
As if being in Las Vegas isn’t going 
to be exciting enough, there are 
many new developing ideas and 
transitions that are about to take 
place related to surgical assisting. 
What is going on? Will these inno-
vations affect me? Will I be happy 
with the potential changes? Want to 
be the first to know? If you answered 
yes to any of these questions then 
you need to be in Las Vegas for the 
ASA 11th Annual Meeting that pre-
cedes the AST Annual Conference. 
It isn’t too late to register, so don’t 
delay any longer. You don’t want to 
get your information second hand; 
we all remember how the game of 
telephone plays out don’t we? 

The ASA Advisory Committee 
has been working hard to provide 
the most innovative speakers and 
hands-on demonstrations. If you 
have been paying attention, you will 
see the agenda this year is stron-
ger than ever before. In addition to 

SPRING 2009  volume 15 number 2

the nationally recognized speakers, 
we have also organized a panel dis-
cussion. However, this year we’re 
shaking things up in Looking to the 
Future—the Outlook for All of Us. 
We now have exciting information 
that will surely change the way you 
see your career and your profession-
al surgical assisting organization. 
You will have the opportunity to ask 
direct questions and get first-hand 
answers. Do you have to be a CFA? 
Absolutely not. in Whether you are a 
CSA, SA-C, AS-C, performing sur-
gical assisting responsibilities or cur-
rently a surgical assisting student, 
we want you to be a part of this dis-
cussion to bring your ideas and your 
experience to the table. If you only 
wish to attend the surgical assist-
ing meeting and not conference, sep-
arate registration is available. This 
year for the first time, we are offering 
a special discount to surgical assist-
ing students who want to attend. 

Some of the topics will include 
defining a direction for a broader 
surgical assisting organization; pos-
sible member benefits, such as mal-
practice insurance; defining leg-
islative priorities, and more.  Are 
you curious yet? Have you started 
to develop questions that you need 
answers to?  This is just a small sam-
ple of the information that will be 
talked about at the panel discussion.

 Don’t miss out on your opportu-
nity to have your concerns heard and 
getting the information first hand. 

Tell your students if you are 
instructors, tell your colleagues if 
they do not receive this newsletter, 
spread the word to all surgical assis-
tants regardless of their credential, 
but most importantly register for 
the most exciting ASA Day yet.

We look forward to seeing you 
and sharing the exciting times that 
are about to come for the profession 
of surgical assisting.

What is about to change for 
the ASA are you ready and  
will you be a part of it?
Christina Jordan, CST, CFA
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The Center for Medicare and 
Medicaid Services (CMS) recent-
ly modified its Conditions of 
Participation relating to informed 
consent and staffing. Several of 
the changes relate to, and affect, 
the role of nonphysician surgi-
cal assistants in the O.R. 42 C.F.R. 
§482.24(c)(2)(v) itemizes the mini-
mum elements that a properly exe-
cuted informed consent form must 
contain. They include identifica-
tion of the hospital, the specific pro-
cedure or treatment, the practitio-
ner performing the procedure, and 
the anticipated benefits, material 
risks and alternative therapies. The 
regulations continue with sugges-
tions of what a “well designed con-
sent form might include.” Among 
them is a “[s]tatement, if applica-
ble, that qualified medical practi-
tioners, who are not physicians who 
will perform important parts of the 

surgery or administration of anes-
thesia will be performing only tasks 
that are within their scope of prac-
tice, as determined under state law 
and regulation, and for which they 
have been granted privileges by the 
hospital.”

Regulations governing surgi-
cal informed consent [42 C.F.R. 
§482.51(b)(2)] amplify the above 
rules. A “well designed” surgical 
informed consent process would 
include: (1) a description of the pro-
posed surgery, including the anes-
thesia to be used; (2) the indica-
tions for the proposed surgery; (3) 
material risks and benefits for the 
patient related to the surgery and 
anesthesia; (4) treatment alterna-
tives, including the attendant mate-
rial risks and benefits; (5) the prob-
able consequences of declining rec-
ommended or alternative therapies; 
(6) who will conduct the surgical 

intervention and administer the 
anesthesia; (7) whether physicians 
other than the operating practi-
tioner, will be performing impor-
tant tasks related to the surgery, in 
accordance with the hospital’s pol-
icies; and (8) whether, as permit-
ted by state law, qualified medi-
cal practitioners, who are not phy-
sicians will perform important 
parts of the surgery or administer 
the anesthesia, and if so, the types 
of tasks each type of practitioner 
will carry out; and that such prac-
titioners will be performing only 
tasks within their scope of prac-
tice for which they have been grant-
ed privileges by the hospital. The 
CMS Regulations and Interpretive 
Guidelines defines “important sur-
gical tasks” to include: opening and 
closing, dissecting tissue, removing 
tissue, harvesting grafts, transplant-
ing tissue, administering anesthe-
sia, implanting devices and placing 
invasive lines.”

CMS Regulations and 
Interpretive Guidelines relating to 
surgical privileges also address sur-
gical assistants. 42 C.F.R. §482.51(a)
(4) requires surgical privileges in a 
hospital be delineated for all prac-
titioners. Interpretive guidelines 
require that the hospital must spec-
ify the surgical privileges for each 
practitioner that performs surgical 
tasks. These practitioners include 
nonphysician assistants at surgery. 
When a practitioner performs cer-
tain surgical procedures under 
supervision, the specific tasks/pro-
cedures and the degree of supervi-
sion (to include whether or not the 
supervising practitioner is physical-
ly present in the same O.R., in line 
of sight of the practitioner being 
supervised) be delineated by that 

CMS Informed 
Consent, 
O.R. Staffing 
Regulations 
Address Surgical 
Assisting in the 
Operating Room
Catherine Sparkman, AST director of government affairs
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practitioner’s surgical privileges and 
included on the surgical roster.

If the hospital utilizes non-MD/
DO surgical assistants, the hospi-
tal must establish criteria, qualifica-
tions and a credentialing process to 
grant specific privileges to individu-
al practitioners based on each indi-
vidual practitioner’s compliance 
with the privileging/credentialing 
criteria and in accordance with fed-
eral and state laws and regulations, 
which would include surgical ser-
vices tasks conducted by these prac-
titioners, while under the supervi-
sion of an MD/DO.

When practitioners whose scope 
of practice for conducting surgi-
cal procedures requires the direct 
supervision of an MD/DO surgeon, 
the term “supervision” would mean 
the supervising MD/DO surgeon is 
present in the same room, working 
with the same patient.

In summary, “Surgery and all 
surgical procedures must be con-
ducted by a practitioner, who meets 
the medical staff criteria and pro-
cedures for the privileges granted, 
who has been granted specific sur-
gical privileges by the governing 
body in accordance with those cri-
teria, and who is working within the 
scope of those granted and docu-
mented privileges.”

Informed Consent Process
A well-designed information consent process would include 
discussion of the following elements:
(Example is excerpted from Interpretive Guidelines §482.51(b)(2)

•	 Description of the proposed surgery, including the anesthesia to be used
•	 Indications for the proposed surgery
•	 Material risks and benefits for the patient related to the surgery and 

anesthesia, including the likelihood of each, based on the available clin-
ical evidence, as informed by the responsible practitioner’s clinical judg-
ment. Material risks could include risks with a high degree of likelihood 
but a low degree of severity, as well as those with a very low degree of 
likelihood but high degree of severity

•	 Treatment alternatives, including the attendant material risks and benefits
•	 Probable consequences of declining recommended or alternative therapies
•	 Who will conduct the surgical intervention and administer the anesthesia
•	 Whether physicians other than the operating practitioner, including but 

not limited to residents, will be performing important tasks related to the 
surgery, in accordance with the hospital’s policies. Important  
surgical tasks include: opening and closing, dissecting tissue, harvesting 
tissue, removing tissue, harvesting grafts, transplanting tissue,  
administering anesthesia, implanting devices and placing invasive lines

A well-designed informed consent form might also include the 
following additional information:
(Example is excerpted from Interpretive Guidelines §482.24(c)(2)(v)

•	 Name of the practitioner who conducted the informed consent discus-
sion with the patient or the patient’s representative

•	 Date, time and signature of the person witnessing the patient or the 
patient’s legal representative signing the consent form

•	 Indication or listing of the material risks of the procedure or treatment 
that were discussed with the patient or the patient’s representative

•	 Statement, if applicable, that physicians other than the operating practi-
tioner, including but not limited to residents, will be performing impor-
tant tasks related to the surgery, in accordance with the hospital’s pol-
icies and, in the case of residents, based on their skill set and under the 
supervision of the responsible practitioner

•	 Statement, if applicable, that qualified medical practitioners who are not 
physicians who will perform important parts of the surgery or adminis-
tration of anesthesia will be performing only tasks that are within their 
scope of practice, as determined under state law and regulation, and for 
which they have been granted privileges by the hospital

Editor’s note: For surgical assistants 
performing any important surgical 
tasks identified by CMS, verify that 
your hospital has issued the prop-
er credential for you to practice as 
a first assistant at surgery. Also, the 
patient medical records should list 
you as the surgical assistant (or first 
assistant at surgery) and not as “sec-
ond scrub.”
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Modifier 80—Assistant Surgeon
Surgical assistant services may be 
identified by adding modifier 80 to 
the usual procedure number(s). This 
modifier is intended for use by phy-
sicians acting as assistant surgeons 
in conjunction with other physi-
cians. Although primary surgeons 
do not need to affix a modifier, assis-
tant surgeons must affix modifier 80 
on bills for the surgical codes. For 
example, if Dr. Primary bills 27447, 
Dr. Assistant should bill 27447-80.

Modifier 81—Minimum 
Assistant Surgeon
Although not widely used, mod-
ifier 81 added to the usual proce-
dure number(s) indicates mini-
mum surgical assistant services. 
This modifier is appropriate in those 
instances in which the assistant sur-
geon assists with part of a surgical 

procedure, but is not present for the 
entire procedure. There are no writ-
ten guidelines on what constitutes a 
“minimum” presence to report the 
service; the physician’s discretion 
determines when reporting services 
with modifier 81 is appropriate. 

Commercial insurance com-
panies may direct practices to use 
modifier 81 to designate assis-
tant-at-surgery services performed 
by NPPs such as physician assis-
tants, nurse practitioners, and clin-
ical nurse specialists. Practices are 
strongly encouraged to obtain such 
directives in writing and retain that 
information on file, because the use 
of modifier 81 for NPP services is 
not in keeping with the definition 
per CPT. In fact, if an audit is con-
ducted, practices that use modifi-
er 81 to signify NPP-assisted servic-
es at the verbal directive of the payor 

may be required to return those 
payments unless they have written 
proof of the directive from the plan. 

Modifier 82—Assistant Surgeon 
(when qualified resident 
not available)
The unavailability of a qualified 
resident is a prerequisite for use of 
modifier 82 appended to the usual 
procedure code number(s). Because 
Medicare reimburses academ-
ic institutions for resident services, 
practices in those settings will have 
to justify claims for assistant sur-
geon services. 

Medicare will reimburse for 
assistant surgeon services—even 
in a setting with residents—if there 
is no qualified resident available. 
This may mean that no residents 
are available (a distinct possibility 
because of the 80-hour work restric-
tions) or that the residents available 
do not have sufficient training to 
properly assist with the procedure. 

When submitting Medicare 
claims with modifier 82, the prac-
tice/department must have a signed 
attestation on file confirming that 
no qualified residents were avail-
able. This attestation would be 
needed during an audit of practice 
records, so it should be filed in the 
patient’s medical record or scanned 
into the electronic medical record.

Occasionally, commercial plans 
will attempt to deny assistant sur-
geon services, citing the availabili-
ty of residents. But unlike Medicare, 
these commercial plans do not pay 
into graduate medical education 
funds. Thus, these attempts to cir-
cumvent payment for medical-
ly necessary assistant surgeon ser-
vices are unacceptable. Although 
this issue is perhaps best managed 

Managing 
modifiers for 
surgical assistant 
services
Jennifer Bever, MS, FACHE

Orthopaedic practices commonly question how to correctly code and bill for 
surgical assistant services for both physicians and nonphysician providers 
(NPPs). Although commercial rules for reporting surgical assistant servic-
es can and do vary markedly, the Medicare rules apply across the country and 
are quite clear. In addition, Current Procedural Terminology® (CPT) clearly 
defines relevant modifiers and their use.

The March/April 2007 issue of AAOS Now addressed the use of modifi-
er AS for surgical assistant services provided by NPPs. This issue will examine 
the use of other modifiers for surgical assistant services.
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during contract negotiations, the 
plans may have claim adjudication 
systems with automatic edits, based 
on place of service, which are diffi-
cult to adjust. If such denials occur, 
the practice may need to use modifi-
er 82 and note that a signed attesta-
tion is on file to bypass system edits. 

Surgical Assistant Procedure 
Coverage
Not all surgical services are eligible 
for surgical assistant payment. For 
each surgical CPT code, Medicare 
publishes the assistant payment sta-
tus: payable, not payable, or pos-
sibly payable based on submitted 
documentation.

For example, total hip arthro-
plasty (27130) has a Medicare 
assistant payment status of 
“2—Assistant surgery may be paid.” 
In contrast, carpal tunnel release 
(64721) has a Medicare assistant 
payment status of “1—Assistant 
surgery may not be paid.” Although 
many of these status codes may 
seem intuitive, orthopaedic sur-
geons are often surprised to learn 
that several knee arthroscopy 
codes—including meniscectomy 
(29881)—are rated as “0—Payment 
restrictions for assistants at surgery 
apply to this procedure unless sup-
porting documentation is submit-
ted to establish medical necessity.” 

If the CPT code has a “0” sta-
tus indicator, the operative note will 
need to clearly state why the assis-
tant was required and the extent of 
the work performed by the assistant 
to support payment. The primary 
surgeon is responsible for including 
this enhanced documentation in the 
operative note. Without such infor-
mation, billing personnel will find 
appeal efforts difficult.

Commercial payers may follow 
Medicare’s surgical assistant pay-
ment guidelines or may create their 
own. Practices should ask their top 
commercial payers how surgical 
assistant payment status is deter-
mined. In some instances, pay-
ers use the American College of 
Surgeons surgical assistant survey 
(available at www.facs.org/ahp) to 
determine payment. 

Billing staff must have access to 
assistant payment status lists when 
they review related denials to ensure 
proper action and appeal efforts. 

No appeal is needed if ineli-
gible codes were billed for assis-
tant services, but an “assistant sur-
gery coded in error” adjustment is 
appropriate. 

Commercial claims for assis-
tant services that are payable per 
the Medicare guidelines should be 
appealed unless the plan has clar-
ified their own assistant payment 
guidelines.

Action Steps
1.	 Review available modifiers for 

surgical assistant services and 
outline which modifiers are 
appropriate to report services 
performed in the practice. 

2.	 Ensure that NPP assistant ser-
vices billed to Medicare are sub-
mitted under the NPP’s name 
and number, with the modifier 
AS, and that services are eligible 
for assistant payment. 

3.	 Inquire about relevant state leg-
islation governing payment for 
assistant-at-surgery services by 
clinical personnel such as nurses 
or technicians. 

4.	 Inquire what modifier is 
required to signal NPP (or addi-
tional clinician if allowed) 

assistant services for top com-
mercial plans; also find out how 
the plans determine assistant 
payment status (Medicare or 
other list). 

5.	 Review explanation of benefit 
statements containing surgical 
assistant denials to understand 
payment issues the practice is 
experiencing. 

For additional information on this 
subject, consider the following 
resources:

Wiskerchen S: Billing basics •	
for physician assistants and 
nurse practitioners. J Med Pract 
Manage 2004;19:175-178.
Bever J: Podcast: Avoiding •	
common billing pitfalls: 
Non-physician providers. 
SoundPractice.net (Visit: http://
www.soundpractice.net to 
download).
AAOS/KZA 2007 •	
Reimbursement Course: Before 
and Beyond the Codes: How to 
Improve Your Business. Visit 
http://www.karenzupko.com for 
information and registration.

Jennifer Bever, MS, FACHE, is a 
consultant with KarenZupko & 
Associates, Inc.

© American Academy of 
Orthopaedic Surgeons. Reprinted 
from AAOS Now with permission. 
Available online at www.aaosnow.org.
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Strength in unity at the state level
While it is imperative that surgi-
cal assistants belong to the nation-
al associations, it is the state leg-
islature in the state capitol (not 
Congress in Washington, DC) that 
can help you with reimbursement 
and licensing issues. For exam-
ple, the state senator from Peoria, 
Illinois, is not going to care about 
a few surgical assistants from 
Chicago, but if the same issue is 
being presented by the Illinois 
Surgical Assistant Association—
suddenly it is perceived as pertain-
ing to the whole state and is just not 
a “local problem” in someone else’s 
district. 

Professionalism in the field. 
Just as doctors, nurses, and archi-
tects in the state belong to their 
respective state associations, sur-
gical assistants need to have a state 
presence in order to be perceived 
as legitimate players among other 
professions. 

Fundraising capabilities
 If viewed as a legitimate organiza-
tion, a state association facilitates 
soliciting donations from surgical 
equipment companies and surgical 
assistants by offering them mem-
bership in the state association at 
corporate rates or as a regular mem-
ber fees rather than just donating 
money.

Enhanced networking 
opportunities
Because of the emergency nature of 
the work and practice setting, it is 
often difficult to meet other surgical 
assistants outside of the employer 
environment. Having a state asso-
ciation provides an opportunity to 
network with colleagues and build 
relationships that could turn into 
career opportunities. While nation-
al conferences also provide net-
working opportunities because of 
the geographic distances between 
the attendees, the job leads may not 
be as practical. 

Remaining updated about 
industry trends
A state association keeps members 
abreast of, and helps address issues, 
which are unique to your state such 
as insurance reimbursement, hiring 
practices, etc. 

Now that you can see the bene-
fits, you may be more motivated to 
form a state association. Here are 
some guidelines.

1. Keep overhead/time 
commitments down.
These days, everyone is busy and 
in your state members may have to 
travel a great distance to get togeth-
er. A lot can be accomplished by 
taking advantage of free conference 
calling. You can find links to free 
conference calling by just looking 
on the Internet. For surgical assis-
tants, Sunday nights have been a 
good time for conference calls.

2. Give them a title and get 
them involved.
In the beginning, the state associ-
ation will probably start out with a 
small group of people willing to get 
this initiative off the ground—that’s 
all that is required, but you have to 
make them feel needed. Nothing 
adds prestige like a title. You don’t 
have to have formal elections in the 
beginning—just ask who wants vol-
unteer to serve in what position 
(president, vice president, secretary, 
treasurer, and if there are people left 
over, appoint them Board members 
(or CE Chair, Legislative Chair, etc). 
Most states require three officers 
when filing articles of incorpora-
tion. Don’t think you need an attor-
ney to incorporate. You can print 
off the forms online and mail them 
in, or if one of your assistants lives 

HOW TO ORGANIZE 
A STATE ASSOCIATION
Margaret Vaughnn, Illinois Surgical Assistant Association lobbyist

There are many benefits to having a state association. I am the current exec-
utive director and founded the organization in 1997 as a way for surgical 
assistants to a have a voice at the state level. Because of this state associa-
tion, Illinois was successful in becoming the first state in the nation to pass 
a Registered Surgical Assistant and Registered Surgical Technologist Title 
Protection Act. This law allows nationally certified surgical assistants and 
surgical technologists to obtain a license from the Illinois Department of 
Professional Regulation and has turned the market around in a positive way 
for insurance reimbursements in Illinois. 

 In order to motivate people to form a state association, they have to 
understand the many benefits. 
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in the state capitol, the forms can 
be delivered in person. It is a lot less 
complicated than it seems. Once the 
organization is off the ground and 
your membership has grown, for-
mal elections can be held in the fol-
lowing year. 

3. Be Inclusive.
It is totally unproductive to fight 
against members of your own 
profession. A state association 
is not an educational certifying 
body; it is more a political arm—
and there is strength in numbers. 

Open membership to any nation-
ally certified surgical assistant. 
We have different membership 
categories and rates. For exam-
ple, Independent Self-Employed 
Surgical Assistant Rate—$150; 
Hospital Employed SA Rate—$100; 
CT & Student Rate—$25. We also 
have a Corporate Partner Rate 
of $250 for surgical equipment 

companies that includes a set of 
mailing labels for our associa-
tion and free advertisement on our 
website and in newsletters. It might 
be valuable to consider an associate 
member rate for doctors and other 
supporters. Work with the national 
certifying organizations to get the 
list of their members in your state. 
The national organizations can 
either email you the membership 
list for your state, or if you send or 
email the material, they will dis-
tribute it for you. 

4. Continuing Education Workshops.
Because continuing education is 
required, it is a great motivator to 
get people to meetings. If you would 
like to have a regular association 
meeting, provide continuing edu-
cation speakers before or after the 
meeting to provide an incentive for 
people to attend. When we first got 
started, we were renting spaces at 

hotels and conference centers. Then 
we found we could do it less expen-
sively by holding meetings at hos-
pitals and giving attendees meal 
vouchers for the hospital cafete-
ria for lunch (We provide continen-
tal breakfast and snacks). Attendees 
love this because they can get what-
ever they want to eat and we don’t 
have to worry about vegetarian or 
special diet requests, plus it is more 
affordable than having it catered 
or served in a conference center or 
hotel. Outside of the cost of mailing 
and postage to advertise the work-
shop, our only cost is $135 to feed 
breakfast and lunch to the attendees 
and the rest is profit. 

5. Communicate
Even if they don’t participate in 
events, your members need to hear 
from you throughout the year or 
they may not renew. We have two to 
three continuing education work-
shops a year. We have a group email 
list for everyone, and we also send 
out workshop flyers and member-
ship applications through regu-
lar mail. When you mail out the 
continuing education flyers, make 
sure you include an update about 
the profession or association. Keep 
them informed throughout the year.

6. Have Fun.
Once a year, the Illinois Surgical 
Assistant Association organizes 
a holiday party for members and 
their families. This year we were 
at a bowling alley. It helps to build 
camaraderie, gives members a bet-
ter chance to get acquainted in a 
relaxed setting and people real-
ly appreciate the fact they can bring 
their kids.

Julio Rodriguez-Florido, RSA; Ronnell L Showell, RSA; John Gennaro, Synthes; 
Constance F Czarnecki, CST,CFA, RSA;  and William Price, RSA. 
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The origins of this program can be 
traced back to the founder’s  training 
as a surgical technologist in the navy 
and his opportunity in 1989 to work in 
a surgical assisting agency in Denver, 
Colorado as a self-employed surgical 
assistant. At that time, no formal train-
ing for surgical assisting was available 
and most practicing assistants acquired 
their skills on the job.

The agency provided an opportu-
nity for training that resembled an 
apprenticeship, because it last for one 
year and only one individual could par-
ticipate. But that experience subse-
quently sparked the idea that a formal 
assisting training program could ben-
efit many surgical technologists who 
were seeking to advance their skills and 
possibly earn more income. In addi-
tion, this training could provide gradu-
ates with high-level skills and result in 
a competitive edge.

Last year the program enrolled just 
43 new students. Low enrollment fig-
ures have been attributed to a challeng-
ing economy and the need for CAAHEP 
accreditation. After recently receiving 
the CAAHEP accreditation, interest has 
grown and current projections estimate 
enrollment figures will reach between 
100 and 120 annually.

Up to now, the main point of con-
tact has been marketing to operating 
room personnel around the country 
but future efforts will involve a much 
more active relationship with surgical 
technologists and surgical technology 
students.

Most of the students enrolling in the 
program want a career advancement 
with increased income at the hospi-
tal where they are currently employed. 
Some are looking to have more respon-
sibilities than handing instruments and 
are seeking more new challenges and 

the chance to work more closely with 
their surgeons. 

Some students had already been 
asked to assist by their employers or sur-
geons. Many students have the ultimate 
goal of starting their own freelance sur-
gical assisting business or agency.

Presently, graduates have not 
required any type of jobs program. 
Most of the students have been enrolled 
by their employers or with their sup-
port, but the program is currently 
investigating establishing a jobs pro-
gram in the near future.

The greatest challenge facing the 
profession at this time is lack of status 
and recognition in the industry. Many 
accredited surgical assistant pro-
grams are now available, convenient 
and affordable enough for working O.R. 
professionals. Dan Bump, CST, CFA, 
is the program director. The website is 
www.acesatraining.com.

AMERICAN CENTER FOR EXCELLENCE IN SURGICAL ASSISTING


