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SUMMARY
Advanced practice providers (APPs) have become 
essential to trauma teams in the United States during the 
last few decades. The optimal utilization of APPs is not 
yet known and is likely highly variable secondary to many 
factors. We discuss three aspects of the multidisciplinary 
approach to caring for trauma patients. First, a review of 
the literature demonstrates that APPs in trauma improve 
quality of care, patient throughput, and decrease 
cost. We then report on models of APP utilization by 
comparing five trauma centers across the country, 
concluding that utilization remains highly variable due to 
several system and provider factors. The final portion of 
this review highlights current billing and coding practices 
in integrated teams considering recent changes to 
Centers for Medicare and Medicaid rules in 2024.

INTRODUCTION
Advanced practice providers (APPs) are integral 
members of the trauma team. Their role is critical to 
patients, other providers, and at the hospital system 
level. APP utilization in trauma is variable across 
centers, and their optimal utilization is not known 
and is likely individualized. This article serves as a 
review of three components related to APP utiliza-
tion. They include: (1) a review of the history of 
utilization and clinical outcomes of APPs in trauma; 
(2) a discussion of APP utilization models at five 
level I trauma centers; and (3) a summary of current 
billing and coding practices affecting trauma teams 
using APPs. This information was presented in part 
at an educational session at the 36th Eastern Asso-
ciation for the Surgery of Trauma Annual Scientific 
Assembly. We have broken the session into two 
separate articles, with this being about APP utiliza-
tion and the other article discussing APP postgrad-
uate training and APP trauma fellowships in the 
United States.1

Although the term advanced practice provider 
is all-encompassing and includes physician assis-
tants (PAs), nurse practitioners (NPs), certified 
registered nurse anesthetists, and certified nurse 
midwives, the term APP within this review refers 
to a PA and/or NP. Of note, different certifications 
exist for NPs including, but not limited to, family 
nurse practitioner (FNP), adult-gerontology acute 
care nurse practitioner (AGACNP), and pediatric 
nurse practitioner-acute care (PNP-AC). States may 

regulate NP education, licensing, and job descrip-
tions based on the most recent Advanced Practice 
Registered Nurse Consensus Model updates. As the 
nursing field continues to evolve, certificate options 
may also change.2 When applying the information 
in this review, it is important to consider the NP’s 
specific licensure at the state and hospital system 
level.

Further, it is important to recognize that NPs may 
be limited to providing care for patients of certain 
ages and acuity. Age and acuity restrictions are 
determined by an NP’s certifying organization, not 
by the state or institution.3 For example, FNPs and 
adult-gerontology primary care NPs (AGPCNPs) 
are both licensed to care for patients in non-hospital 
settings where patients are stable but may be acutely 
or chronically ill. They differ, however, in the popu-
lations they can see; FNPs may see infants to older 
adults, whereas AGPCNPs may see early adolescents 
(defined as >10 years old) to older adults. In the 
acute care setting (hospital or non-hospital), where 
AGACNPs are licensed to work, the AGACNPs may 
see patients from late adolescence to older adults, 
without an exact age defined.4 Finally, PNPs are 
licensed to care for patients in any setting from 
infancy to age 21 years.5 Contrarily, PAs are not 
restricted to caring for patients of certain ages and 
are trained as generalists. Historically, they were 
most often hired into primary care though recent 
trends demonstrate a new shift into specialty prac-
tice.6 It is most likely that the APPs on trauma teams 
are either PAs or AGACNPs though recognition of 
the NP’s certification and experience is important 
to consider in the discussion of utilization.

SECTION 1: THE HISTORY OF APP UTILIZATION 
AND THEIR INFLUENCE ON TRAUMA SURGERY 
OUTCOMES
Background
Trauma surgery is a subspecialty field historically 
practiced in academic centers by resident teams 
supervised by attending trauma surgeons.7 8 The 
service requires around-the-clock provider avail-
ability and is a place where the work volume stresses 
staff resources.7 9 In 2003 and again in 2011, resi-
dent work hours were restricted by the Accredi-
tation Council for Graduate Medical Education, 
limiting all residents to 80 hours of work per week 
and first-year residents to 16 hours of call.10 This 

https://tsaco.bmj.com/
http://orcid.org/0000-0001-5316-4234
http://orcid.org/0000-0002-5341-3517
http://orcid.org/0000-0001-8947-3370
http://orcid.org/0000-0002-3526-2241


2 Lasinski AM, et al. Trauma Surg Acute Care Open 2024;9:e001281. doi:10.1136/tsaco-2023-001281

Open access

resulted in workforce challenges, and APPs were found to be 
a cost-effective and consistent solution to the deficits.7 9 10 In 
2010, the US congress passed the Affordable Care Act, leading to 
large insurance coverage gains with a more insured population 
and increased insurance reimbursement for trauma centers.11 12 
The latter caused an influx of regional medical centers seeking 
verification and designation as trauma centers by the American 
College of Surgeons (ACS).13

The last decade has seen an increase in APP scope of practice 
and autonomy.14 15 The most current survey data for both NPs 
and PAs demonstrate an influx of these providers in the hospital 
setting, with about 30% of APPs now practicing primarily in 
a hospital or inpatient setting.9 12 15 16 For PAs specifically, the 
largest practice area is now surgical subspecialties,16 and APPs 
are being hired into trauma services to assist in meeting consis-
tent and expanding needs for provider staffing.10 12 As APPs 
continue to enter trauma surgery practice, it is imperative to 
demonstrate their impact on clinical and system outcomes in this 
specific surgical subspecialty. Studies in emergency medicine and 
critical care fields have cited APPs as the ideal provider for care 
coordination. When implemented with a team, improvements 
in outcomes have been demonstrated. These include decreasing 
patient length of stay (LOS), decreasing time to consultations/
treatment, decreasing overall mortality, providing cost savings, 
and increasing patient satisfaction.10 14 17 However, few studies 
exist to show that the same improvements are occurring in 
trauma surgery despite APPs having a greater presence in the 
field. This section of the article reviews those published studies 
in trauma.8 17–21

Methods
A comprehensive literature search was completed using PubMed, 
Ovid MEDLINE, Clinical Key, the Journal of Trauma and Acute 
Care Surgery, and Google Scholar. Additionally, the references of 
systematic reviews were screened for relevant articles. The liter-
ature search was originally limited to the last 5 years. However, 
due to the paucity of quality and primary studies on this subject, 
the search was expanded to include articles within the last 10 
years. Only peer-reviewed articles that discussed APPs in a 
trauma surgery setting were considered.

Results
A total of 21 studies were found using the discussed methods. 
Just six studies met the inclusion criteria, directly examining 
APP outcomes in trauma surgery within the last decade. All were 
single-center retrospective reviews at level I trauma centers. 
Each study compared the time before APPs were hired into a 
trauma surgery service with the time after hire or compared the 
time before and after the expansion of APP duties. Most studies 
separated APP and resident duties, whereas others integrated 
APPs into their resident teams (table 1).8 17–21

Table 2 highlights the significant results from these different 
studies. Of note, four studies demonstrated significant reduc-
tions in LOS.8 17–20 Intensive care unit (ICU) and stepdown unit 
(SDU) LOS were evaluated in five of the six studies, with all 
findings showing statistical significance.8 18–21 All studies, except 
Woodfall et al, who observed no change, saw an overall decrease 
in ICU or SDU LOS.8 18–21 The study by Sise et al observed an 
increase in hospital LOS of 1.3 hours despite showing a decrease 
in ICU LOS. The authors explained that this was likely a reflec-
tion of growth in geriatric trauma during the 4-year interval 
study, along with a gradual shift in care after opening an APP-run 
trauma care unit (TCU). Under this model, patients were moved 

quickly out of the ICU into the TCU, where case managers and 
social workers could begin their care but could not change the 
overall time spent in the hospital.21

Three of the five APP outcome studies reviewed cost, and 
although statistical significance was not reached, all three studies 
did find that the overall cost of care was decreased with APP 
patient care. The decrease in cost was stated to be due to reduc-
tions in ICU and SDU LOS and hospital LOS (HLOS).17 19 21 
Notably, Sise et al saw a decrease in cost despite an increase in 
HLOS, explaining that reducing ICU LOS contributed greatly to 
decreasing cost regardless of overall HLOS.21

All studies measured clinical outcomes but overlapped 
only in mortality and deep vein thrombosis rates. One study 
reported fewer discharges to skilled nursing facilities, increased 
discharges to home, and faster time to the operating room 
with APPs on service.17 Reduced time to the operating room in 
this study (by 11 hours) is multifactorial and likely explained 
by the fact that the pre-intervention cohort was managed 
by hospitalists as compared with trauma NPs managing the 
post-intervention cohort. Additionally, the authors attribute 
this difference to using the Goldman Cardiac Risk Index and 
collaboration with cardiology on a patient-to-patient basis. 
Two studies showed an increase in discharges before noon with 
the implementation of APPs.8 17 Among clinical outcomes, one 
study found a decrease in urinary tract infections (UTIs),20 
and another study showed a decrease in at least one hospital 
complication.21

Discussion
The limited studies available to date in the role of trauma APPs 
demonstrate that APPs positively impact patient throughput by 
reducing ICU and SDU LOS and HLOS.8 17 19–21 APPs place reha-
bilitation consultations more quickly, more frequently discharge 
patients before noon, more consistently discharge patients to 
their home, and reduce hospital 30-day readmission rates.8 17 19–21 
A shown benefit of reduced LOS is a decrease in the cost of 
care.17 19 21 Cost of care data in one study reported savings of 
$9000 per patient, resulting in savings of $27.9 million in 
hospital charges in 1 year.19 The overall findings in this review 
suggest substantial cost savings with the implementation of APPs 
in trauma surgery care teams.

The principal factor to consider in trauma care is patient 
clinical outcomes data. In the appraised studies, clinical 
outcomes were either improved or unchanged with the 
increased utilization of APPs.8 17–22 The most impactful 
outcomes were a reduced or unchanged mortality rate, 
reduced rates of pneumonia, UTIs, and major arrhythmias, 
and a reduced number of overall clinical complications.8 18 20 21 
These clinical outcome findings together demonstrate that 
APPs strengthen the workforce by overall maintaining or 
improving the quality of patient care in trauma surgery and 
that APP patient care in trauma is both safe and effective.

There were a few notable limitations to this review. All 
studies summarized were retrospective single-center data 
reviews, limiting the quality of evidence and increasing the 
possibility of bias. Although staffing models before the imple-
mentation of APPs were discussed in all studies, there were 
no comments made on the adequacy of staffing for the service 
needs. Outcomes measured in the studies were dissimilar, 
with only a consistent overlap in LOS data. Only two studies 
described the scope of APP practice in detail, and APP compe-
tency was only described in one study; therefore, results may 
not be generalizable due to differences in the scope of practice 
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and knowledge base between trauma APPs at different level I 
trauma centers.

Conclusion
The studies reviewed reveal the value of APPs in managing 
patient care within trauma surgery and demonstrate improved 
quality of care, efficient patient throughput, and decreased 
cost. With increased resident shortages, APPs can serve as 
a beneficial addition to trauma teams. Further research is 
needed on APP training in fellowships or residency models, 
the best utilization of APPs, APP competency standardiza-
tion, and prospective studies on APP collaboration with resi-
dent-run teams in trauma surgery. In the next section, we 
describe different APP utilization models at five level I trauma 
centers across the country.

SECTION 2: FIVE DIVERSE TRAUMA CENTERS AND THEIR 
APP UTILIZATION MODELS
Basic statistics about five different US trauma programs, 
including trauma volumes and trauma team complement, are 
listed in table 3. Four centers are ACS-verified level I trauma 
centers, with two centers having pediatric verification and one 
center covering level III trauma center satellites. Yearly trauma 
activations range from 3900 to over 11 000. Yearly admissions 
to the trauma service range from 1900 to 6000. Average daily 
trauma census ranges from 20 to 90. The number of attendings 
covering the trauma service ranges from 7 to 19. The number 
of APPs covering the trauma service ranges from 9 to 25. The 
trauma team complements vary between programs, but most 
are comprised of a combination of attendings, trainees, and 
APPs.

Table 1  Summary of clinical outcomes with APP utilization at level I trauma centers

Reference Study type Study objective/design Outcomes

Hardway et al17 Retrospective data review; 
single center

Analysis of change in outcomes after implementation of 
TNPs to manage low-acuity trauma patients. Comparison 
was also made with hospitalist physicians who were 
previously caring for non-surgical admitted patients* (1 yr 
and 10 mos).

	► HLOS
	► In-hospital mortality
	► Discharge order before noon
	► Missed injury rate
	► 30-day readmission rate
	► Time to operating room from admission
	► Rate of non-surgical admission
	► Cost

Holliday et al8 Retrospective data review; 
single center

Outcomes comparison before NPs implemented in trauma 
(12 mos), during implementation with limited role of 
discharging patients only (12 mos), and after NP role 
expanded to include admissions, ICU rounds, trauma floor 
rounds, and post-acute clinic visits (12 mos).

	► HLOS
	► ICU LOS
	► Time from admission to rehabilitation consult placement
	► Discharge order placed before noon
	► 30-day readmission rate
	► Missed injury rate
	► Unplanned ICU admission rate
	► Inpatient complication rates:

	– Pneumonia
	– DVT

Woodfall et al18 Retrospective data review; 
single center

Outcomes compared before (2012), during (2013), and 
after (2014) APP roles were restructured to include: (1) 
standardizing ICU transfer process, (2) APPs made primary 
care providers on trauma ward, (3) standardizing the 
discharge process, (4) calling all patients within 24–48 hours 
of discharge, (5) organizing an APP lead trauma clinic for 
outpatient follow-up.

	► ICU readmission rate
	► Unplanned hospital readmission rate
	► HLOS
	► ICU LOS
	► Mortality

Collins et al19 Retrospective data review; 
single center

Comparison of outcomes 2 years before NPs implemented in 
trauma SDU, and 1 year after NPs implemented.

	► SDU LOS
	► HLOS
	► Cost to patient of inpatient stay
	► Physician and nursing satisfaction

Gillard et al20 Retrospective data review; 
single center

Outcomes comparison between:
Year 1: time when MLPs on trauma team had limited role—
rounding on trauma floor and ICU patients, and staffing 
clinic M–F during day (1 yr).  
Year 2: time when APP role expanded by adding—taking 
calls, admitting, and transferring patients, and performing 
procedures daily, 7 days/week (1 yr).

	► ED dwell times for trauma alerts, trauma transfers, and 
trauma consults

	► Daily admission quantity
	► Daily discharge quantity
	► Rate of patient complication occurrences

	– DVT
	– Major arrhythmia
	– Urinary tract infection

	► Hospital mortality
	► HLOS
	► ICU LOS

Sise et al21 Retrospective data review; 
single center

Outcomes comparison in trauma division between four 
different time periods, each 1 yr in length. Year A—trauma 
surgeon and resident team. Year B—addition of NPs 5 days/
week. Year C—implementation of trauma medical-surgical 
and trauma SDU on a single floor. Year D—addition of CNS 
and increase in NPs to 7 day/week.

	► HLOS
	► ICU LOS
	► ICU readmission
	► Mortality
	► Patients with at least one complication
	► Cost

*Non-surgical admitted patients—traumatically injured patients admitted to non-surgical service without surgical evaluation.
APP, advanced practice provider; CNS, clinical nurse specialist; DVT, deep vein thrombosis; ED, emergency department; HLOS, hospital LOS; ICU, intensive care unit; LOS, length of 
stay; M–F, Monday–Friday; MLPs, midlevel practitioners; NPs, nurse practitioners; SDU, stepdown unit; TNPs, trauma nurse practitioners.
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APP utilization, hiring, and educational support across 
programs have some similarities but many key differences 
(table 4). In most centers, APPs cover the ICU, SDUs, and the 
trauma floor. They also see activations and serve as first assis-
tants in the operating room. In most centers, the APPs work in 
an integrated fashion with the residents; in only one center do 
they work separately from residents, collaborating directly and 
only with an attending physician. At most centers, APPs are not 
capped in the number of patients they see; in one center, they 
are capped at 8 patients but can flex to 16 patients. There is a 
variation in practice across centers regarding procedures APPs 
perform. In four of five centers, APPs work an average of 40 
hours per week, including nights. Regarding hiring to these 
trauma teams, 0% to 21% of APPs are fellowship or residency 

trained, and 25% to 64% of APPs are new graduates upon hiring. 
Attrition rate for APPs ranges from 0% to 27%.

Education for and administrative responsibilities of trauma 
APPs are inconsistent across centers. Three programs (Inter-
mountain Medical Center, OhioHealth, and MetroHealth) 
currently offer an APP fellowship; one program (University of 
Pittsburgh Medical Center) lost funding for their fellowship 
program 6 years ago. Two programs (University of Florida Jack-
sonville and OhioHealth) have competency standards for their 
trauma APPs. Continuing medical education support for APPs 
ranges from $1000 to $2500 yearly. In four of five programs, 
APPs are given administrative time. The APPs are expected to do 
research in one program, but APPs are participating in quality 

Table 2  Summary of trauma APP study results by outcome

Study Hospital LOS ICU/SDU LOS
Hospital 30-day 
eadmission ICU readmission

Discharge order 
before noon Clinical outcomes Cost

Hardway et al17 ↓* ↔ ↑* Mortality ↔ ↓
Holliday et al8 ↓* ↓* ↓ ↔ ↑* Pneumonia ↓

DVT ↓
Woodfall et al18 ↔ ↔ ↓ ↓* Mortality ↔
Collins et al19 ↓ ↓* ↓
Gillard et al20 ↓ ↓* Mortality ↓

DVT ↓
UTI ↓*
Major arrhythmia ↓

Sise et al21 ↑* ↓* ↓ Mortality ↔
At least one complication 
↓*

↓

↓: decreased; ↔: no difference; ↑: increased.
*Statistically significant.
APP, advanced practice provider; DVT, deep vein thrombosis; ICU, intensive care unit; LOS, length of stay; SDU, stepdown unit; UTI, urinary tract infection.

Table 3  Trauma program demographics

Program Location

Adult
trauma 
center level

Pediatric 
trauma 
center level

Average daily
trauma census

Average 
yearly 
activations

Average yearly 
admissions to 
trauma service

Attending 
coverage APP coverage

Trauma team 
complement

UPMC Pittsburgh, 
Pennsylvania

Level 1 (PTSF) N/A 35–80 5200 4200 13 surgeons 9.2 trauma—5 PA, 
4 NP
5 CCM—3 PA, 2 NP

Attending, SCC 
fellow, surgery chief, 
1–3 surgery interns, 3 
EM residents, APPs

Intermountain 
Medical Center

Murray, Utah Level 1 (ACS) N/A 20–40 3900 1900 7 surgeons 12—8 PA, 4 NP Attending, APPs, EM/
peds residents, APP 
fellow

University of Florida–
Jacksonville

Jacksonville, 
Florida

Level 1 (ACS 
and state)

Level 2 (ACS) 35 4462 2800 10 surgeons
2 CC-
anesthesia

9—1 PA, 8 NP Attending; surgery 
PGY4, PGY2; 3 
interns; 1–2 APPs

OhioHealth Grant 
Medical Center

Columbus, Ohio Level 1 (ACS) N/A 90 4300 6000 15 surgeons 25—6 PA, 19 NP Trauma bay: 
attending, resident, 
APP
SDU: attending, APP
ICU: attending and 
resident±APP
Floor: attending, APP

MetroHealth Medical 
Center

Cleveland, Ohio Main: level 1 
(ACS)
Satellites: level 
3 (ACS)

Main: level 2 
(ACS)
Satellites: N/A

Main: 40 Main: 5830 
Satellites: 
5734

Total: 2000 19 surgeons 10 full-time—7 PA, 
3 NP
5 PRN—3 PA, 2 NP

Main: 2 attendings, 
1 APP, 1–2 
surgery chiefs, 
1–2 intermediate 
residents, 1–3 interns
Level 3: 1 attending, 
1 APP

ACS, American College of Surgeons; APP, advanced practice provider; CC, critical care; CCM, Critical Care Medicine; EM, emergency medicine; ICU, intensive care unit; N/A, not applicable; NP, nurse 
practitioner; PA, physician assistant; PGY, post-grad year; PRN, as needed; PTSF, Pennsylvania Trauma Systems Foundation; SCC, surgical critical care; SDU, stepdown unit; UPMC, University of 
Pittsburgh Medical Center.
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improvement projects or research projects volitionally in four 
programs.

This description elucidates the wide variety of practice 
patterns, education, and clinical advancement of APPs in trauma 
teams. The variation in utilization is likely secondary to several 
trauma service factors including quantity and severity of trauma 
activations; resident and physician staffing models for the trauma 
service including critical care, emergency general surgery, and 
elective surgery responsibilities; patient census; and operative 
case load. APP factors such as years of experience, completion 
of a postgraduate training program, procedural competency, and 
licensing are also factors to be considered. As discussed prior, 
there may be limitations for certain NPs regarding providing 
care to pediatric patients that affect their utilization on the team. 
The experience and procedural competence of APPs may be 
supplemented with additional postgraduate training in trauma, 
which we discuss in a separate article.1 Creating an APP fellow-
ship in trauma may have future promise for individual trauma 
centers. Although not included in this review, it is likely that the 
utilization of APPs at level II trauma centers also differs from 
their utilization at level I and III trauma centers. Thankfully, 
based on the APP skillset, their utilization is fluid and can adapt 
to the trauma team’s dynamic needs. The trauma community 
will benefit from future studies examining optimal utilization of 
the APP. Further, expanding APP education specific to trauma 
and relevant technical skills while ensuring procedural compe-
tence may further benefit the efficiency of trauma centers and 
improve patient care. Critical to hospital systems and trauma 
centers that use team-based models with physician and APPs as 
billing providers, a discussion of billing and coding is required.

SECTION 3: UP-TO-DATE APP BILLING AND CODING BEST 
PRACTICE IN TRAUMA
Billing for APPs can be complicated. Medicare and most 
Medicaid and commercial payor products allow APPs to provide 
and bill for services normally furnished by a physician at all 
levels of evaluation and management (E&M), including diag-
nostic testing. Medicare codifies its reimbursement rates under 
federal law. For the APP workforce, the rate of reimbursement 
has remained at 85% of what a physician would be paid for the 
same service. Although some commercial payors and Medicaid 
products will reimburse an APP’s service at the same rate as a 
physician fee, most reimburse at a discounted rate, typically 
following Medicare’s 85% rule.23

All providers use documentation to support the level of E&M 
that is ultimately billed to the payor. With the advent of the 
electronic health record (EHR), the amount of documentation a 
provider must write has been widely cited as burdensome and, in 
some studies, a driver of burnout.24 In response, the Center for 
Medicare and Medicaid Services (CMS) changed its rule around 
documentation requirements for reimbursement in 2019, which 
was designed to help decrease this burden. Now, providers can 
‘review and verify’ documentation made by other members of the 
healthcare team, including students, without having to rewrite 
the same items in the EHR. This matters greatly for APPs, who 
may spend a disproportionate amount of time documenting in 
the EHR compared with other team members.25

The APP’s role in supporting the provisions of the Emer-
gency Medical Treatment and Labor Act (EMTALA) has been 
confusing. Under EMTALA, the hospital must provide an on-call 
list of physicians on staff who are available to provide treatment 
to stabilize individuals with emergency medical conditions. 
Medicare has clarified the APP’s role in EMTALA, saying the 

‘…on-call physician has the option of sending a representative, 
i.e., directing a licensed (APP) as his or her representative to 
appear at the hospital and provide further assessment or stabi-
lizing treatment…’ If an on-call physician does use an APP for 
that role, they are still ultimately responsible for the service 
under EMTALA and must appear personally if/when asked by 
the treating physician.26 27

One of the biggest changes to Medicare billing has been the 
recent split/shared visit rule change announced in the 2022 
Physician Fee Schedule (FS).28 CMS defines a split/shared visit as 
a medically necessary encounter with a patient where the physi-
cian and a qualified APP each personally perform a substantive 
portion of an E&M visit face-to-face with the same patient on 
the same date of service. Prior to 2022, a substantive portion of 
an E&M visit would involve all or some portion of the history, 
examination, or medical decision-making (MDM) key compo-
nents of an E&M service. The new rule changed this and will 
move the split/shared visit from its traditional documentation 
of an E&M-based decision-making method of attribution to a 
time-based attribution method. With the new rule, the provider 
who spent more than half of the total time in the care of the 
patients, that is, the ‘substantive portion’ of the visit, will be the 
billing provider.

The rule change went into partial effect on January 1, 2022, 
whereby CMS would allow billing providers to document the 
‘substantive portion’ using at least one key component (history, 
physical examination, or MDM) in its entirety or being the 
provider who spent more than half of the total time in the care 
of the patient. The 2022 year was meant to aid in the transition 
to an entirely time-based methodology, which was to begin in 
2023. However, CMS received significant feedback from health-
care systems and physician organizations asking to delay the 
implementation of the rule for 2023, and so in November 2022, 
it was announced that time-based billing would be delayed until 
January 2024.29 Notably, in November 2023, CMS updated the 
split/shared billing rules for 2024, stating that the ‘substantive 
portion’ of a split or shared visit includes more than half of the 
total time spent by the physician or APP or a substantive part of 
the MDM.30

Medicare defines specific medical activities that qualify to 
determine the time spent during a split/shared encounter. These 
include31:

	► Preparing to see patient (ie, EHR results review)
	► Obtaining and/or reviewing a separately obtained history
	► Performing an appropriate physical examination and/or 

evaluation
	► Ordering medication, tests, and procedures
	► Counseling and educating the patient, their family, or their 

caregiver
	► Coordinating care when it has not been reported or billed 

separately
	► Referring and communicating with other healthcare profes-

sionals when not reported or billed separately
	► Documenting clinical information in the EHR
	► Independently interpreting results when not separately billed 

or reported and communicating the results to the patient, 
their family, or their caregiver.

Activities which do not qualify for time spent include31:
	► Performance of other services that are reported separately 

(ie, procedures)
	► Travel
	► Teaching that is general and not limited to discussion that is 

required for the management of a specific patient
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Implementing the new split/shared rule in 2024 will carry some 
potential impacts. If work relative value units (wRVUs) are inap-
propriately awarded to the physician when that individual has 
not done the substantive portion of the visit, there are potential 
Stark law implications. If the APP is the billing provider and did 
the substantive portion of the visit, then those wRVUs will be 
awarded to him/her. There are potential revenue impacts related 
to APP direct billing. As discussed previously, APPs only receive 
85% of the physician’s fee, which potentially leaves 15% unre-
alized. However, because APPs are compensated less than physi-
cians, even with 85% reimbursement, they may be able to offset 
their cost to an employer faster than their physician colleagues 
in the same field.

Lastly, because split/shared visits were previously not appended 
with a modifier when submitted for reimbursement, they were 
not easily subject to an external audit. Now, all split/shared visits 
must have an ‘FS’ modifier to identify them. This will make 
auditing easier to ensure that the substantive portion of the visit 
was performed by the appropriate billing provider. Therefore, it 
is incumbent for all parties to document appropriately, ensuring 
compliance with the new split/shared rule changes in 2024. To 
do this, there are five key steps:
1.	 The APP and physician must recognize when they are per-

forming a split/shared visit and meet all the CMS require-
ments for co-employment in the same group, including 
treating the patient on the same calendar day.

2.	 The billing provider must perform a face-to-face encounter 
with the patient and identify the providers contributing to 
the split/shared service in the EHR.

3.	 The billing provider must document to meet the split/shared 
requirement. Either one of the key components described 
above (2022–2023) or more than half of the total time spent 
by the APP and physician or the substantive portion of the 
MDM (2022–2023, and solely the method 2024 and be-
yond) would meet this requirement.

4.	 If the physician is the billing provider, then it is important to 
highlight his/her role as having done the substantive portion.
a. If using the MDM method, a statement could be used 
like the one below:

‘I certify that I have performed the substantive portion of service 
in its entirety through MDM for this patient’s care. Please link my 
documentation with John Doe, PA-C’s documentation, who also 
provided care for this patient on this date.’

b. If using the time method, both the APP and the physi-
cian should memorialize the time spent:

	► Physician: ‘I certify that I have performed the substantive 
portion of service in its entirety, having spent 35 minutes on 
this patient’s care. Please link my documentation with John 
Doe, PA-C’s documentation, who also provided care for this 
patient on this date.’

	► APP: ‘I have spent 30 minutes on this patient’s care. Please 
link my documentation with Jane Doe, MD’s documenta-
tion who also provided care for this patient on this date.’

5.	 Lastly, when the bill is submitted, it must be appended with 
the ‘FS’ modifier.

Staying informed on APP billing in trauma surgery is vital to 
ensure appropriate compliance with the latest Medicare billing 
rule changes. As these changes come into effect, the utilization of 
APPs in trauma should also be closely evaluated and re-evaluated 
to maximize best practices and reimbursement.

To complicate the matter, many hospitals track wRVU gener-
ation of APPs and physicians, and clinical productivity may be 
tied to financial bonuses. Especially related to the new CMS 

rules regarding split/shared billing, it is important to define 
what the substantive portion of an encounter entails to avoid 
conflict and ensure collaboration between APPs and physicians 
when assigning wRVUs. It may not be unusual for an APP to 
spend more time on an encounter than a physician, especially 
when he/she is doing most of the documentation; however, one 
can certainly argue that the decision to operate on a patient is 
reserved for the surgeon and constitutes significant MDM that 
would count as the substantive portion of the visit. Regarding 
MDM, however, ‘substantive’ remains poorly defined by regu-
latory bodies, and until it is further clarified, each hospital, or 
trauma group, should create criteria to define it to minimize 
confusion about wRVU assignment.

At the first author’s institution, MDM is considered the 
substantive portion of the visit for emergency department, 
outpatient, inpatient, and observation care services, whereas 
time is considered the substantive portion of a critical care 
encounter. MDM consists of three elements including number 
and complexity of problems addressed at the encounter, amount 
and/or complexity of data to be reviewed and analyzed, and 
risk of complication and/or morbidity or mortality of patient 
management; E&M level of service is based on meeting two of 
the three MDM elements.32 If the amount and/or complexity of 
data to be reviewed and analyzed is used, the hospital requires 
additional documentation for moderate or high MDM levels of 
service by the billing provider. These requirements include docu-
mentation of independent interpretation of tests performed by 
another physician/APP and/or discussion of management or test 
interpretation with an external physician/APP. Although this is 
just one hospital’s system for defining the substantive portion 
of the visit, more work is needed to understand optimal billing 
structures in team-based models where multiple billing providers 
are involved in patient care, especially in hospital groups where 
productivity and pay are linked to billing practices.

CONCLUSION
The addition of APPs to trauma teams during the last few decades 
has had significant clinical implications for trauma patient care 
and throughput. Currently, APP utilization across trauma teams 
is diversified and tailored to each team’s specific needs. There 
is not one formula for ideal trauma APP utilization. Rather, a 
nuanced consideration of factors such as number of trauma acti-
vations, patient census, attending and resident surgeon staffing 
models, and other clinical and administrative responsibilities of 
staff must be made before deploying APPs within the trauma 
system. These factors, in addition to APP postgraduate educa-
tion, experience, licensing, and procedural competence, should 
be considered when centers are designing their system for trauma 
patient care. Although not yet studied or reported on, we spec-
ulate the reach of APPs on trauma teams goes beyond clinical 
benefit and likely extends into the research and administrative 
realms as well, where there are APPs going beyond their normal 
clinical duties to advance care of the trauma patient.
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