
I
f your office is like most neurology
practices, I suspect that new pa-
tients are told they must wait at
least four weeks (often much
longer) to get an appointment. This

of course is a source of chronic frustration
for patients, and the staff ’s noble efforts
to “squeeze in” one or two more exams to
your already busy schedule adds to the
overworked, understaffed feel that too
many medical practices experience.
Adding another neurologist, while the
ideal solution for patients, doesn’t add up
financially. 

A middle-ground solution is to con-
sider adding a nurse practitioner (NP)
and/or physician assistant (PA). Ours is a
single specialty group that’s been in oper-
ation for over 40 years, comprised of 12
neurologists, a psychiatrist, a clinical psy-
chologist and two non-physician practi-
tioners, including a nurse practitioner
and PA. Both of these individuals are
part-time employees and supervised by a
neurologist who specializes in neuro-
oncology and migraine patients. 

We wanted to improve patient access
to our physicians, so we looked for ways
to get more from the non-physician prac-
titioners. Our available appointment for
new consults was ranging between four to
12 weeks, with an average wait of over
five weeks. In addition, new preautho-
rization requirements by our local HMOs
provided a new marketing opportunity
for our diagnostic services, so by cutting
down the wait time for an appointment
our neurologists would be able to better
assess and schedule the appropriate diag-
nostic procedure in a more coordinated
fashion. 

Would adding an NP or PA be feasible
at your practice? Here are the issues to
consider.

Preparing the Issues
Since our use of non-physician practi-
tioners is shifting from an individual
arrangement to a group-wide initiative,
several questions had to be addressed:

• What factors influence the choice
between using a nurse practitioner vs. a
physician’s assistant? 

• What are the differences in scope of
practice, drug prescribing and malprac-
tice coverage requirements? 

• How should we recruit and who
should participate in the interviewing
process?

• How should non-physician practi-
tioners be used in clinical practice?
Should they be used “incident to” or
independent? 

• Should they only work in a homo-
geneous patient population like an MS
or epilepsy clinic setting? Can they work
on the hospital consult service?

• Should we use them in the front
end of a new patient consult? 

• What is the starting rate for non-
physician practitioners? Should they
have an incentive plan? 

• Should the group subsidize the
startup costs for the collaborating
and/or supervising physician? If so, for
how long? 

• How do you bill for services provid-
ed by an NP or PA?

Although there are many issues 
associated with this decision, in this arti-
cle we will only look at which one to
choose and how to handle the billing.

NP or PA?
Determining which is the right choice for
an open position will depend on the
training their responsibilities will require.
As a rule, nurse practitioners have a mas-
ter’s degree with a nursing focus on care
delivery and are typically used in general
neurology follow-up practices or specialty
clinics such as MS, epilepsy, and
neuro–oncology. 

Physician assistants usually have four-
year degrees with a more “medical train-
ing” focus and are typically used in more
procedurally focused services, such as
pain management, EMG and also in
E&M services. Because of these differ-
ences, nurse practitioners have a “collabo-
rating” physician relationship while
physician assistants have a “supervising
physician” relationship. These two can be
used almost interchangeably in the office
setting, with minor differences in pre-
scribing privileges. Nurse practitioners
are typically used more in the in-patient
consult service.

Ultimately, the decision to choose
between an NP and a PA comes down to
the individual’s experience, confidence
and personality. While Medicare regula-
tions provide overall guidance on the use
of non-physician practitioners, state laws
govern the licensure and their related
scope of practice. These vary widely and
must be considered when addressing
many of these issues. 

For our practice, we have generally
decided to use non-physician practition-
ers to work in subspecialty clinic settings,
where they will perform primarily estab-
lished patient follow-up visits (reevalua-
tions), where they follow well defined
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protocols and care plans. They
will be encouraged to work with
new consults (primarily to do
the H&P workup) but this will
ultimately left to the discretion
of the supervising physi-
cian. We initially recruit-
ed new or relatively less
experienced persons,
assuming that in most
cases the candidates will
have limited experience
in neurology and there-
fore will require extensive
training by our neurologists
in any case.

Our compensation range is
$25 to $30 an hour, plus an
incentive bonus plan not to
exceed 20 percent of the base
salary for meeting production
performance goals. We will sched-
ule re-evaluation visits in 20-minute
intervals and 40 minutes for the front
end H&P for consults. Our expectations
are to yield at a 50 percent profit contri-
bution margin to overhead for each NP
after covering direct compensation and
bonus costs. The group decided to subsi-
dize one month of salary for the NP to
entice the use of NPs for the practice and
reward the collaborating or supervising
physician for the up-front effort to recruit
and train the NP in their practice. 

Billing for Services
Billing is a complex matter for non-physi-
cian practitioners. It requires the consider-
ation of several factors, such as Medicare
vs. Non-Medicare patients, in-patient vs.
office site of service, and “incident to” vs.
independent billing objectives to arrive at
the correct decision. A difference between
Medicare guidelines and the state scope of
practice and supervision rules can make it
even more complex. 

For simplicity purposes, the general
billing guidelines for non-physician prac-
titioners include the following:

(1) The first critical decision is

whether or
not to bill “incident

to” or independent. The
former is billed under the supervising
physician provider number vs. the non-
physician practitioner provider number. “
Incident to” services are paid at 100 per-
cent of the physician fee schedule.
Independent billing under the non-physi-
cian practitioner provider number is
reimbursement at the 85 percent level,
representing a 15 percent discount the
payment amount. 

(2) When possible, “incident to”
billing should be encouraged to maximize
group reimbursement. 

(3) To be covered as “incident to,” the
following requirements must be met:

a. Services are an integral, although
incident, part of the physician’s
professional service.

b. Services are of a type commonly
furnished in the physician office.

c. Services are commonly rendered
without charge or included in the
physician’s bill.

d. Services are furnished under a
physician personal supervision.

(4) “Incident
to” billing is not

permitted for
hospital patients,

both outpatients
and in-patients.
Only inde-
pendent billing

is permitted.
(5) In the

office setting, Med-
icare’s “physician

personal supervision”
does not require the

physician to be present in
the same room, but the

physician must be present in
the “office suite” and immedi-

ately available to provide assis-
tance and direction throughout the

time during which the non-physi-
cian practitioner is performing the

service. 
(6) Medicare has not specifically

defined “office suite.” The common inter-
pretation is that the physician must be in
the same office building. Some have
expanded this to the same medical cam-
pus, but this is something it’s best to ask an
attorney about. However, the supervising
physician must be at the same “site of serv-
ice” during the time of the non-physician
practitioner service. For example, if the
supervising physician were in an ambula-
tory surgery suite in the building or doing
rounds at the adjacent hospital on the
same medical campus, direct personal
supervision would not be met. In these
examples, the physician would be billing
services using a different “site of service”
code during the time the non-physician
practitioner service was performed and
therefore would not have met the supervi-
sion requirements. 

(7) You can use another physician in
the office as the supervisor for the non-
physician practitioner as long as there is
evidence for such coverage arrangements
by noting it on the schedule and in the dic-
tated note by the non-physician practi-

    



tioner makes reference to the covering
supervising physician and the “incident to”
services, which are ultimately billed under
the covering physician provider number. 

The Choices We Made
Our initial recruiting effort was as varied as
we expected. Our psychiatrist preferred
to recruit a PA; two neurologists have
decided to share a PA equally between
them to keep overhead down; other neu-
rologists in same specialties have decided
not to share an NP and have hired their
own on a part-time basis of 0.6 FTE
each. The neurologist who currently has
two non-physician practitioners has
decided to add another experienced full
time NP to his medical team.

We started this recruitment in the fall
of 2004. Here’s what happened over the
following year:

• We added seven more non-physician
practitioners in the fall of 2004 over a 45-

day period. That brought our total to
nine representing a full time equivalent
of seven. They included four NPs and
five PAs.

• Our payroll for these staffers jumped
by $450,000, topping out at almost
$528,000 including a 23 percent fringe
benefit factor.

• Patient visits included 621 consults,
8,600 follow-up visits and total net rev-
enue of approximately $700,000. We did
have trouble in the first two months
tracking the non-physician practitioners’
production that was billed incident to the
supervising physician and had to estimate
the individual production since actual
billing was buried in the statistics. 

• Our physicians had difficulties mak-
ing the transfer of patients to their assis-
tants. They thought it would happen
smoothly, but it didn’t because patients
wanted to be seen by their “own” physi-
cian. The mistake made was not to intro-

duce the non-physician practitioner
while the patient was in the office by the
physician. We eventually got it right by
having the physician taking the time to
introduce and “market” the assistant.

• The bottom line? Total added costs
of $528,000 and net revenue of
$700,000, approximately a 32 percent
profit margin. With their increased expe-
rience, several have changed their reeval-
uation time slots from 30 to 20 minutes,
adding four more patients per day. Based
on favorable trends from the second half
of the year, we are optimistic that our ini-
tial goal of achieving a 50 percent profit
contribution looks achievable for the
coming year. PN
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