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FREE GUIDE - FOR PRACTICES THAT ALREADY EMPLOY PAS

Getting the Most From Your Ortho PAs

Billing, first assist, deployment and retention for California orthopaedic
practices. Current as of September 22, 2026.

Disclaimer: This guide is educational and is not legal or billing advice. Verify
anything you act on with your healthcare counsel and certified coders.

Most ortho practices that employ PAs could get more from them without anyone working
harder. The gains usually come from billing each service the right way, putting the PA in the
OR on cases Medicare actually pays for, building clinic templates around what patients want
from each clinician, and keeping good PAs long enough to recover the cost of training them.
This guide covers each of those, and ends with a one-page self-audit. Every number and rule
is footnoted to a primary source listed at the end.

1. Medicare billing for PA services

The basics

* 85% of the fee schedule. Medicare pays PA services at 80% of the lesser of the actual
1
charge or 85% of what a physician would be paid under the Physician Fee Schedule. In
practice, the allowed amount is 85% of the physician rate, and the usual coinsurance split
applies.

 Bill at full charge. PA claims go out at the full physician charge. The PA's NPI tells the
Medicare contractor to pay at 85%. 2

o Direct payment since 2022. Since January 1, 2022, Medicare may pay PAs directly.
Assignment for PA services is mandatory. °

FirstAssistPA - firstassistpa.com/guides/getting-the-most-from-your-ortho-pas 1/14



Medicare defers to state law. PA services are covered when performed under the general
supervision of an MD or DO and in accordance with state IaW.3 Medicare's own examples
of covered PA services include physical exams, minor surgery, setting casts for simple
fractures and interpreting x-rays. °

Co-signing doesn't change the billing provider. A physician reviewing or co-signing a PA's
chart, or discussing the patient with the PA, does not allow the PA's service to be billed
under the physician's name. ?

Incident-to: 100%, with strict conditions

Incident-to billing lets a PA's service be billed under the physician's NPI at the full physician
rate. The requirements:

O The physician furnished a direct, personal, professional service to initiate the course of
. . . 4
treatment, and the PA's service is an incidental part of it.

O The physician personally furnished a professional service, established the diagnosis and
initiated treatment.

(] The service is in the office setting, Place of Service 11 or 50. ’
5
D The service is furnished under the physician's direct supervision.

D The PA is a direct financial expense to the billing physician (W-2, leased employee or
2
independent contractor) or has the same employer tax ID.

The discrepancy between the manual and the regulation. The Medicare Benefit Policy
Manual's incident-to section still describes the physician as "physically present in the same
office suite." ‘ The current regulation says direct supervision may include virtual presence
through real-time audio and video (not audio-only), except for services with a 010 or 090
global surgery indicator.6 The manual section dates from 2003; the regulation is current.
Procedures with a 010 or 090 global are excluded from the virtual option. Ask your coder or
Medicare contractor how they read this for your service mix before relying on virtual
supervision.

How common ortho visits usually sort out:

Situation Incident-to? Bill as

New patient seen by the PA No. The physician must establish the PA's NPI, 85%
diagnosis and start treatment. 2

Established patient, new problem, seen No, for the same reason PA's NPI, 85%
by the PA
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Situation Incident-to? Bill as

Established patient, follow-up on the Yes, if every requirement above is met Physician's NPI,
physician's plan, in the office, physician 100%
supervising in person

Same, physician supervising by real- Regulation allows it for services without Confirm with your
time audio-video a 010/090 indicatog; Enanual still says coder
physically present

Hospital or facility visit No. Incident-to is office only (POS 11 or PA's NPI, or
2 . P
50) split/shared if it
qualifies

Split/shared visits (facility only)

A split or shared visit is an E/M visit performed in the facility setting by a physician and a PA
. 7 . . . e . . 7
in the same group. Office visits and nursing facility visits can't be billed as split/shared.

Since January 1, 2024, CMS defines the "substantive portion" of a split/shared visit as more
than half the total time, or a substantive part of the medical decision making. ’ Modifier FS
must be on the claim.7 AAPA also lists a requirement that the physician sign and date the
medical record.2

Watch for this discrepancy: AAPA's March 2026 reimbursement summary lists only the time-
based definition for 2024 onward.2 The CMS manual includes both time and MDM.7 Follow
the CMS manual.

The global period hides PA work

Codes with a 090 global are major surgeries, and their payment includes related follow-up
visits during the post-op period. ¢ When a PA sees those post-op patients, that work is part of
the surgeon's package. The Medicare contractor decides how much PA involvement in the
global package it recognizes, consistent with its current practice.9 Physicians in the same
group and specialty must bill and be paid as if they were a single physician. 0

AAPA notes that a portion of a PA's productivity "may be 'hidden' in the global surgical
package." " If you judge PAs by wRVUs alone, you will undercount the ones who carry your
post-op clinic. Track global visits separately, for example with CPT 99024.

One study of total hip follow-up found that visits jumped right after the 90-day global period
ended, and surgeons took a larger share of visits after it (73.8% of patients seen by surgeons
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in weeks 1to 13, 86.8% after). " ook at your own pattern and ask whether it reflects clinical
need or billing incentives.

2. First assist economics

How assistant-at-surgery pays

A physician assistant-at-surgery is paid 16% of the surgical payment. °
A PA is paid 85% of that, which is 13.6% of the surgeon's fee schedule amount. "
The claim must carry modifier AS.14

Medicare won't pay any assistant at surgery for procedures where a physician assists in
13

fewer than 5% of cases nationally. Billing the patient for a non-payable assistant service

can trigger penalties under SSA §1842(j)(2).

In a teaching hospital with a training program in the related specialty, Medicare generally
doesn't pay for an assistant at surgery when a qualified resident is available. There are

. . . . . .15
exceptions, including surgeons who never involve residents, and emergencies.

The fee schedule's Assistant at Surgery indicator controls whether a code pays: '

2: payment restriction does not apply. Assistant may be paid.

0: payment restriction applies unless supporting documentation establishes medical
necessity.

1: statutory payment restriction applies. Assistant may not be paid.

9: concept does not apply.

Common ortho procedures (2026 October release) 1

Indicator Assistant CPT codes
payment

2 Payable Joints: 27447 TKA, 27130 THA, 27125, 27134, 27446, 27487; 23472/23473
shoulder arthroplasty; 24363 elbow arthroplasty. Shoulder: 29827
arthroscopic rotator cuff repair, 29822, 29823, 29826 (add-on);
23410/23412 open rotator cuff repair; 23430 biceps. Knee/hip scope:
29888 ACL; 27427; 29891; 29914/29915 hip arthroscopy. Fracture:
25607/25608/25609 distal radius ORIF; 23615 proximal humerus ORIF;
27236/27244/27245/27506 hip and femur fracture; 27814/27822 ankle
fracture ORIF. Foot/ankle: 27650 Achilles; 28296/28297 bunion. Hand:
25447. Spine: 22551, 22612, 22630, 22633, 63030, 63047
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Assistant

Indicator CPT codes
payment
0 Only with 29875, 29880, 29881 (knee arthroscopy, meniscectomy)
documented
medical
necessity
1 Never payable 64721 carpal tunnel; 26055 trigger finger; 26615 metacarpal fracture;

27570 knee manipulation; 27792 ankle fracture; 28285 hammertoe; 29806
arthroscopic capsulorrhaphy; 29807 SLAP repair; 29882 arthroscopic
meniscus repair; 20610 joint injection

Indicators can change with each quarterly release. Check the current RVU file before you rely
on this table. A PA can still add value on indicator-1 cases (turnover, closing, a second room);
just don't count on Medicare assistant revenue for them.

Worked example: a total knee in 2026

The formula is (Work RVU x Work GPCI + PE RVU x PE GPCI + MP RVU x MP GPCI) x
conversion factor. v For 27447 in the facility setting, the 2026 RVUs are Work 19.11, PE 11.58
and MP 4.02, and the 2026 conversion factor is $33.4009 for non-qualifying APM participants
($33.5675 for qualifying participants).16 A PA assistant gets that amount x 0.16 x 0.85.

Locality 27447 surgeon 27447 PA as assistant (AS)
National $1,159.35 $157.67
Los Angeles (locality 18) $1,211.18 $164.72
San Francisco (locality 05) $1,301.36 $176.98
Rest of California (locality 75) $1,145.03 $155.72

Figures are our calculation from the CMS files, before sequestration, the coinsurance split and
17

any multiple-procedure adjustment. Check them against the CMS Physician Fee Schedule

Look-Up Tool for your locality.

. e .. 17
For comparison, clinic visits (non-facility):
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Locality

National

Los Angeles

San Francisco

Rest of California

99214 physician

$135.61

$148.89

$166.40

$140.94

99214 PA (85%) 99204 physician
$115.27 $177.36
$126.56 $193.32
$141.44 $214.82
$119.80 $183.04

99204 PA (85%)

$150.75

$164.32

$182.60

$155.58

To estimate your own first-assist revenue: take last year's Medicare cases on indicator-2

codes where a PA assisted or could have, and multiply each by the surgeon's locality amount

x 0.136. Add indicator-0 cases only where you documented necessity.

The assistant fee on a knee is modest. The bigger value of a first-assist PA usually shows up
in how many cases a surgeon can do and how the day runs, which is what the next section
covers. It's also worth knowing that, across Medicare from 2010 to 2020, APPs were used as
surgical assistants less often over time in every specialty studied, including orthopaedics.18

3. Deploying PAs: what the evidence says

The studies, including the ones that didn't show a benefit

Study

Hazzagd
2023

Quanl%eck
2025

Cahan 20217

Setting

264 ACL
reconstructions, one
surgeon (MGH)

888 pediatric
supracondylar CRPP
cases

112 THA/TKA cases,
one surgeon
(Stanford)
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Finding

With an experienced PA assisting,
tourniquet time was 22.1% shorter
and total surgical time 11.9% shorter
than with sports fellows. No
difference in patient-reported
outcomes.

Shortest mean surgery time (34.7
min) with attending plus PA.
Complication rates didn't differ by
assistant type.

PA presence had no effect on
intraoperative efficiency (neither did
fellows or vendor reps).

Caveat

Single surgeon

PAs assisted only
2.6% of cases; PA
Vs unassisted
difference not
significant

Single surgeon.
The OR-time
benefit isn't
automatic.
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Study

22
Bohm 2010

Althausen
23
2016

Hollenbeck
2023%

Sharabianlou
Korth 2022 *°

26
Olsen 2023

Setting

Canadian arthroplasty
program

Level Il trauma
program

Medicare, single-
specialty surgical
practices adding their
first APP, 2010 to 2016

11,059 patients, 24
surgeons (Stanford)

PA-run pre-op
optimization for TKA

Finding

A PA-enabled "double OR" model
raised primary hip and knee volume
42% and cut median waits from 44
to 30 weeks. PAs saved surgeons
about 204 hours a year.

PA collections covered only 50% of
PA salary and benefits. With PA
involvement, patients were seen 205
minutes faster, ER time fell 175
minutes, and time to surgery
improved 360 minutes.

The year after, odds of
complications were 17% and 16%
lower at 30 and 90 days, 90-day
readmissions 18% less likely, length
of stay 0.33 days shorter, and
episode spending $1,294.73 (30-
day) and $1,427.76 (90-day) lower.

A PA in clinic was associated with
more 5-star Press Ganey ratings on
all but one question examined.
Overall satisfaction odds ratio 1.38.

Optimized patients had fewer
complications and shorter stays
(1.27 vs 2.97 days).

Caveat

Single-payer
setting

One institution

Association, not
proof of cause.
Included major joint
replacement.

Association

Pilot, 15 vs 30
patients

The pattern: a PA can make the OR faster, but whether they do depends on the team and the

surgeon (compare Hazzard with Cahan). The more reliable gains come from moving the
surgeon's time to where only the surgeon can do the work.

APP involvement in joint replacement is growing fast. In Medicare data from 2014 to 2023,
APPs providing arthroplasty-related services increased 87 %, against 17% for surgeons.27

Clinic templates

Patients have clear views on who should do what. In one survey, patients preferred the
surgeon for follow-up of abnormal tests (82%), the first post-op visit (81%) and new-patient

28
visits (81%). They were comfortable with the PA for pre-op teaching (73%). 68% said they
considered the midlevel provider's training background when choosing a surgeon.28
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A template built on that:

Surgeon: new patients, surgical decision visits, first post-op visit, abnormal results.

PA: pre-op education and optimization, later post-op visits, established follow-ups,
injections and simple fracture care.

Paired days: PA sees established patients in parallel rooms while the surgeon sees new
consults.

Remember the billing: new patients and new problems seen by a PA bill under the PA's NPI at
2
85%, not incident-to.

OR first assist

16
Assign PAs first to indicator-2 cases, where the assistant fee is payable.
Confirm the practice agreement authorizes first and second assist. 2
. - . ., . 30
Confirm the supervising surgeon holds privileges at that hospital.

If you're considering two rooms per surgeon, the Bohm PA-enabled "double OR" model is
the published example.22

. . .21
Measure your own OR times before and after. Given Cahan, don't assume the gain.

Fracture clinic

Medicare lists setting casts for simple fractures and interpreting x-rays among covered PA
services.3 For workers' comp patients, the supervising physician is the treating physician and
must make and sign temporary disability determinations; under a protocol, the PA may
authorize up to three days off work.31 Build your fracture clinic workflow so the physician's
signature step isn't a bottleneck.

Post-op

Post-op visits inside a 090 global are part of the surgeon's package and don't generate
8
separate payment. A PA carrying these visits frees surgeon clinic time for new patients. Note
H . . .. 28
that patients prefer the surgeon for the first post-op visit;  the PA can take the later ones.

Call and trauma

The Althausen data are the best case for PAs in hospital-based ortho: the value showed up
. . . . 23
in speed to evaluation and to surgery, not in the PA's own collections.
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In a general acute care hospital, the PA's supervising physician must hold privileges
30
there.

The physician must be reachable by phone or electronic communication when the PA
32
examines the patient.

Scaling up

33
Since January 1, 2026, one physician may supervise up to eight PAs at a time, up from four.

If your model was capped by the old ratio, look again.

Measuring PA productivity fairly

Don't judge by collections alone. The trauma program above recovered only half of PA
23
cost in collections while cutting hours off time to surgery.

Count global visits. RVU reports miss post-op work inside the global package.11

Use a reference point for volume, not a quota. Nationally, ortho PAs working 40+ hours a
. . 34
week see a mean of 68 and median of 60 patients a week.

Watch for rules of thumb. We found no primary source for the often-repeated claim that
PAs generate two to three times their salary in revenue, so we don't use it.

4. Retention

How many leave, and why

In NCCPA's 2025 data, 8.6% of PAs intended to leave their principal clinical position within 12

months (up from 7.8% in 202‘|).35 Among those planning to leave, these factors were rated
35

"very important":

Factor Share
Seeking another clinical PA position 61.5%
Feelings of professional burnout 49.8%
Insufficient wages given the workload and responsibilities 45.3%
Work would interfere with family care 31.5%
Relocating 30.0%
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In an AAPA survey of 1,261 PAs who had left a job, the top reasons were better work/life
balance (16.8%), moving (16.7%), and better management, leadership or environment (13.6%).
Better compensation or benefits came in at 11.9%. %

At one academic center, APPs rated intrapractice partnership and collegiality lowest of all

satisfaction factors. Bonuses, how rewards are distributed, and pay for work outside normal
37

duties were also named as dissatisfiers.

Among ortho PAs specifically, 26.9% report one or more burnout symptoms, up 2.2 points
34,35
since 2021. That's lower than primary care (34.7%), but not low.

What retention is worth

In one organization, a structured mentorship program raised retention of new PAs and NPs
from 85% to 96% in year one and from 65% to 83% in year two. First-year productivity didn't
differ between mentees and non-mentees (38th vs 37th percentile), so mentoring didn't cost
output.38 The authors valued the 15 retained clinicians at $1.29 million to $1.72 million in
potential savings, % which works out to roughly $86,000 to $115,000 per departure avoided
(our calculation). That's one organization's estimate, not an ortho or California benchmark.

In a pediatric academic system, a postgraduate APP fellowship cut turnover from 8.2% to
39
3.8%, and fellows reached productivity 4.2 months sooner than other hires.

What to do about it

38
Assign a mentor to every new PA for at least the first year, with scheduled meetings.

Pay for call and extra duties explicitly. Unpaid "outside normal duties" work is a named
37
dissatisfier.

Check pay against workload, not just against market. "Insufficient wages given the
workload" is a top reason for planned departures.35 Compare your PAs' pay with the BLS
California figures and your own patient and case volume.

Treat collegiality as a management task. Include PAs in practice meetings, case
.. . 37
conferences and decisions about their templates.

Protect family time. Predictable call and schedules address the work/life and family-care
reasons directly. %936

Ask about burnout in regular reviews, before it shows up as a resignation.

Hold a stay interview once a year: what would make you leave, and what would make you
stay?
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5. PA utilization self-audit

Print this page. Answer each item yes or no. Every "no" is a place to look.
Practice agreement

Signed and dated by each PA and supervising physician40 “

Authorizes first and second assist for PAs who do it~

Names the diagnoses for any Schedule | furnishing42

States a deliberate chart-review policy (co-signature is optional in California) %

33
Reviewed since the 1:8 ratio took effect on January 1, 2026

O00O0d

Billing

PA claims go out at full charge under the PA's NPl when the PA provided the service2

Incident-to is used only for established-patient, physician-initiated plans in the office,
with direct supervision 20

Your coder has a written position on virtual direct supervision and the 010/090
. 6
exclusion

Split/shared visits are facility-only, carry modifier FS, and use the time-or-MDM test

00 0O 00

2
Nobody believes a co-sighature moves a PA's service to the physician's NPI
First assist

() Modifier AS is on every PA assistant claim

(] Your schedulers know which of your common codes are indicator 2, 0 and 1"
D Indicator-0 cases have documented medical necessity when biIIed16

C] You checked the current quarterly RVU file this quarter

15
D Teaching-hospital cases are screened for the resident-availability rule
Deployment

D Surgeon time goes mainly to new patients, surgical decisions and first post-ops 28
D PAs carry pre-op teaching and later post-op visits 2

30
D Each PA's hospital work is covered by a supervising surgeon with privileges there

21
D You have measured OR time with and without the PA, not assumed it
Productivity measurement

D Global-period post-op visits are tracked (for example, CPT 99024) "
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O

Hospital-based PAs are judged on throughput as well as collections 23

Retention

O
O
O
O

A

Every PA hired in the last two years has a nhamed mentor38
Call and extra duties are paid explicitly37

35
Each PA had a pay, workload and burnout conversation in the last 12 months

You know which of your PAs is most likely to leave, and why

note from FirstAssistPA

This guide is from FirstAssistPA, a small placement service focused on orthopaedic PAs in
California, founded by Anthony Adams. If you're hiring, your first placement is free. If you
aren't happy with a PA we place, for any reason, we'll replace them at no charge.
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