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ABOUT THE ROYAL AUSTRALIAN AND NEW ZEALAND COLLEGE OF
RADIOLOGISTS
The Royal Australian and New Zealand College of Radiologists (RANZCR) is the peak
body advancing patient care and quality standards in the clinical radiology and
radiation oncology sectors. It represents over 4,000 members in Australia and New
Zealand.
RANZCR’s role is to drive the appropriate, proper and safe use of radiology and
radiation oncology medical services. This includes supporting the training, assessment
and accreditation of trainees; the maintenance of quality and standards in both
specialties; and workforce mapping to ensure we have the specialists available to
support the sectors in the future. The Faculty of Clinical Radiology is the bi-national
body for setting, promoting and continuously improving the standards of training and
practice in diagnostic and interventional radiology for the betterment of the people of
Australia and New Zealand.
Clinical radiology relates to the diagnosis or treatment of a patient through the use of
medical imaging. Diagnostic imaging uses plain x-ray radiology, computerised
tomography (CT), magnetic resonance imaging (MRI), ultrasound and nuclear
medicine imaging techniques to obtain images that are interpreted to aid in the
diagnosis of disease. Interventional radiologists treat as well as diagnose disease using
imaging equipment.

INTRODUCTION
The recommendations provided in this report offer a starting point to further strengthen
the MBS for vascular and interventional radiology and ensure that contemporary
practice and models of care are appropriately funded. As stated in the report, there is a
significant amount of work still to be done in some areas requiring careful consideration
and more comprehensive analysis before reforms can be advanced.
Any future work must be done in close collaboration with key stakeholders to ensure
that changes support best-practice service delivery and high-quality patient care. We
would welcome the opportunity to work closely with government and other stakeholders
in the future to improve the Schedule.
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VASCULAR ULTRASOUND
Recommendation 1:
Improve diagnostic options for duplex examination of aortoiliac and
lower limb vasculature.
RANZCR supports this recommendation. It is considered best practice to examine the
aortoiliac vessels as part of the examination.

RANZCR further recommends that the amended items descriptor be further
amended to read as "inferior VENA CAVA and iliac veins", rather than "inferior
and iliac veins".
Recommendation 2:
Prevent low-value over-servicing of carotid duplex examinations.
RANZCR supports this recommendation.

Recommendation 3:
Prevent low-value over-servicing of renal duplex examinations.
RANZCR does not support this recommendation.
This is a diagnostic imaging procedure. Good governance and appropriate process
would require that this recommendation be referred to the Diagnostic Imaging Clinical
Committee (DICC) for consideration before inclusion in this report. The DICC was
tasked with reviewing all diagnostic items taking into consideration the broad range of
clinical conditions that each test may be used to diagnose and the broad range of
referrers who may refer for a particular test.
The Report notes an unexplained high use of this item by O&G providers in NSW. This
specific issue should be address via education in collaboration with the Royal
Australian and New Zealand College of Obstetricians and Gynaecologists
(RANZCOG).
Hypertension is a common and significant contributing factor to cardiovascular
morbidity and mortality. Given the high incidence of cardiovascular disease in the
Australian population, potential unintended consequences must be taken into
consideration when planning to limit access to investigations. Renal Doppler ultrasound
to investigate treatment refractory and atypical cases of hypertension, is a radiation
and contrast material free investigation, that is also relatively inexpensive, especially
when contrasted with the burden of cardiovascular disease on the community. By
removing general practitioner access to renal Doppler studies, it increases the
likelihood of test substitution with renal arterial CT studies, thereby increasing the
community's radiation burden and contrast exposure risk. The cost of CT is also
significantly higher than ultrasound. In addition, specialist referral for this test will add
further burden to the Medicare budget. The requirement for a specialist referral would
also disadvantage rural patients who already have limited access to medical
specialists.
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Recommendation 4:
Reduce the use of ankle brachial index (ABI) for screening and improve
access for podiatrists and nurse practitioners.
RANZCR supports this recommendation.
Recommendation 5:
Remove low-value continuous wave (CW) Doppler investigation of
venous insufficiency and obstruction.
RANZCR supports this recommendation.

DIGITAL SUBTRACTION ANGIOGRAPHY
The utilisation of angiography has shifted significantly since the introduction of
angiography items to the schedule. Historically used more for diagnostic purposes,
angiography is now also used to determine whether a treatment is appropriate or as a
component of interventional procedures. Not only is angiography integral to these
procedures, but it can often be as difficult, time-consuming and complex as the
procedure itself. This is particularly true for neurointervention. Costs associated with
operating an imaging suite and providing angiography-based diagnoses and treatments
has also increased, and subsequently impact the availability of services in some
settings.
An increasing proportion of angiography services are being provided by non-radiology
specialists in theatres. The shift away from providing angiography services in radiologybased practises is associated with increased hospital costs and greater out-of-pocket
gaps for patients. Private theatre fees and remuneration for some equipment are not
available for diagnostic angiography services without claiming an accompanying
surgical item number, making the provision of these services economically unviable for
radiologists who independently own and operate radiology practises and angiography
suites. This is in contrast to most surgical providers who utilise hospital-based
angiography suites and do not bear similar overhead costs when performing
angiography services. This funding anomaly has created a disparity in costs and
reimbursements claimed for the same procedures performed by different specialists,
and impacts patient access to services. An unintended consequence may be a greater
shift towards performing angiographic procedures in higher cost settings. Performing
procedures in theatre typically involves patients receiving anaesthetic support, with
higher costs to Medicare and out-of-pocket gaps. Yet many of the same procedures
can be delivered safely in non-theatre settings by interventional radiologists.

Recommendation 6 - 11
The angiography schedule within the MBS is outdated and should be updated and
modernised to reflect current clinical practice as a priority. In principle, RANZCR
supports the intention behind recommendations 6 - 11 to create a structure that better
reflects current clinical practice, including the complexity and cost of providing imageguided services. However, the structure and wording of the recommendations are not
clear and has been interpreted by RANZCR members in a variety of ways.
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RANZCR members are particularly concerned about the future financial viability of
providing angiography services to patients based on the recommendation in this
section. Without clear detail on the structure and practical implications of the proposed
reform, the future viability of providing theses service is unknown. At this stage
RANZCR is unable to confirm our support or otherwise, for these recommendations.
We would welcome the opportunity to work closely with government and other
stakeholders to investigate reform of digital subtraction angiography in more detail in
the future.

Recommendation 6:
Remove low-value run-based tiering and anatomical classifications of
digital subtraction angiography (DSA).
RANZCR supports this recommendation in principle. We recognise that the current runbased tiering system is outdated and in need of reform. However, a substantial amount
of work is required to scope out the best way to revise the funding model for
angiography that will support patient access to safe high-quality care into the future.
Broad stakeholder consultation will be a key feature of any proposal for change. This
activity should be prioritised post MBS Review Taskforce.
Revisions to this part of the schedule must reflect the true complexity and cost of
delivering IR and INR procedures. A reduction in the remunerations for the
angiographic component of IR and INR procedures would make the provision of
interventional radiology services to patients unviable, particularly in the private setting.
If a proposal for change is developed it is imperative that the recommended changes
are carefully modelled and piloted to ensure that they provide appropriate levels of
funding as intended.
As stated above RANZCR would welcome the opportunity to collaborate on review of
these items in the future.

Recommendation 7:
Link procedural items with new angiographic items and bundle item
numbers for selective catheterisation of vessels into new angiographic
items.
Please see response to Recommendation 6.

Recommendation 8:
Retain angiographic components as tiered items within the Diagnostic
Imaging Schedule Table (DIST).
Please see response to Recommendation 6.

Recommendation 9:
Replace references to “digital subtraction angiography” with
“angiography and fluoroscopy”.
RANZCR supports this recommendation.
Clinicians should be free to utilise whichever imaging modality is the most-efficient and
most effective, with the lowest radiation dose, in order to successfully complete the
procedure.
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Our support is contingent on clarification of any changes to the structure of
angiography and fluoroscopy funding.

Recommendation 10:
Create a separate diagnostic catheter angiogram item.
Greater detail on the item descriptor, Medicare rules and fee are required before
RANZCR can provide meaningful feedback on this recommendation. Future viability of
patient access to these services in an important consideration and could be
compromised by the recommendation as it stands.
We note that the report specifically recognises the importance of diagnostic
angiography for interventional neuroradiology; these procedures are completed
typically requiring >10 DSA runs, which would place them at the upper level of current
remuneration.
Appendix A of the VCC report states that the MBS diagnostic angiography descriptor
will require documentation of discussion with referrers. Communication between
clinicians is a standard part of patient care. Mandating a record of the conversation as
a condition of Medicare billing should not be required.

Recommendation 11:
Support minimally invasive diagnostic alternatives to DSA.
RANZCR support this recommendation.
Australia has fallen behind many developed countries and continues to extensively use
CTA, with the associated radiation for the evaluation of peripheral vascular disease
because of a lack of remuneration for MRA.
However, as noted in the report there is still an important role catheter-based
angiography for below-knee investigations and access to this item should remain. To
ensure appropriate use referrer education should be developed when this item is
included in the Medicare schedule

VASCULAR SURGERY
Recommendation 12:
Add new endovascular aneurysm repair (EVAR) items to the MBS.
RANZCR supports this recommendation. Creating new items will allow for the MBS
keep pace with current clinical practice and ensure that patients have access to the
most appropriate treatment for their clinical condition.

Recommendation 13:
Retain current advice for embolic protection devices (EPDs) in
transluminal stenting and balloon angioplasty.
RANZCR has no comment on this recommendation.

Recommendation 14:
Items 34818–34833: Delete items.
RANZCR supports this recommendation.
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Recommendation 15:
Items 33815, 33824 and 33833: Restrict co-claiming for vascular wound
repair where this is considered part of the procedure.
RANZCR supports this recommendation.
In addition, we suggest that the Vascular Services Clinical Committee gives
consideration as to whether a recommendation for a new item for arteriotomy closure
devices might be appropriate.

VARICOSE VEINS
Recommendation 16:
Items 32500–32526: Require a referral from a GP for all varicose vein
services.
RANZCR supports this recommendation in part.
We strongly support arm-length referral for all Medicare services to support appropriate
diagnostic and therapeutic services being provided to patients and therefore support
the requirement for a referral from a GP or other referrer who is not associated with the
provider of the service, for all varicose vein services.
In addition, we support appropriate qualifications for providers of ultrasound services
and recommend that minimum qualifications be defined as Fellow of the Royal
Australian and New Zealand College of Radiologists or a Diploma of Diagnostic
Ultrasound (DDU) or equivalent 1. RANZCR recognises Fellow of the Royal
Australasian College of Surgeons (Vascular Surgery) as an equivalent to the DDU for
vascular surgeons practicing within their speciality.
However, Medicare Benefit Schedule is not designed as a regulator of training and it
should not go into specific detail about the training requirements for individual items.
Guidance on appropriate training should be deferred to the relevant medical colleges to
provide to their members. Therefore, RANZCR does not support the inclusion of the
following in the explanatory notes:
It is required that medical practitioner performing cyanoacrylate adhesive,
endovenous laser therapy (ELT) or radiofrequency ablation (RFA) has
successfully completed a substantial course of study and training in duplex
ultrasound and the management of venous disease, which has been endorsed
by their relevant professional organisation and has received a valid referral for
management of venous disease from a medical practitioner

Recommendation 17:
Item 32500: Reduce cosmetic and low-value use of sclerotherapy.
RANZCR supports this recommendation.

1

RANZCR. Provision of Medical Ultrasound Service, Version 1. 2013
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Recommendation 18:
Guided foam sclerotherapy for the treatment of truncal reflux
RANZCR supports this recommendation.

Recommendation 19:
Items 32520 and 32522: Include the accessory vein in the ELT item
descriptors.
RANZCR supports this recommendation.

Recommendation 20:
Items 32523 and 32526: Include the accessory vein in the RFA therapy
item descriptors.
RANZCR supports this recommendation.

Recommendation 21:
Item 32507: Change the item descriptor to reflect contemporary
practice, remove out-of-hospital benefits and exclude co-claiming with
any venography items.
RANZCR supports this recommendation with comment.
A fundamental patient right is to have the opportunity to be informed of and discuss all
treatment options before making a decision on the preferred treatment for the clinical
condition. Patients should be provided with information on minimally invasive
treatment options such as: endovascular laser treatment, sclerotherapy or
cyanoacrylate prior to deciding on a surgical option. Medicare should provide guidance
for both patients and clinicians to facilitate this communication.

Recommendation 22:
Items 32508–32517
RANZCR supports this recommendation with comment.
A fundamental patient right is to have the opportunity to be informed of and discuss all
treatment options before making a decision on the preferred treatment for the clinical
condition. Patients should be provided with information on minimally invasive
treatment options such as: endovascular laser treatment, sclerotherapy or
cyanoacrylate prior to deciding on a surgical option as per NICE and other international
guidelines for management of varicose veins. Medicare should provide guidance for
both patients and clinicians to facilitate this communication.

OTHER RECOMMENDATIONS
Recommendation 23:
Item 35321: Split the item into anatomically relevant items.
RANZCR does not support this recommendation, with comment.
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RANZCR supports the interim recommendation to add the words ‘vascular
malformation’ to the item descriptor.
RANZCR further recommends removing the term ‘to arrest haemorrhage’ which is too
restrictive. There are many non-haemorrhage clinical circumstances where this item
should be used, such as pre-operative embolisation of renal tumours, renal cell
carcinoma bony metastases, embolisation of gastrointestinal escape vessels during
SIRT-sphere work-ups, occlusion of false aneurysms to prevent rupture, testicular vein
embolisation for male varicocele, ovarian vein embolisation for female pelvic
congestion syndrome.

Uterine Embolisation
Recommendation 24:
Item 35410: Allow non-gynaecologist-referred uterine embolisation.
RANZCR does support this recommendation, with comment.
No mechanism exists in Medicare to facilitate or remunerate a review of one specialist
by another specialists, this is impractical. RANZCR does not support the inclusion of
the words “who has been reviewed by a gynaecologist” in this item.
We believe that the current restriction that the service can only be referred by a
gynaecologist is inappropriate and should be removed. It is appropriate that a general
practitioner be able to refer a patient to an interventional radiologist for a consultation
on the treatment option of uterine artery catheterisation.
We suggest amending the wording of the items descriptor from “for the treatment of
symptomatic fibroids” to “for the treatment of uterine pathology”. There are many other
indications for uterine artery embolisation such as postpartum haemorrhage, post
myomectomy haemorrhage, uterine AVMs and adenomyosis.
A recent clinical audit on the efficacy and safety of uterine artery embolisation for
symptomatic adenomyosis had favourable results for the procedure as a uterinesparing treatment option for women with unsuccessful conservative management for
adenomyosis-related heavy menstrual bleeding (HMB) and dysmenorrhoea 2.
A fundamental patient right is to have the opportunity to be informed of and discuss all
treatment options before making a decision on the preferred treatment for their clinical
condition.
Similarities can be drawn from the circumstance regarding informed choice for prostate
cancer patients. In the position paper Informed Decision Making in the Management of
Localised Prostate Cancer - A Patient-Focused Perspective RANZCR advocates that
patients should be given balanced, evidence-based information about all available

2

Liang E, Brown B, Rachinsky M. A clinical audit on the efficacy and safety of uterine
artery embolisation for symptomatic adenomyosis: Results in 117 women. Australian
and New Zealand Journal of Obstetrics and Gynaecology. Volume 58 Issue 4 pg454459. August 2018
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treatment options as part of shared patient-centred decision making before any
treatment is undertaken.
A note should be included in the MBS for the equivalent surgery items to uterine artery
catheterisation stating that patients should be actively supported in consulting with an
interventional radiologist about non-surgical options before making a decision on
treatment.

Transluminal Balloon Angioplasty
Recommendation 25:
Item 35303: Change the anatomical descriptor to include iliac arteries
for consistency across the MBS.
RANZCR supports this recommendation.

Aortic Bypass
Recommendation 26:
Item 32711: Change the anatomical descriptor of femoral arteries for
consistency across the MBS.
RANZCR has no comment on this recommendation.

Femoral Artery Bypass
Recommendation 27:
Item 32748: Change the anatomical descriptor of anastomosis location.
RANZCR has no comment on this recommendation.

Abdominal Venous Thrombectomy
Recommendation 28:
Item 33810: Change the item descriptor to specify “by endovenous
technique”, rather than “by catheter”.
RANZCR supports this recommendation.

Aorto-Duodenal Fistula Repair by Covered Stent
Recommendation 29:
Item 34160: Change the item descriptor to clarify that repair of aortoduodenal fistula can be by suture or insertion of a covered stent to
reline the aorta.
RANZCR supports this recommendation.

Aorto-Duodenal Fistula Repair by Endovascular Technique
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Recommendation 30:
Item 34163: Change the item descriptor to clarify that repair of aortoduodenal fistula can be performed by endovascular technique.
RANZCR supports this recommendation.

Intra-Abdominal Vessel Cannulation
Recommendation 31:
Item 34521: Delete item.
RANZCR supports this recommendation.

Central Vein Catheterisation
Recommendation 32:
Items 34527, 34528, 34529, 34530, 34534, 34538, 34539 and 34540:
Ensure that central vein catheterisation (CVC) is performed with
appropriate imaging.
RANZCR supports this recommendation.

Intracranial Aneurysm
Recommendation 33:
Item 35412: Change the item descriptor to allow for current and future
endovascular techniques in the treatment for intracranial aneurysms.
RANZCR supports this recommendation.

MSAC REFERRAL RECOMMENDATIONS
Recommendation 34:
Refer transarterial chemoembolisation (TACE) to the MSAC.
RANZCR supports this recommendation.

Recommendation 35:
Refer prostate artery embolisation to the MSAC.
RANZCR supports this recommendation.

Recommendation 36:
Refer endovenous sampling to the MSAC.
RANZCR supports this recommendation, however considers it lower priority than the
other items listed in this section.
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Recommendation 37:
Refer percutaneous ablation of primary and metastatic tumours to the
MSAC.
RANZCR supports this recommendation.

Recommendation 38:
Refer transjugular liver biopsy by endovascular approach to the MSAC.

RANZCR supports this recommendation however, considers it lower priority to the
other items listed in this section

REFERRED AND OUT-OF-SCOPE RECOMMENDATIONS
Recommendation 39:
Change the name of Subgroup 3 from “Vascular” to “Vascular and
Interventional Radiology”.
RANZCR supports this recommendation.

Recommendation 40:
No change to femoral, saphenous, sural, popliteal and posterior nerve
blocks.
RANZCR supports this recommendation

Recommendation 41:
Item 18282: Introduce co-claiming restrictions with an open operation
on the neck.
RANZCR has no comment on this recommendation.

OTHER COMMENTS
RANZCR understand that the Principle and Rules Committee (PRC) is reviewing the
multiple services rules and self-referral or self-determination rules. These rules are in
need of reform and we look forward to reviewing to the recommendations of the PRC.
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