of biologic agent(s) such as CAR-T infusion
(maximum of 1 per infusion) and/or Supervision of bispecific antibody infusion, during initial
dosing phase, where there is a high risk of cytokine release syndrome (maximum of 3 per
initial dosing phase)
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(Revisions underlined)

e Given the intensive monitoring, the Hematology Oncology section is requesting addition of the
first bispecific antibody therapy and CART infusion under the G390 code.

e Subsequent bispecific antibody infusion should be billed under the code G359 because of
severe immunosuppression and other associated side effects.

Committee Comments
e The committee has drafted schedule language addressing this proposal and notes the
constituency’s agreement.

26.5 7403 - Bone marrow aspiration and/or core biopsy (PFAF 23-ONC-3)
26.6 Z403 - Bone marrow aspiration (see Schedule for additional details) (PFAF 25-086)

Constituency Proposal

e The constituency requested a fee value change from $101.25 to $130.00, by 28 per cent.

e During the last allocation process, the Section’s proposal intended for the existing code Z403 to
replace both Z403 ($42.20 bone marrow aspiration) and Z408 (bone marrow biopsy, billed at
$79.20). The decision to combine these two procedures into a single code was prompted by the
common practice of billing only under Z403, even when both aspiration and biopsy procedures
were carried out.

e Historically, some physicians have managed to secure reimbursement for both procedures by
means of manual review requests submitted to the Ministry of Health (MOH, yielding a total
reimbursement of $121). However, with the introduction of the current revised billing code for
bone marrow testing at $101.25, it becomes evident that a code fee reduction has occurred.

e This updated fee will accurately reflect the comprehensive nature of both bone marrow
aspiration and biopsy procedures, taking into account inflation and ensuring fair compensation
for these vital medical services.

e The constituency modified their 2023 proposal and now proposes a fee value change to Z403 -
Bone marrow aspiration from $101.25 to $133.55 (by 31.9%).

Committee Comments
e The committee supports this proposal, subject to fitting.

26.7 Gxxx - Systemic Therapy Planning (PFAF 21-D22)

Constituency Proposal

e The constituency requested the creation of a new systemic therapy planning fee code valued at
$125.00.

e The planning of each subsequent line of chemotherapy is the standard of care for patients
being treated for cancer, where the principles of management include using sequential lines of
different systemic therapies to prolong life and maintain quality of life. Code would be billable
for the initial and each new subsequent line of therapy.

Committee Comments
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e All of the services the section has described are currently bundled with consults and
assessments. The committee does not support unbundling these services.
e The committee does not support this proposal.

26.8 A/Cxxx — Comprehensive hematology consultation (PFAF 25-088)

Constituency Proposal

e The constituency proposed the creation of a comprehensive hematology consultation payable at
$319.80.

e This service is a consultation rendered by a specialist in hematology who provides all the
appropriate elements of a consultation and spends a minimum of seventy-five (75) minutes of
direct contact with the patient exclusive of time spent rendering any other separately billable
intervention to the patient.

e Proposed payment rules:

1. Start and stop times must be recorded in the patient’s permanent medical record or
the amount payable for the service will be adjusted to a lesser paying fee.

2. The service must satisfy all the elements of a consultation.

3. The calculation of the 75-minute minimum time excludes time devoted to any other
service or procedure for which an amount is payable in addition to the consultation.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

26.9 A/Cxxx — Comprehensive medical oncology consultation (PFAF 25-103)

Constituency Proposal

e The constituency proposed the creation of a comprehensive medical oncology consultation
payable at $319.80.

e This service is a consultation rendered by a specialist in medical oncology who provides all the
appropriate elements of a consultation and spends a minimum of seventy-five (75) minutes of
direct contact with the patient exclusive of time spent rendering any other separately billable
intervention to the patient.

e Proposed payment rules:

1. Start and stop times must be recorded in the patient’s permanent medical record or the
amount payable for the service will be adjusted to a lesser paying fee.

2. The service must satisfy all the elements of a consultation.

3. The calculation of the 75-minute minimum time excludes time devoted to any other
service or procedure for which an amount is payable in addition to the consultation.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

26.10 A/Cxxx — Comprehensive care review for transition treatment (PFAF 25-089)

Constituency Proposal
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The constituency proposed the creation of a comprehensive care review for transition
treatment payable at $125.00.
This service is a comprehensive review rendered by a specialist in hematology/oncology who
provides all the appropriate elements of complex medical specific re-assessment in patients
with a malignancy or complex non-hematological blood disorder who require a distinct new
treatment or distinct change in treatment, or transition to palliative care alone, including the
transition to palliative care alone.
Proposed payment rules:

1. Billable for the initial and each new subsequent line of therapy.

2. Cannot be billed with A615 or complex consultation.

3. Maximum of 3 services per year.

4. Billable by a specialist in haematology (61) or medical oncology (44).

Committee Comments

26.11

The committee notes that this work is currently compensated through existing assessment and
management fees.

If existing assessment and management fees are out of relativity with other services, the section
may propose increasing the value of those fee codes.
The committee does not support this proposal.

A/Cxxx — Comprehensive care review for transition treatment (PFAF 25-105)

Constituency Proposal

The constituency proposed the creation of a comprehensive care review for transition
treatment payable at $125.00.
This is a new follow-up code to be billed for follow-ups by oncologists where a new distinct anti-
cancer treatment plant is discussed, or transition of palliative care is discussed.
Proposed payment rule:
1. Maximum of 3 per patient per physician per 12-month period. Any amount in excess of
that will be adjusted to a lesser assessment fee.

Committee Comments

The committee notes that this work is currently compensated through existing assessment and
management fees.

If existing assessment and management fees are out of relativity with other services, the section
may propose increasing the value of those fee codes.

The committee does not support this proposal.

26.12 Preamble — Chemotherapy (PFAF 25-109)

Constituency Proposal

The constituency proposed a revision to the Chemotherapy Preamble (page J58):

Chemotherapy (pharmacologic therapy of malignancy or autoimmune disease) - with
administration supervised by a physician for intravenous infusion for treatment of malignant or
autoimmune disease. The physician must be available to intervene in a timely fashion at the
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initiation and for the duration of the prescribed therapy to manage immediate and delayed
toxicities. The physician may be available in person or remotely.

(revisions underlined)

e The constituency would like to clarify the language to make it abundantly clear that the
physician may supervise and bill remotely or in person.

Committee Comments
e This proposal speaks to the need for a broader reassessment of management and supervision
fees associated with the delivery of chemotherapy.
e The committee will explore a process to achieve that broader reassessment with input from all
stakeholders.

26.13 Geriatric age-based premium (PFAF 25-092, 25-179)

Constituency Proposal
e The constituency proposed the addition of consultation and visit codes rendered by a physician
registered with OHIP specialty medical oncology (44) or haematology (61) to be eligible for the
geriatric age-based premium listed on page GP64.
e This would apply to the following fee codes: A445, A443, A441, A444, A448, A615, A613, A611,
A614, A618.

Committee Comments
e The proposed change has broad implications across the Schedule of Benefits and require
consultation with all affected sections.
e The committee does not support the proposal.

26.14 E078 — Chronic Disease Premium (PFAF 25-090, 25-098, 25-106)

Constituency Proposal
e The constituency proposed the addition of the following diagnostic codes to the EQ78 Chronic
Disease Premium on page GP25/26 when the service is rendered by a physician registered with
OHIP specialty medical oncology (44) or haematology (61).
e Non-malignant haematological diagnosis:
o 283 —Chronic acquired hemolytic anemia
o 285-Anemia NYD
o 288 — Neutropenia
e Malignant hematological diagnosis:
o 202-Lymphoma
o 203 - Multiple myeloma/immunoproliferative neoplasms
o 204 —Lymphoid leukemia
o 205 - Myeloid leukemia
e All diagnostic codes for malignant diseases (examples: colon cancer, prostate cancer, breast
cancer, etc.): 140 to 165, 170 to 175, 179 to 199

Committee Comments
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With the inclusion of these diagnosis codes, most of the patients seen by this constituency

would qualify for this premium.

Therefore, this proposal does not address intrasectional relativity.

The committee does not support this proposal.

26.15 G381 - Chemotherapy - Standard chemotherapy - agents with minor toxicity that require

physician monitoring

26.16 G281 - Chemotherapy - each additional standard chemotherapy agent, other than initial

agent (PFAF 25-197)

Constituency Proposal
The constituency proposed the amalgamation of G381 and G281 into a single fee code on a cost-

neutral basis.

This would be done by revising G381 - Chemotherapy - Standard chemotherapy - agents with

minor toxicity that require physician monitoring, including any additional standard

chemotherapy other than the initial agent.

Committee Comments

The committee supports this proposal.

26.17 Multiple Fee Codes— Fee value changes (PFAF 25-091, 25-204)

Constituency Proposal
The constituency proposed value changes to the following fee codes to better reflect the time

and complexity of the service provided:

Fee . Fee Proposed %
Descriptor Fee

Code Value Increase

Value

A613 | Haematology - Medical specific assessment $85.80 $95.25 11.0%

A614 | Haematology - Medical specific re-assessment $65.85 $73.10 11.0%

AG11 Haematology - Complex medical specific re- $76.20 $84.60 11.0%
assessment

A618 | Haematology - Partial assessment $38.05 $42.25 11.0%

A443 | Medical Oncology - Medical specific assessment $79.85 $88.65 11.0%

A444 Medical Oncology - Medical specific re- $61.25 $68.00 11.0%

assessment
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Ad41

Medical Oncology - Complex medical specific re-
assessment

$70.90

$78.70

11.0%

A448

Medical Oncology - Partial assessment

$38.05

$42.25

11.0%

Committee Comments

26.18 A615 — Haematology (61) — Consultation (PFAF 25-095)

26.19 A445 — Medical Oncology (44) — Consultation (PFAF 25-176)

Constituency Proposal

and complexity of the service provided:

The committee supports these proposals, subject to fitting and relativity.
The committee notes that C and W versions of these codes would also increase.

Fee . Fee Proposed %
Descriptor Fee
Code Value Increase
Value
A615 | Haematology (61) - Consultation $172.00 | $206.50 | 20.1%
A445 | Medical Oncology (44) - Consultation $166.50 | $206.50 | 24.0%

Committee Comments
The committee supports these proposals, subject to fitting and relativity.
The committee notes that C and W versions of these codes would also increase.

26.20G382 - Chemotherapy - Monthly telephone supervision (PFAF 25-097, 25-112)

Constituency Proposal
The constituency proposed a value change to G382 Chemotherapy - Monthly telephone
supervision - Supervision of chemotherapy (pharmacologic therapy of malignancy or

autoimmune disease) by telephone, from $13.95 to $30.00 (by 115.1%).

Committee Comments
The committee supports a value change, subject to fitting and relativity.

26.21 G359 - Chemotherapy - Special single agent or multi-agent therapy

26.22 G345 - Chemotherapy - Complex single agent or multi-agent therapy (PFAF 25-087, 25-
107)

Constituency Proposal

The constituency proposed value changes to the following fee codes to better reflect the time
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e The constituency proposed amalgamating G359 and G345 by revising the fee codes and
changing the fee value, such that Haematology & Medical Oncology would no longer bill G345.

e (G359 - Special single agent or multi-agent therapy — chemotherapy and/or biologic agent(s) with
major toxicity that require frequent monitoring and prolonged administration periods and may
require immediate intervention by the physician, currently paid at $105.15.

e (G345 - Complex single agent or multi-agent therapy — chemotherapy and/or biologic agent(s)
that can cause vesicant damage, infusion reactions, cardiac, neurologic, marrow or renal
toxicities that may require immediate intervention by the physician, paid at $75.00.

e Under this proposal, both G359 and G345 would pay $97.90.

e Revised descriptor for G359:

Complex or special single agent or multi-agent therapy — chemotherapy and/or biologic
agent(s) for a malignant diagnosis that can cause vesicant damage, infusion reactions,
cardiac, neurologic, marrow or renal toxicities, and/or with major toxicity that require
frequent monitoring and prolonged administration periods and may require immediate
intervention by the physician in person or virtually.

e Proposed payment rules:

1. Diagnostic codes restricted to malignant hematology/oncology diagnostic codes.
2. G359 would then be billable only for administration of systemic therapy for malignant
disease.

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

27 Hospital Medicine

27.1 Cxxx - Inpatient transfer of care (PFAF 21-D23)

27.2 Admission Assessment — General Requirements - Payment Rule 3 amendment (PFAF 21-
D24)

27.3 Cxxx - Day of discharge, medically complex patient (PFAF 21-D25)

27.4 Wxx2 - MRP day of discharge, medically complex patient, long term care or chronic care
facility (PFAF 21-D26)

Constituency Proposal
e The constituency requested:

o Anew fee for inpatient transfer of care at $31.35 payable to the Most Responsible
Physician (MRP) who is transferring care of medically complex patient to another
oncoming MRP.

o Amend the Admission Assessment — General Requirements - Payment Rule 3 (GP40),
such that (1) general or specific assessments or reassessment are eligible for payment
per physician per admission when care is transferred from one physician to another
physician, (2) Such assessments related to transfer of care should be limited to once a
week (Monday-Sunday), and (3) E083 or E084 should apply to these codes to reflect
the MRP (Most Responsible Physician) providing the service.

o Create a new medically complex patient - day of discharge fee of $106.85 with the
same service elements as C124, or a fee increase to C124 from $61.15 to $106.85.
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o Create new MRP day of discharge fees for inpatients in chronic care settings, similar to
MRP discharge fees for hospital inpatients; Wxx1 MRP day of discharge (equal to C124
at $61.15) and Wxx2 MRP day of discharge, medically complex patient (equal to Cxx at
$106.85)

Committee Comments
e The committee notes that the constituency submitted updated requests pertaining to 21-D23
and 21-D25, please see the following 2025 proposals for more detail:
o Discharge Medically Complex Patient (PFAF 25-144)
o Inpatient transfer of care (PFAF 25-139)

27.5 Cxxx — Inpatient transfer of care (PFAF 25-139)

Constituency Proposal

e The constituency proposed a new code for inpatient transfer of care at $31.35, eligible for
payment to the MRP provider who is transferring care of medically complex patients to an
oncoming MRP.

e Payment s eligible when there is a minimum of 10 minutes work to provide a safe and effective
handover as per CMPA/CPSO policies. The service code is recognized as an add-on to daily
assessments in the settings of acute care (C122, C123, C002, C007, C009, C132, C137, C139,
C142, or C143) or chronic care (W002, W001).

Committee Comments
e The committee notes that there is a provision within the 2021 Physician Services Agreement to
establish a hospitalist APP.
e This proposal involves a significant change which affects many physician groups aside from
hospitalists and would require consultation with those groups.
e The committee does not support this proposal.

27.6 Cxxx — Discharge Medically Complex Patient (PFAF 25-144)

Constituency Proposal

e The constituency proposed a new code for discharge of complex patients from acute care
facility, day of discharge payable at $95.10.

e Discharging a medically complex patient from acute care or health-care institution with 3 or
more chronic diseases which requires significant time commitment to complete, total of 45
minutes direct and indirect time.

e The physician who provides all the elements of a discharge and spends a minimum of forty-five
(45) minutes in patient care exclusive of time spent rendering any other separately billable
intervention to the patient.

e This fee code is not eligible for payment under any of the following circumstances:

a. The patient was discharged within 48 hours of admission to hospital (calculated from
the actual date of admission to hospital);

b. The admission was for obstetrical delivery unless the mother required admission to
an ICU, with subsequent transfer and discharge from another unit within the hospital
during the hospital stay;
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c. The admission was for newborn care unless the infant was admitted to a NICU, with
subsequent transfer and discharge from another unit within the hospital during the
hospital stay;

d. For discharges directly from a NICU or ICU where NICU or ICU critical care per diem
services were rendered the same day.

Committee Comments

The committee supports the creation of this code and continues to deliberate appropriate
payment rules.
The committee awaits feedback from the constituency to aid in its deliberations.

27.7 Wxxx — Discharge patient from LTC or Complex Continuing Care facility (PFAF 25-146)

Constituency Proposal

The constituency proposed a new code for discharge of patients from LTC or complex continuing
care facility payable at $61.15.
Definition/Required elements of service: Subsequent visit by the MRP — day of discharge is
payable to the physician identified as the MRP for rendering a subsequent visit on the day of
discharge, and, in addition, requires completion of the discharge summary by the physician
within 48 hours of discharge, arranging for follow-up of the patient (as appropriate) and
prescription of discharge medications if any. The discharge summary must include as a minimum
the following information:

a. reason for admission;

b. procedures performed during the hospitalization;

c. discharge diagnosis;

d. medications on discharge; and

e. follow-up required

Committee Comments

The committee supports this proposal, with the addition that schedule language would make it
clear that the patient is being discharged to another facility and provider for ongoing care.

27.8 Kxxx — Interprofessional rounds (PFAF 25-147)

Constituency Proposal

The constituency proposed a new code for inter-professional rounds payable at $31.35 per 10-
minutes.
Definition and Required Elements of Service: Interdisciplinary Care Conference (ICC) is
participation by the physician most responsible for the care of the patient and at least 2 other
participants that include physicians, regulated social workers, and/or regulated health
professionals, conducted for the purpose of discussing and directing the management and
disposition planning of one or more hospital, chronic care, or long-term care patients where the
physician is in attendance either in person
Proposed payment rules:

1. Kxxx is only eligible for payment in circumstances where the ICC is pre-scheduled.
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2. Kxxx is eligible for payment for each patient discussed where the total time of
discussion for all patients meets at least 10 minutes, where the number of patients for
Kxxx is payable is adjusted to correspond to the overall time of discussion.
3. Kxxx are only eligible for payment if the physician is actively participating in the case
conference, and their participation is documented in the record.
4. Kxxx is limited to a maximum of 3 services per patient per day.
5. Kxxx is limited to a maximum of 9 services per physician, per day and 28 units per
physician per week.
6. Any other insured service rendered during an ICC is not eligible for payment.
7. Kxxx is only eligible for payment to the Most Responsible Physician
8. Kxxx is only eligible for payment to physicians from General and Family Practice (00)
or Internal Medicine (13).
9. Kxxx is eligible for payment in conjunction with any hospital assessment or
subsequent visit (e.g.: C002 / C007 / C009 / C132 /C137 /C139/C122 /C123/C124/
C933/C135/C121/C882 /W882 / C982 / W002 / W001 / W132 / W121).

e Proposed medical record requirements:
1. identification of the patient;
2. identification of eligible participants;
3. total time of discussion for all patients discussed; and
4. the outcome or decision of the case conference related to each of the patients
discussed.

Committee Comments
e The committee notes that there is a provision within the 2021 Physician Services Agreement to
establish a hospitalist APP.
e This proposal involves a significant change which affects many physician groups aside from
hospitalists and would require consultation with those groups.
e The committee does not support this proposal.

27.9 Multiple Fee Codes — Fee value changes (PFAF 25-149, 25-142)

Constituency Proposal
e The constituency proposed value changes to the following fee codes to better reflect the time
and complexity of the service provided:

Fee , Fee Proposed | o
Descriptor Fee

Code Value Increase

Value

GP/FP - Non-emergency hospital in-patient

C002 | services - Subsequent visits - Up to five weeks - $34.10 $42.45 24.5%
Per visit
Internal Medicine - Non-emergency hospital in-

C132 | patient services - Subsequent visits - First five $34.10 $42.45 24.5%
weeks - Per visit
GP/FP - Non-emergency hospital in-patient

C007 | services - Subsequent visits - 6th-13th wks. incl. $34.10 $42.45 24.5%
(max. of 3/per patient/wk.)
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Internal Medicine - Non-emergency hospital in-
patient services - Subsequent visits - 6th-13th

137 wks inclusive (max. of 3 per patient/wk.) - Per »34.10 24245 24.5%
visit
GP/FP - Non-emergency hospital in-patient

C009 | services - Subsequent visits - After 13th week $34.10 $42.45 24.5%

(max. of 6/per patient/mth)

Internal Medicine - Non-emergency hospital in-
C139 | patient services - Subsequent visits - After 13th $34.10 $42.45 24.5%
week (max. of 6/patient/mth)

Subsequent visits by the MRP following transfer
C121 | from an Intensive Care Area - Additional visits $34.10 $42.45 24.5%
due to intercurrent illness

All specialties - Subsequent visits by the MRP -

0,
c122 Day following hospital admission assessment 26115 °71.35 16.7%
c123 All speC|aIt.|es -Sub‘sequent visits - MRP - Second $61.15 $71.35 16.7%
day following hospital assessment
c142 First subsequent .v|5|t bY the MRP following $61.15 $71.35 16.7%
transfer from an intensive care area
143 Second subsequent visit by the MRP following $61.15 $71.35 16.7%

transfer from an Intensive Care Area

Committee Comments
e The committee supports a proposed increase to the fee codes listed, subject to fitting and
relativity.

27.10 Multiple Fee Codes — Hospital Inpatient Subsequent Visits (PFAF 25-142)

Constituency Proposal
e The constituency proposed revisions and fee value changes to the Hospital inpatient subsequent
visits (C002/C132, C007/C137, C009/C139 and C121):
o The constituency proposed removing limits from rounding codes when required for non-
alternate level of care (ALC) patients.
o Current limits can remain for ALC patients.
o The constituency proposed raising the fee value from $34.10 to $42.45 (by 24.5%).

e The constituency subsequently proposed two approaches for the PPC to consider as
modifications to their proposal:
1. Remove or revise weekly and monthly limits on C007, C137, C009, C139
2. Alternate proposal: Allow E083/E084 MRP premium with C121
e The constituency notes that providers should not be paid less than the usual subsequent visit
code to provide care during an intercurrent illness.

Committee Comments
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e The committee continues to deliberate and will reach out to the constituency as required.

28 Hyperbaric Medicine

28.1 Axxx - Consultation in Hyperbaric Medicine (PFAF 23-140)

Constituency Proposal

e The constituency requested a new fee code Axxx Consultation in Hyperbaric Medicine, paid at
$188.80.

e Proposed payment rules: As meeting all of the requirements for a consultation as defined in the
Schedule of Benefits (GP16) for an approved indication for hyperbaric medicine as listed in the
Schedule of Benefits (J37).

e This proposal seeks to designate a ubiquitous fee code to be used across all specialties when
performing a consultation in hyperbaric medicine for an approved indication.

Committee Comments
e Consultation codes are reserved for specialties recognized by the Royal College of Physicians
and Surgeons and who have a unique section designation from the Ministry of Health.
e Designating a new specialty falls outside of the PPC’s mandate. OMA staff will help the
constituency to identify where to better direct this proposal.

28.2 Gxx1— Pre-emptive Comorbidity Management - single fee
28.3 Gxx2 - Evolving Comorbidity Management fee - per 15 minutes (PFAF 25-275)

Constituency Proposal
e The constituency proposed new fee codes for the hyperbaric medicine specific management of
certain comorbidities of chronic diseases:

Gxx1 - Pre-emptive Comorbidity Management - single fee paid at $12.51

o In many instances hyperbaric physicians provide pre-emptive management of cases
which could easily evolve into a need for more aggressive resuscitation. The
interventions required include psychological counseling, educational intervention, high
index of suspicion for narcotic dependency, and patient pre-treatment glycemic
management. Intravenous line management as well as catheters and drains is a
common requirement. Those with mobility challenges and morbid obesity require
additional care and monitoring as well as careful transfer on and off of stretchers and in
and out of the chamber, often requiring the use of lifting devices. Bowel & bladder
incontinence must be managed as well. Reversible airways disease status and
management optimization on a daily basis may be needed. Implementing a host of
Eustachian tube function optimization options is the most common pre-emptive care
provided.

o The constituency proposes that this service be applicable only to treatment of patients
with specific diagnoses (250, 381, 401,412, 428, 477, 493, 977) as well as incontinence
of bowel or bladder as well as presence of intravenous lines, catheters, and drains.
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Gxx2 - Evolving Comorbidity Management fee — per 15 minutes of hyperbaric treatment paid at $7.25
e Problems develop requiring urgent management while the patient is undergoing treatment:

o The obligatory vasoconstriction imposed by hyperbaric oxygen therapy may precipitate
angina in a previously stable patient.

o Those with cerebral edema or known seizure disorder may deteriorate over the course
of treatment necessitating monitoring by a physician at intervals requiring treatment
modification.

o Denovo deterioration into congestive failure/pulmonary edema and management may
require changes to hyperbaric treatment and titration of treatment intensity against an
individual’s unique tolerance of increased peripheral vascular resistance. This typically
requires aftercare medications / dialysis modification coordination as well.

e The constituency proposes that this service be applicable only to treatment of patients with
specific diagnoses (300, 412, 428, 998).

Committee Comments
e The committee does not believe the proposed changes address intra-sectional relativity.
e The committee notes that existing consultation, assessment, and counselling fees, as well as
other procedural fees, compensate for much of the work described in this proposal.
e The committee does not support this proposal.

28.4 HBOT — Hyperbaric Oxygen Therapy (PFAF 25-337)

Constituency Proposal
e The constituency proposed an addendum to the HBOT services on the Schedule of Benefits
pages J35 and J36:
e Added description: “HBOT is to be provided in Health Canada approved multi-patient
chambers or single patient mono-chambers.”
e The constituency adding the following note/ indication (page J36):
“HBOT is only eligible for payment for AVN of bone when the following conditions
are met:
Diagnostic imaging confirmation of symptomatic early to mid-stage AVN, e.g. Ficat
stage |, Il, or lll or equivalent. “
Committee Comments
e The committee supports this proposal.

28.5 Multiple Fee Codes — Fee value changes (PFAF 25-348)

Constituency Proposal
e The constituency proposed fee value increases to G804 and G805 of 9.0%.
o G804 - HBOT - Physician in hyperbaric unit but not in chamber(s) with patient(s), per
session per patient - first % hour; from $71.85 to $78.32.
o G805 - HBOT - Physician in hyperbaric unit but not in chamber(s) with patient(s), per
session per patient - after first % hour (per % hour or major part thereof); from $35.90 to
$39.13.

Committee Comments
e The committee does not believe the proposed changes address intra-sectional relativity.
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e The committee does not support the proposal.
29 Infectious Diseases

29.1 Relativity fee value changes to various consult and assessment codes (PFAF 23-252)

Constituency Proposal
e The constituency requested various fee values changes of around 3 per cent, subject to

allocation:
[v)
Fee Code | Descriptor Current | Proposed > %
Value Value Increase | Increase

A/C/W465 | Infectious Diseases - Consultation $181.65 $187.10 $5.45 3.00%

A/CA63 Infectious Disease - Medical specific $94.40 $97.23 $2.83 3.00%
assessment

A/CA64 Infectious Disease - Medical specific $72.45 $74.62 $2.17 3.00%
re-assessment

ALGS Infectious Disease - Partial $45.00 $46.35 $1.35 3.00%
assessment

ajcagy | nfectious Disease - Complex $83.85 | $86.37 | $2.52 | 3.00%
medical specific re-assessment
Infectious Disease - Non-emergency

C462 hospital in-patient services - $34.10 | $35.12 | $1.02 | 3.00%
Subsequent visits - First five weeks -
Per visit
Infectious Disease - Repeat

A/C/W466 . $109.40 $112.68 $3.28 3.00%
consultation

A/C/Waeo | Infectious Disease - Comprehensive | ¢316 45 | ¢31976 | $9.31|  3.00%
infectious disease consultation

Committee Comments
e The committee notes the constituency’s decision to withdraw this proposal when it submitted
PFAF 25-043.

29.2 Gxxx - Supervision of Outpatient Antimicrobial Therapy (PFAF 21-D27)

Constituency Proposal
e The constituency requested a new code for the Supervision of Outpatient Antimicrobial
Therapy at $25.00 per week with the following payment rules:

o Providers would need to be accessible within 24-48 hours for adverse reactions and
access issues and provide follow-up to patients as clinically indicated.

o Providers would also need to be most responsible physician for any biochemical or
other monitoring needed for therapy.

o Clinicians can bill weekly while the patient is actively on therapy.

o This service would be restricted to Infectious Disease specialists given that it is a
specialized service.
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Committee Comments
e Supervision of microbial therapy is not specific to Infectious Disease. Monitoring the condition
of the patient and intervening, until the next insured service is included as an element of the
preceding assessment fee (SOB GP15).
e The committee does not support this proposal.

29.3 Axxx - Management of Fecal Microbiota Transplant (FMT) (PFAF 21-D28)

Constituency Proposal
e The constituency requested a new code for the Management of Fecal Microbiota Transplant
(FMT) at $250.00. To be eligible to bill the fee, the elements of a consultation would need to be
met plus the performance of the fecal microbiota transplantation.

Committee Comments
e The committee acknowledges the constituency’s decision to withdraw this proposal from
consideration for the current allocation.

29.4 A/Cxxx — Complex infectious diseases assessment (PFAF 25-044)

Constituency Proposal

e The constituency proposed a new fee code for complex infectious diseases assessment, paid at
$95.75.

e This service is an assessment for the ongoing management of the following infectious diseases
where the complexity of the condition requires the continuing management by an infectious
diseases specialist (46):

a. active pulmonary or extrapulmonary disease due to mycobacterial tuberculosis
complex (latent tuberculosis infection is excluded); or

b. active pulmonary or extrapulmonary non-tuberculous mycobacterial disease (airway
or tissue colonization without disease is excluded)

c. Deep seeded fungal infection (aspergilloma is excluded) - e.g.: dimorphic fungi,
candida auris infections

d. Patient with an infection with a multi drug resistant organism (such as MDR
pseudomonas, ESBL, AmpC, CPE, MRSA, VRE) who are currently requiring IV antibiotic
(or PO linezolid) outside of hospital supervised by the billing physician. Note it does not
include any patient on IV antibiotics but only those with multi drug resistance.

e The constituency proposed a rule to limit to 6 per patient per 12-month period.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

29.5 Multiple Fee Codes — Fee value changes (PFAF 25-043)

Constituency Proposal
e The constituency proposed value changes of 14.2% to the following fee codes.
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e One exception is A468 with a value change of 40.6% to bring it back into relativity and
compensate for complexity and time.

. Fee Proposed %
Fee Code | Descriptor Fee
Value Increase
Value

A/C465 Infectious Disease (46) - Consultation $181.65 | $207.45 | 14.2%

A/C463 Infectious Disease (46) - Medical specific $94.40 $107.80 14.2%
assessment

A/C461 Infec.tl.ous Disease (46) - Complex medical $83.85 $95.75 14.2%
specific re-assessment

A/C464 Infectious Disease (46) - Medical specific re- $72.45 $82.75 14.2%
assessment

A/C/waeo | nfectious Disease (46) - Comprehensive $310.45 | $354.55 | 14.2%
infectious disease consultation

A468 Infectious Disease (46) - Partial assessment $45.00 $63.25 40.6%

A/C466 Infectious Disease (46) - Repeat consultation | $109.40 | $124.95 | 14.2%

462 Ipfect.lous Disease (46.)'— Subsequent visits - $34.10 $38.95 14.2%
first five weeks, per visit

468 Lri\:iefcctlous Disease (46) - Concurrent care, per $34.10 $38.95 14.2%
Infectious Disease (46) - Subsequent visits -

C467 sixth to thirteenth week inclusive (maximum | $34.10 $38.95 14.2%
3 per patient per week, per visit

A/C/W275 | Infectious Disease (46) - Limited consultation | $105.25 | $120.20 | 14.2%
Infectious Disease (46) - Subsequent visits -

C469 after thirteenth week (maximum 6 per $34.10 $38.95 14.2%
patient per month), per visit
Infectious Disease (46) - Chronic care or

W462 convalescent hospital - first 4 subsequent $34.10 $38.95 14.2%

visits per patient per month, per visit

Committee Comments
e The committee supports increasing the value of these fee codes, subject to fitting and relativity.
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29.6 Major Initiative - Compensation Model for SAP & EAP Forms (Ml 25-02)

Constituency Proposal

e The constituency requested a compensation model for forms which physicians need to fill out for
SAP and EAP.

e The constituency stated that organizing evidence therapeutics which are guideline-based, such as
Fidaxomicin, is a time-consuming process which requires frequent correspondence.

e The constituency proposed that the compensation model should cover phone calls, paperwork or
electronic applications required—including the correspondence for the urgent and often lifesavin
medications they prescribe via EAP and SAP.

Committee Comments
e Deliberations on major initiatives are ongoing. The committee will reach out to the

constituency, as required. Work on long-term projects is expected to continue following the
completion of recommendations for April 1, 2026, implementation.

30 Laboratory Medicine

30.1 Deletion of fee codes (PFAFs 23-066 to 23-075, 23-076 to 23-082, 23-088)

Constituency Proposal
e The constituency proposed the deletion of the following fees:

g

Fee code|Descriptor Fee value
L801 [Anatomic Pathology - Surgical Pathology - Metabolic bone studies $95.30
L833 [Anatomic Pathology - Surgical Pathology - Nerve teasing $140.75
L807 |Cytogenetics - Smear for sex chromatin (Barr Body) or Neutrophil drumsticks $4.95
L811 [Cytogenetics -Y chromosome $6.05
L803 |Cytogenetics - Karyotype $73.95
L832 [Special Procedures and Interpretation - Histology or Cytology - X-ray diffraction $23.70
analysis and interpretation

L831 [Special Procedures and Interpretation - Histology or Cytology - analytical electron $49.35
microscopy, elemental detection or mapping, electron diffraction, per case, add

L847 [Special Procedures and Interpretation - Histology or Cytology - Caffeine - halothane $65.15
contracture test and other confirmatory tests for malignant hyperthermia

L828 |Biochemistry and Immunology - Interpretation of hormone receptors for carcinoma $7.95
to include estrogen and/or progesterone assays

L830 |Haematopathology - Terminal transferase by immunofluorescence $11.85

L838 |Haematopathology - Leukocyte phenotyping by monoclonal antibody technique $19.80

L827 |Biochemistry and Immunology - Interpretation of carcinoembryonic antigen (CEA) $5.30

L849 [Special Procedures and Interpretation - Histology or Cytology - Interpretation and $15.60
handling of decalcified tissue
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Fee code|Descriptor Fee value

L834 |Special Procedures and Interpretation - Histology or Cytology - Histochemistry of $15.60
muscle - 1 to 3 enzymes

L835 [Special Procedures and Interpretation - Histology or Cytology - each additional $15.60
enzyme, add

L825 [Anatomic Pathology - Cytopathology - Compensated polarized light microscopy for $25.20
synovial fluid crystals

L843 [Special Procedures and Interpretation - Histology or Cytology - Special microscopy of $24.05
tissues including polarization, interference phase contrast, dark field,
autofluorescence or other microscopy and interpretation

Committee Comments

The committee supports the proposal to delete or simplify the codes listed.

30.2 Fee code revisions (PFAFs 23-083 to 23-087, 23-089, 23-170)

Constituency Proposal

The constituency proposed revisions to L848, L819, L823, L822, L812, L837, and L844 as follows:

Fee Code Proposed descriptor

L848

Seminal fluid analysis - quantitative kinetic studies;-reluding-velocitytinearityand
lateral-head-amplitude

L819 [Basic seminal fluid analysis for infertility, including count, motility and morphology

L823 [-each subsequent frozen section or direct smear and/forselection-oftissuefor

L822 [Operative consultation, with or without frozen section or direct smear

L812 |Cervical vaginal sample, HPV testing and/or cytology } } }

L844 [Special microscopy including polarization, phase-contrast, differential interference
contrast, dark field, autofluorescence or other microscopy and interpretation effldids

. " ion)
L837 [Immunohistochemistry, direct immunofluorescence, in situ hybridization,

immunobead or other method and interpretation - per marker

Committee Comments

For L812, the committee does not support the proposal to modify the fee as HPV testing is
provided through the Ontario Cancer Screening Program (OCSP).

For L848 and L819, the committee supports the proposed descriptor changes with the addition
of a reference to WHO standards.

For L822 and L823, the committee supports the proposal, in principle.

For L841, the committee acknowledges the section’s request to withdraw this proposal (PFAF
84).

For L837 and L844, the committee supports the descriptor changes, subject to fitting.
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30.3 Fee code Increases (PFAFs 23-090, 23-092, 23-111)

Constituency Proposal
e The constituency proposed the following fee increases:

Fee . Current | Proposed S %
Descriptor

Code value value |Increase| Increase

L800 [Haematopathology - Blood film interpretation $22.70 $24.95 $2.25 9.9%
(Romanowsky stain)

L810 |Anatomic Pathology - Cytopathology - Fluids e.g. $25.00 $27.50 $2.50 10.0%
pleural, ascitic cyst, pericardial, C.S.F., urine and
joint

L846 |Flow cell cytometry and interpretation - per marker $12.60 $13.85 $1.25 9.9%

Committee Comments

e The committee notes the constituency’s decision to withdraw this proposal with the submission
of PFAF 25-017.

30.4 A/C586 - Repeat Consultation (PFAF 23-093, 23-110)

Constituency Proposal
e The constituency proposed fee increases for A/C586 from $71.20 to $108.95 (53%).

Committee Comments
e The committee supports the proposed fee value changes subject to fitting and relativity.

30.5 L812 - Laboratory Medicine - Anatomic Pathology - Cytopathology - Cervical vaginal
specimens including all types of cellular abnormality, assessment of flora, and/or
cytohormonal evaluation (PFAF 25-016)

Constituency Proposal
o The constituency proposed the deletion of L812 - Laboratory Medicine - Anatomic Pathology -

Cytopathology - Cervical vaginal specimens including all types of cellular abnormality,
assessment of flora, and/or cytohormonal evaluation.

e Insubsequent correspondence, the constituency proposed a fee value increase.

Committee Comments
e The committee notes the correspondence with the section there remains clinical indications for
this test outside of cervical screening. Additionally, L812 remains eligible in the context of reflex
cytology for cervical cancer screening.
e No evidence was provided to justify an increase to the fee value.
e The committee does not support the deletion of the fee code nor the proposed value change.

30.6 A/Cxxx — Comprehensive laboratory medicine consultation (PFAF 25-018)

Constituency Proposal
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e The constituency proposed a new fee code for comprehensive laboratory medicine consultation,
paid at $310.45.

e This service is a consultation rendered by a specialist in laboratory medicine who provides all the
appropriate elements of a consultation and spends a minimum of seventy-five (75) minutes of
direct contact with the patient exclusive of time spent rendering any other separately billable
intervention to the patient.

Committee Comments
e The committee supports this proposal subject to fitting and relativity.

30.7 Kxxx —MCC Laboratory Medicine Participant, per patient (PFAF 25-019)

Constituency Proposal

e The constituency proposed a new fee code for MCC Laboratory Medicine Participant, per
patient, paid at $32.45.

e  Multidisciplinary cancer conference (MCC) is a service conducted for the purpose of discussing
and directing the management of one or more cancer patients where the physician is in
attendance either in person, by telephone or videoconference as a participant or chairperson in
accordance with the defined roles and minimum standards established by Ontario Health.

e Payment rules are similar to those for K710, with a few exceptions (e.g.: Kxxx is only eligible for
payment to physicians from Laboratory Medicine (28).

Committee Comments
e The section indicated in correspondence with the PPC that this proposal was to address
hospital-based salary or contracted pathologists. Those physicians are already compensated for
this work through their salaries or contracts.
e The committee does not support the proposal.

30.8 Lxx1 - Single Gene Analysis (PFAF 25-020)
30.9 Lxx2 —Small Gene Panel (PFAF 25-021)
30.10Lxx3 — Large Gene Panel (PFAF 25-022)

Constituency Proposal

e Lxx1 - Reporting molecular pathology for single gene analysis including PCR, NGS, ddPCR, SNP-
array, methylation analysis or other single gene assay, for solid organ or hematolymphoid
neoplasm, interrogation for sequence variants, insertions/deletions, copy number variants,
rearrangements, and other alterations, paid at $102.10.

e Lxx2 - solid organ or hematolymphoid neoplasm or disorder, 2 - 50 genes, NGS, PCR, microarray
or other multi-gene analysis or other genomic analysis, interrogation for sequence variants and
copy number variants or rearrangements, or isoform expression, mRNA expression levels or
other genetic findings, paid at $123.10.

e |xx3 - solid organ or hematolymphoid neoplasm or disorder, >50 genes, WGS, WES, NGS,
microarray, Nanostring, methylation array or other genomic analysis, interrogation for sequence
variants and copy number variants or rearrangements, or isoform expression, mRNA expression
levels or other genetic findings, paid at $321.35.

e These services will only be provided in hospitals and subject to consultation (A585) billing rules.
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Committee Comments

The committee notes that this work is covered either by salary or contract remuneration or is

bundled in existing consult and assessment fees.
The committee does not support this proposal.

30.11 Multiple Fee Codes — Fee value changes (PFAF 25-017)

Constituency Proposal
The constituency proposed value changes to the following fee codes to better reflect the time
and complexity of the service provided.

With the proposed value changes, the Section on Laboratory Medicine will have achieved
internal relativity for consult and visit codes, and for diagnostic and therapeutic procedure

codes, respectively.

Fee Proposed
Descriptor Fee Value Fee % Increase
Code
Value
AS85 Laborator.y medicine - Diagnostic $73.30 $105.60 44.07%
consultation
Laboratory Medicine - Non-
C585 | emergency hospital in-patient $73.30 $105.60 44.07%
services - Diagnostic consultation
Laboratory Medicine -
Lgop | Haematopathology - Blood film 1 o, - $29.20 28.63%
interpretation (Romanowsky
stain)
Laboratory Medicine - Anatomic
Pathology - hol - Flui
Lg1o | Pathology - Cytopathology - Fluids | ¢, $36.35 45.40%
e.g. pleural, ascitic cyst,
pericardial, C.S.F., urine and joint
Laboratory Medicine - Special
1846 Procedures and Interpretation - $12.60 $15.55 93.41%

Flow cell cytometry and
interpretation - Per marker

Committee Comments

31 Long Term Care & Care of the Elderly

The committee supports the proposed fee value increases, subject to fitting and relativity.

31.1 Nursing Home or Home for the Aged Fees (PFAF 23-173 to 23-175)

Constituency Proposal

The constituency requested fee increases to the following codes:
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Proposed %
S Increase

Fee Increase
w010 Monthly management of a Nursing Home| $115.25 $205.80 | $90.55 78.6%
or Home for the Aged Patient - Monthly
management fee (per patient per month)
W003 Nursing home or home for the aged - first|  $34.10 §55.25 | $21.15 62.0%
2 subsequent visits per patient per
month, per visit
WO008 Nursing home or home for the aged - $34.10 $55.25 | $21.15 62.0%
subsequent visits per month (maximum
of 3 per patient per month), per visit

Fee Code Descriptor Current Fee

Committee Comments
e The committee does not support this proposal as it would take these codes out of relativity
with other family practice codes.

e These codes may be increased in a manner that keeps them in relativity to other General and
Family Practice fee codes.

31.2 Wxxx - LTC telephone support (PFAF 23-176)

Constituency Proposal
e The constituency requested a new fee code Wxxx LTC telephone support, paid at $40.05 per
unit of 10 minutes with the following descriptor and payment rules:

Wxxx LTC telephone support initiated by a physician where a physician provides telephone
support to a caregiver(s) for a patient residing in LTC.

Payment rules:
3. A maximum of two (2) units of Wxxx are eligible for payment per patient per day.
4. A maximum of eight (8) Wxxx units are eligible for payment per patient per 12-
month period.
5. Wxxx is only eligible for payment where:
a. thereis a minimum of 10 minutes of patient-related discussion; and
b. the physician is the LTC MRP or acting in the capacity of MRP

Committee Comments
e The committee is of the opinion that this work is part of the management fee or an element of

assessment codes. If those codes are undervalued, then the value of those codes should be
increased.

e The committee does not support this proposal.

31.3 Kxxx — LTC telephone support for Emergent Advance Care Planning / Goals of Care
Discussion (PFAF 25-162)

Constituency Proposal
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e The constituency proposed a new fee code for LTC telephone support for Emergent Advance
Care Planning / Goals of Care Discussion per unit of 10 minutes, paid at $35.05.
e This is a service initiated by an LTC physician where goals of care are discussed by telephone
with a patients POA in a situation of acute decompensation.
e The constituency proposed the following payment rules:
1. A maximum of four (4) units of Kxxx are eligible for payment per patient per day.
2. A maximum of eight (8) Kxxx units are eligible for payment per patient per 12-
month period.
3. Kxxx is only eligible for payment where:
a. thereis a minimum of 10 minutes of patient-related discussion; and
b. the physician is the LTC MRP or acting in the capacity of MRP

Committee Comments
e The committee notes that it is standard of care that advance care planning and goals of care
discussion occur at admission or shortly thereafter. The situation being addressed by this
proposal should therefore be uncommon.
e The committee does not support this proposal.

31.4 K042 - Extended specific neurocognitive assessment (PFAF 23-178)
Constituency Proposal

e The constituency requested a revision to the eligibility requirements for K042 to include
physicians with the COE (Care of the Elderly) designation or has an exemption to access bonus
impact in Care of the Elderly from the MOH; K042 is only eligible for payment to specialists in
Geriatrics (07), Neurology (18) and Psychiatry (19).

Committee Comments
e |n consultation with all relevant sections, the tests required to bill the current code appear to
be provided by physicians who have the specialty designations listed.
e The committee does not support this proposal.

31.5 AQ075 & A775 - Consultations (PFAFs 23-180, 23-181)

Constituency Proposal

e The constituency requested adding the following payment rules to A075 (consultation) and
A775 (comprehensive geriatric consultation):

The physician:
i is a specialist in Geriatrics (07); or
ii. has a certificate of special competence in Geriatrics; or
iii. has an exemption to access bonus impact in Care of the Elderly from the MOH.

e The Section noted that AO75/A775 is only eligible for payment to specialists Geriatrics (07).

Committee Comments
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e The committee does not support this proposal as specialist consultation codes are limited to
physicians with the associated Royal College designation.

31.6 A/C/W771 - Certification of death (PFAF 25-163)

Constituency Proposal
e The constituency proposed fee value changes to A/C/W771 — Certification of death from $20.60
to $40.00 (94.2% increase).

Committee Comments
e The committee supports a value change, subject to fitting and relativity.
e The committee notes that A777 and A772 will need to be increased to maintain relativity.

32 Nephrology

32.1 Exxx - Complex Chronic Kidney Disease Assessment Premium (PFAF 23-063)

Constituency Proposal
e The constituency requested the creation of a new complex chronic kidney disease premium
valued at 50%.
e The premium would be applicable to nephrology assessment codes when providing CKD care.
e The proposed payment rules are as follows:

1. The assessmentis a:
a) medical specific assessment (A163);
b) medical specific re-assessment (A164);
c) complex medical specific re-assessment (A161); or
d) partial assessment (A168);
2. The service is rendered by a physician with a specialty designation in (16) Nephrology;
3. The assessment is not eligible for payment when rendered in an emergency department or
emergency department equivalent or to a hospital inpatient;
4. The purpose of the assessment is advanced CKD care; and
5. The patient has advanced CKD defined as
a) 2 Year Kidney Risk Failure Equation (KFRE2) > 10%
b) eGFR <15mL/min/1.73m2

Committee Comments
e The committee was unable to determine the proposed code’s impact on intra-sectional
relativity.
e Asaresult, the committee does not support this proposal.

32.2 EO060 - Post Renal Transplant Assessment Premium (PFAF 23-064)

Constituency Proposal
e The constituency requested an increase in the post renal transplant assessment premium from
25% to 50%.
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e The Section commented that this change would help improve intra-sectional relativity between
various Nephrology specific premium assessments. The premium would be on par with E078.

Committee Comments

e The committee notes the constituency’s choice to withdraw this proposal, and to replace with
PFAF 25-068.

32.3 Gxxx — Hospital haemodiafiltration (PFAF 25-058)

Constituency Proposal
e The constituency proposed a new weekly team fee code for hospital haemodiafiltration, paid at
$135.15.
e Thisis to help modernize the Schedule, as this service is currently billed as G860 — hospital
haemodialysis, even if it is technically haemofiltration. The fee value and criteria should be
identical to the current dialysis weekly team fees (e.g.: G860, G861).

Committee Comments

e The committee proposes that the descriptors for haemodialysis be modified to include
haemodiafiltration rather than the creation of a new code.

32.4 Gxxx — Nephrological pre-operative management of renal transplantation recipient (PFAF
25-060)

Constituency Proposal
e The constituency proposed a new code for Nephrological pre-operative management of renal
transplantation recipient, paid at $192.10
e This code is to compensate nephrologists for the relevant work done in assessing the subtility of
a particular donor-recipient pair for transplantation. The time and intensity of this service is
identical to the existing G411 fee code.

Committee Comments
e The committee continues to deliberate and will reach out to the constituency as required.

32.5 G324 —Subclavian or external jugular catheter for haemodialysis — insertion (PFAF 25-
055)

Constituency Proposal
e The constituency proposed a revision to the description header for G324 as follows:

Subclavian or externed internal jugular catheter for haemodialysis

(revision underline, deletions-strikethrough)

e This revision would also affect G336 and G312.
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e The constituency noted that the revised description is reflective of normal medical practice.

Committee Comments

e The committee supports deleting the word ‘external’ from the descriptor of G312, G324, and

G366.

32.6 Multiple Consult & Visit Fee Codes — Fee value changes (PFAF 25-054, 25-063)

Constituency Proposal

e The constituency proposed value changes to the following consult & visit fee codes to better
reflect the time and complexity of the service provided.

assessment

Proposed o
Fee Code Descriptor Fee Fee %
Value Increase
Value

Nephrology - Consultation & Visit fees (PFAF 25-054)

A165 Nephrology — Consultation $162.90 | $179.19 10.0%

165 Ne?hrology'— Non—emergen'cy hospital in- $162.90 $179.19 10.0%
patient services - Consultation

A865 Nephrology - Limited consultation $105.25 | $115.78 10.0%

C865 Nephrology - Non-emergency hospitalin- | <) 5 55 | 619578 | 10.0%
patient services - Limited consultation

Al166 Nephrology - Repeat consultation $105.25 | $115.78 10.0%

C166 Nep')hrology.- Non-emergency hospltal in- $105.25 $115.78 10.0%
patient services - Repeat consultation

Al63 Nephrology - Medical specific assessment $80.95 $89.05 10.0%
Nephrology - Non-emergency hospital in-

Cci1e3 patient services - Medical specific $80.95 $89.05 10.0%
assessment

A164 Nephrology - Medical specific re- $62.10 $68.31 10.0%
assessment
Nephrology - Non-emergency hospital in-

C164 patient services - Medical specific re- $62.10 $68.31 10.0%
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Fee

Proposed

%

Fee Code Descriptor Fee
Value Increase
Value

A161 Nephrology - Complex medical specific re- $71.85 $79.04 10.0%
assessment
Nephrology - Non-emergency hospital in-

Clel patient services - Complex medical specific $71.85 $79.04 10.0%
re-assessment

A168 Nephrology - Partial assessment $38.55 $42.41 10.0%
Nephrology - Non-emergency hospital in-

C168 patient services - Concurrent care - Per $34.10 $37.51 10.0%
visit
Medical Specialist (13, 15, 16, 34, 41, 44,

A765 46, 47, 48, 60, 61, 62) - Consultation, $165.50 | $182.05 10.0%
patient 16 years of age and under
Medical Specialist (13, 15, 16, 34, 41, 44,

C765 46, 47, 48, 60, 61, 62) - Consultation, $165.50 | $182.05 10.0%
patient 16 years of age and under

Nephrology - Comprehensive Consults (PFAF 25-063)

A/C/W160 Nephrology - Comprehensive nephrology $310.45 $357.02 15.0%

consultation

Committee Comments
e The committee supports an increase to these fee codes, subject to fitting and relativity.

32.7 Multiple Dialysis Codes — Fee value changes (PFAF 25-056)

Constituency Proposal

o The constituency proposed value changes to the following dialysis codes to better reflect the

time and complexity of the service provided.

acute (for the first 3 services)

_ Fee Proposed %
Fee Code Descriptor Fee
Value Increase
Value
Dialysis - H ialysis - Medical
G325 ialysis - Haemodialysis - Medica $354.20 | $367.48 3.8%
component alone
G323 Dialysis - Haemod!aly5|s - Acute, repeat - $177.10 | $183.74 3.8%
for the first 3 services
Dialysis- Haemaodialysis - Continuous
G083 venovenous haemodialysis - Initial and $380.75 | $395.03 3.8%
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Proposed

[+)
Fee Code Descriptor Fee Fee %
Value Increase
Value
Dialysis- Haemaodialysis - Continuous
G085 venovenous haemofiltration - Initial and $369.65 | $383.51 3.8%
acute (for the first 3 services)
Dialysis- Continuous haemodiafiltration -
Continuous venovenous o
G082 haemodiafiltration - Initial and acute (for 238075 | 5395.03 3.8%
the first 3 services)
G094 D|aIy5|'s— Cont.muous haemod.laf}ltrat.lon - $67.00 $69.51 3.8%
Chronic, continuous haemodiafiltration
Dialysis- Slow continuous ultrafiltration -
Venovenous slow continuous o
G030 ultrafiltration - Initial and acute (for the »317.25 2329.15 3.8%
first 3 services)
G096 D|aIy5|.s— Slow cont!nuous uItraf!Itrat!on - $67.00 $69.51 3.8%
Chronic, slow continuous ultrafiltration
Dialysis - Peritoneal dialysis - Acute (up to
G330 48 hours) includes stylette cannula $237.40 | $246.30 3.8%
insertion (temporary)
Dialysis - Peritoneal dialysis - Repeat acute
1 213.7 221.71 .89
G33 (up to 48 hours) - for the first 3 services »213.70 > 3.8%
G860 D|aly§|s—Chronlc.dlaly./sm weekly team fee - $130.15 $135.03 3.8%
Hospital haemodialysis
G861 Dla|y§IS-Chl.’0nIC dlal}/5|s Yveekly team fee - $130.15 $135.03 3.8%
Hospital peritoneal dialysis
Dialysis - Chronic dialysis weekly team fee -
G862 Hospital self- Care haemodialysis or $130.15 | $135.03 3.8%
satellite haemodialysis
Dialysis - Chronic dialysis weekly team fee -
130.1 135. .89
G863 Independent health facility haemodialysis »130.15 »135.03 3.8%
G864 D|aIy5|s—§hron|c d!alys!s weekly team fee - $130.15 $135.03 3.8%
Home peritoneal dialysis
G865 D|aIy5|s-Chron.|c d|§Iy5|s weekly team fee - $130.15 $135.03 3.8%
Home haemodialysis
Dialysis - Chronic dialysis weekly team fee -
Intermittent haemodialysis - At an
G866 auxiliary treatment centre (per treatment, $70.40 $73.04 3.8%

maximum 2 per patient per 7-day period
referred to above)
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Committee Comments
e The committee supports an increase to these fee codes, subject to fitting and relativity.

32.8 Multiple Per Diem Codes — Fee value changes (PFAF 25-069)

Constituency Proposal
e The constituency proposed value changes to the following Nephrological component of renal
transplantation per diem codes to better reflect the time and complexity of the service

provided.
. Fee Proposed %
Fee Code Descriptor Fee
Value Increase
Value

Nephrological component of renal
G412 Transplantation - 1st day following $311.90 | $358.69 15.0%
Transplantation

Nephrological component of renal
G408 Transplantation - 2nd to 10th day, $155.90 | $179.29 15.0%
inclusive, per diem

Nephrological component of renal
G409 Transplantation - 11th to 21st day, $77.95 $89.64 15.0%
inclusive, per diem

Committee Comments
e The committee supports an increase to these fee codes, subject to fitting and relativity.

32.9 E060 — Post renal transplant assessment premium (PFAF 25-068)

Constituency Proposal
e The constituency proposed a value change to EO60 - Post renal transplant assessment premium
add-on code from 25% to 50%.
e Thisis a targeted increase to further address intra-sectional relativity and bring it on par with
the chronic disease premium E078.

Committee Comments
e The committee supports this proposal, subject to fitting.

32.10 Z457 —Venipuncture - Surgical removal or Repair of implanted central venous catheter
(PFAF 25-073)

Constituency Proposal
e The constituency proposed a value change to Z457 — Venipuncture - Surgical removal or Repair
of implanted central venous catheter from $48.90 to $61.13 (by 25.0%).
e This is to better reflect the time and complexity of the service provided.
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Committee Comments
e The committee supports this proposal, subject to fitting.
e Toimprove clarity, the committee proposes that the word ‘implanted’ be replaced with
‘tunnelled’ in the descriptor.

33 Neurodevelopmental Disorders

33.1 K133 - Periodic health visit for adults with Intellectual and Developmental Disabilities
(IDD) (PFAF 25-249)

Constituency Proposal
e The constituency proposed revision to an existing fee code (K133) (descriptor, payment rules,
with or without fee value change), valued at $160.
e The constituency stated that the criteria for the use of K133 code includes a limit of one use per
patient over a 12-month period, it does not require a special practice designation to bill, the visit
must be 50 minutes in length, and one or more of the following diagnostic codes must be used:

O

O O O O O O O O O O

O

intellectual disability, unspecified 319
mid intellectual disability 317
moderate intellectual disability 318.0
severe intellectual disability 318.1
profound intellectual disability 318.2
down syndrome 758

fragile X syndrome 759

autism spectrum disorder 299
Asperger's syndrome 299

cerebral Palsy 343

fetal alcohol syndrome 760

spinner bifida 741

e The constituency requested that the K133 code is modified to an out of basket code for FHO and
FHT physicians

Committee Comments
e Changing the status of in basket codes is out of scope for the PPC.
e Given the recent introduction of this fee code, the PPC is not considering modifications during
the current fee setting process.
e The committee does not support this proposal.

33.2 Kxxx - Intellectual and Developmental Disability primary care (PFAF 25-318)

Constituency Proposal
e The constituency proposed a new time based K code to provide assessment and counseling
services for adults with intellectual and developmental disabilities in family practice, valued at

$70.10.

e The constituency stated Intellectual and Developmental Disability primary care encompassing
any combination or form of assessment and treatment by a family physician for complex,
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atypical and/or undifferentiated symptom presentations where there is consideration of the
patient's biological and psychosocial functioning.

e The constituency proposed the following payment rules and/or medical record keeping
requirements:

o Kxxxis atime-based service with time calculated based on units. Unit means % hour or
major part therefore- see General Preamble GP7, GP55 for definitions and time keeping
requirements.

o No other consultation, assessment, visit or time based service is eligible for payment
when rendered the same day as Kxxx to the same patient by the same physician.

o Kxxxis only payable when the patient has Intellectual and Developmental Disability
associated with one of the following conditions (listed with ministry diagnostic codes):

= Autism spectrum disorder 299

= intellectual disability or fetal alcohol syndrome 319

= cerebral palsy 343

= spina bifida with or without hydrocephalus, meningocele, meningomyelocele
741

= Chromosomal anomalies such as Down’s syndrome, fragile X syndrome other
Autosomal anomalies 758

Committee Comments
e The committee supports this proposal, subject to fitting and relativity.

34 Neurology

34.1 G874 - Botulinum toxin injection(s) for sialorrhea, (unilateral or bilateral) (PFAF 23-127)

Constituency Proposal
e The constituency requested a change in fee value from $50.00 to $120.00 (140 per cent
increase) and a modification to G874 descriptor as follows:

“Botulinum toxin injection(s) for sialerrhea parasympathetic gland hyperfunction (e.g.,
sialorrhea, epiphora), (unilateral or bilateral)”

(Revisions underlined, deletions strikethrough)
e The section notes that by combining botulinum toxin injections for sialorrhea and epiphora into
a single G874 code (for parasympathetic gland hyperfunction) valued at $120, this would be on

par with the other comparator botulinum toxin injection codes.

Committee Comments
e The committee supports the proposal of changing the description of G874 to:

Botulinum toxin injection(s) for sialorrhea or epiphora, (unilateral or bilateral).

(Revisions underlined, deletions strikethrough)
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e The committee supports the proposed fee value change, subject to fitting and relativity.

34.2 Kxxx - Neurologist to allied health professional outpatient consultation (PFAF 23-144)

Constituency Proposal

e The constituency requested a new fee code be created for neurologist consultation to an allied
health professional in an outpatient setting, valued at $35.00.

e This is the service where the neurologist participates in a consultation with one or more of the
following allied professionals: a. a physiotherapist who is a member of the College of
Physiotherapists of Ontario; b. an occupational therapist who is a member of the College of
Occupational Therapists of Ontario; or c. a social worker who is a member of the Ontario
College of Social Workers and Social Service Workers; or d. a speech-language pathologist who
is a member of the Ontario Audiologists and Speech-Language Pathologists.

Committee Comments
e Communications with a single allied health provider is currently bundled with consults and
assessments. Unbundling the service would have broad implications in the Schedule and is
therefore not supported by th