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DURING the past decade, interven-
tional radiology (IR) has been trans-
formed from a referral-based to a clin-
ically based subspecialty. This has
resulted in a fundamentally different
type of workload for the practicing in-
terventional radiologist. During this
same time period, the scope of proce-
dures provided by interventional radi-
ologists continued to expand. A result
of this decade of robust growth is a
shortage of properly trained and qual-
ified professionals. We now face a di-
lemma in not only how to keep up
with procedural demand, but also
how to provide clinical care for pa-

tients before and after procedures. It is
clear that the recruitment of additional
clinical support staff into the “IR
team” is needed (1–3).

Today, modern IR divisions resem-
ble surgical subspecialties, providing
the full spectrum of clinical care. Pa-
tients are seen in ambulatory clinics
before and after procedures and on
admitting and consultation services
while in the hospital. Although the
care we provide to patients is similar
to that in other clinical services, the
personnel we utilize to provide this
care is not (4,5).

The most frequently used physician
extenders are physician assistants
(PAs), nurse practitioners (NPs), radi-
ology practitioner assistants (RPAs),
and radiologist assistants (RAs). Each
has different training, background,
qualifications, and scope of practice,
and not all can bill for their services
(Appendix). To make matters even
more complex, these differences are
state-, provider-, and hospital-specific.
It is therefore critical to understand
these differences before deciding to
hire a physician extender (6–10). This
position statement will delineate the
potential roles of PAs in an IR practice.

REGULATIONS

PAs must graduate from a nation-
ally accredited PA educational pro-
gram, pass the national certification
examination administered by the Na-
tional Commission on Certification of
PAs, and obtain a state license to prac-

tice. Federally employed PAs must
meet the first two criteria, but need not
be licensed. PAs are eligible to obtain
their own Drug Enforcement Admin-
istration number for prescription writ-
ing (11,12) and their own National
Provider Identification number (as de-
scribed later in the billing options for
PAs). PAs on the medical staffs of hos-
pitals are subject to similar credential-
ing requirements as physicians. Their
responsibilities must conform to insti-
tutional policy and state regulations.
State and hospital requirements vary
in terms of prescriptive authority, use
of ionizing radiation, level of physi-
cian supervision, and credentialing.
More information regarding state laws
governing PAs is available on the
American Academy of Physician As-
sistants Web site (13).

BILLING/CODING

Employers of PAs are eligible for
reimbursement from Medicare for
physician services provided by PAs
working with the supervision of a
physician. Fees generated by PAs may
partly offset or completely cover the
cost of their employment (5,14,15).
PAs should obtain their own National
Provider Identification number for
Medicare billing.

Under Medicare, PA services are
reimbursed at 85%–100% of the physi-
cian fee. “Incident to” billing allows
physicians to bill at 100% in the out-
patient office or clinic setting provided
certain physician involvement and in-

From the Department of Radiology (S.M.R.), Lu-
theran General Hospital, Park Ridge, Illinois; Divi-
sion of Angiography and Interventional Radiology
(D.A.R., R.A.B.), Brigham and Women’s Hospital,
Boston; Department of Radiology (J.F.C.), Baystate
Health System, Springfield, Massachusetts; Division
of Vascular and Interventional Radiology, Depart-
ment of Medical Imaging (D.K.R.), University of
Western Ontario, London, and Peterborough Re-
gional Health Centre, Peterborough, Ontario, Can-
ada (S.F.M.); Department of Radiology (J.E.S.), St.
Luke’s–Roosevelt Hospital Center, New York,
New York; and Department of Radiology, Divi-
sion of Interventional Radiology (C.M.T.), Univer-
sity of Pennsylvania Medical Center, Philadelphia,
Pennsylvania. Received August 7, 2008; final revi-
sion received August 29, 2008; accepted Septem-
ber 4, 2008. Address correspondence to S.M.R., De-
partment of Radiology, Lutheran General Hospital,
1775 Dempster St., Park Ridge, IL 60068; E-mail:
stefanier@comcast.net

None of the authors have identified a conflict of
interest.

© SIR, 2008

DOI: 10.1016/j.jvir.2008.09.004

Standards of Practice

1685

mailto:stefanier@comcast.net


creased supervision criteria are met.
“Incident to” billing is not applicable
in the inpatient setting.

Billing for inpatient services differs
from billing for services in an outpa-
tient office or clinic. In hospitals, if the
supervising physician and the PA
treat a patient on the same day, ser-
vices can be billed at 100% of the
Medicare fee schedule if Medicare’s
shared billing requirements are met,
whereas it is 85% if the service is per-
formed by the PA with no direct phy-
sician involvement. Private insurers
generally cover services provided by
PAs. Those services are billed under
the physician’s name or the PA’s name
depending on the particular payer’s
policy (16,17).

More regulatory information on re-
imbursement of PA, NP, and RPA ser-
vices can be found on the Web sites of
the American Academy of PAs (www.
aapa.org/gandp/3rdparty.html), American
Academy of NPs (www.aanp.org), and
Certification Board for RPAs (www.
cbrpa.org/pdf/CBRPA_medicare_guide.
pdf), respectively.

As of October 25, 2002, the Centers
for Medicare and Medicaid Services
issued new rules providing PAs and
their physicians increased latitude in
hospital and office billing for Evalua-
tion and Management services. The
new requirement (Medicare Transmit-
tal 1776) will allow PAs and physicians
who work for the same employer/en-

tity to share visits made to patients the
same day with the combined work of
both billed under the physician at
100% of the fee schedule. That is, if the
PA provides the majority of the ser-
vice for the patient and the physician
provides any face-to-face portion of
the Evaluation and Management en-
counter, the entire service may be
billed under the physician. This new
rule does not extend to procedures or
consultations. If the physician does
not provide some face-to-face por-
tion of the Evaluation and Manage-
ment encounter, the service is appro-
priately billed at the full fee schedule
amount under the PA’s National
Provider Identification number with
reimbursement paid at the 85% rate
(18) (Table 1).

MEDICAID COVERAGE

Presently, all 50 states cover medi-
cal services provided by PAs under
their Medicaid fee-for-service or man-
aged care programs. The rate of reim-
bursement, which is paid to the PA’s
employer, is the same or slightly lower
than that paid to physicians (19).

SCOPE OF PRACTICE

As previously discussed, the scope
of practice for a PA will vary from
state to state. Most states leave the de-
termination of specific procedures

deemed within the PA’s scope of prac-
tice to the supervising physician and
the credentialing committees of indi-
vidual hospitals. States define the
broad, overall practice of PAs and may
regulate some specific areas, such as
PA use of ionizing radiation, narcotic
schedules allowed within a PA’s pre-
scriptive authority, and the responsi-
bilities of the supervising physician.
(The AAPA Web site [13] describes
each state’s requirements.)

In addition to the broad scope of
practice for PAs defined by state law
and regulations (or federal agency
guidelines for federal employees), the
scope of practice for an individual PA
also is determined by delegation from
the supervising physician and by the
hospital privileging process. Hospital
credentialing of PAs is similar to that
of physicians. PAs must apply for
privileges and submit to the same
types of background checks as physi-
cians. As a rule, hospitals will grant
PAs only privileges that the supervis-
ing physician also holds. Some hospi-
tals grant PA privileges based on the
request of the supervising physician,
who is responsible for the PA’s perfor-
mance. Others require documentation
of competency via physician supervi-
sion of a specified number of each pro-
cedure before the PA is allowed to per-
form them without the physician
present.

Before hiring a PA into a practice, it

Table 1
Medicare Policy Chart for Physician

Setting
Supervision
Requirement Reimbursement Rate Services

Office/clinic when
physician is not on
site

State law 85% of physician’s fee schedule All services PA is legally authorized
toprovide that would have been
covered if provided personally by
a physician

Office/clinic when
physician is on site

Physician must be in
the suite of offices

100% of physician’s fee schedule* Same as above

Home visit/ house State law 85% of physician’s fee schedule Same as above
Skilled nursing facility/

nursing facility
State law 85% of physician’s fee schedule Same as above

Hospital State law 85% of physician’s fee schedule Same as above
First assisting at

surgery in all settings
State law 85% of physician’s first assist fee

schedule†
Same as above

Federally certified rural
health clinics

State law Cost-based reimbursement Same as above

HMO State law Reimbursement is on capitation basis All services contracted for as part of
an HMO contract

* Using carrier guidelines for “incident to” services.
† For example, 85% � 16% � 13.6% of surgeon’s fee.

1686 • Position Statement on the Role of Physician Assistants in IR December 2008 JVIR

http://www.aapa.org/gandp/3rdparty.html
http://www.aapa.org/gandp/3rdparty.html
http://www.aanp.org
http://www.cbrpa.org/pdf/CBRPA_medicare_guide.pdf
http://www.cbrpa.org/pdf/CBRPA_medicare_guide.pdf
http://www.cbrpa.org/pdf/CBRPA_medicare_guide.pdf


Download English Version:

https://daneshyari.com/en/article/4239846

Download Persian Version:

https://daneshyari.com/article/4239846

Daneshyari.com

https://daneshyari.com/en/article/4239846
https://daneshyari.com/article/4239846
https://daneshyari.com

