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10 Proven Ways to Profit 
From Gastroenterology  
By Leigh Page

Here are 10 proven ways to profit from gastroenterology in 2011.

1. Open doors on evenings or weekends. Add hours to the 
end of  the day or open the facility on weekends. Barry Tanner, president 
and CEO of  Physicians Endoscopy in Doylestown, Pa., says his com-
pany manages several facilities that have regular Saturday hours. “Weekend 
hours for a busy facility can prove very successful,” he says. “They are great 
for patients.” Saturday hours, which typically are limited to mornings, are 
routinely the first slots to be booked for the whole week, he adds.

What Should 
Your ASC Pay 
Its Employees?
By Rachel Fields

How much an ambulatory surgery cen-
ter pays its employees depends on vari-
ous factors, including center location 
and amount of  revenue, presence of  
bonuses and incentives and movement 
of  compensation across the industry. 
Here are five questions every ASC 
should ask to help determine appropri-
ate employee salaries. 

1. Where are you  
located?
Physical location and presence of  
competing facilities plays a large role 
in determining employee salaries at a 
surgery center. If  a center is located 
in a community with several compet-
ing surgery centers, the ASC will likely 
have to set its wages at the same level 
as the other facilities to ensure robust 
recruitment and retention. If  the ASC 
is located in the same community as 
a hospital, matching salaries may be 
more difficult. Most surgery centers 
would struggle to offer salaries that 
compete with a local hospital or health 
system, but ASCs that pay significantly 

5 Surgery Center  
Specialties Predicted  
to Grow in 2011
By Rachel Fields

Every year, certain ambulatory surgery center specialties grow and 
others diminish as CMS approves new procedures and reimbursement 
rates change. Here three ASC industry veterans discuss five special-
ties that will likely see increased profitability and adoption in surgery 
centers in 2011. 

1. Spine. Spine is currently one of  the most attractive specialties for 
ASCs, according to Naya Kehayes, managing principal and CEO of  
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18th Annual Ambulatory Surgery Centers Conference — Improving Profitability and Business and Legal Issues 
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Don’t compromise while making your EHR decision.
Partner with the company with more ASC clients  

than all others combined.

 Vision EHR is certified as a Full Inpatient EHR system and:

 1.  Validates our commitment to meeting the highest industry standards 
for an EHR application 

 2.  Is fully integrated into the workflow, security, and reporting of your 
management system 

 3.  Has specialty-driven chart templates and is customizable 

 4.  Promotes best practices for workflow and achieves high user acceptance

 5.  Ensures consistent and thorough clinical documentation

 6.  Eliminates costly document storage

 7.  Helps facilities achieve and maintain compliance with regulatory 
requirements 

 8.  Has flexible payment options and can fully pay for itself in as little as 
15 months

 9.  Supports inventory management and cost analysis

 10.  Is backed by our Meaningful Use Compliance Guarantee for ASCs

For an assessment on how Vision EHR can help your facility lower costs and improve care,
please call Patrick Doyle at 866-675-3546, or visit us at sourcemed.net/vision.

SourceMedical is the premier provider of clinical and management software solutions.
Our innovative solutions currently assist over 2,200 ASCs and specialty hospitals improve operational  

efficiency and cash flow while facilitating improved service and care.

TM

“Vision EHR’s on-demand access to patient charts simultaneously has proven very beneficial to [our] staff and eliminates chart hunting.  
Anesthesiologists, PACU nurses, and billing staff have instant access to patient charts as needed which improves information workflows and creates 
more efficient processes.  Additionally, enabling insight into multiple areas allows for faster identification and resolution of problems.”  

  -    Ed O’Byrne, Administrator 
Stratham Surgery Center

Top Ten Reasons Why Now May Be the 
Right Time to Implement Vision EHR

SC6211
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the sterile wrapping.
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the sterile wrapping.

Tray Belts can be used to protect 
stacked trays from rips and tears.

Develop Your Own ASC
We’ll help you get to the top!

Together we can reach great heights.
Now is the opportune time to develop

your own ambulatory surgery center.

Partnership benefits include:
• Excellent return on investment
• Access to capital and 

experienced ASC partner
• Maximized case volume and revenue
• Decreased risk
• Reduced management burden
• Improved quality of life

Contact us today to
start your journey!

Acquisition • Development • Management

www.meridiansurgicalpartners.com   615-301-8142
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Publisher’s Letter:Given increased integration 
activity amongst physicians and hospitals and 
the increased amount of  governmental resourc-
es targeting such relationships, we have put to-
gether a short piece that is an overview of  ques-
tions that should be asked from a regulatory and 
business perspective with respect to physician-
hospital relationships. Many, if  not most, of  the 
questions are also applicable to surgery centers. 

We have also noted six key questions being asked 
by ASCs.

1. 13 Key Questions — Hos-
pital/Physician Relationships
The following 13 questions can be used as ba-
rometers to help assess legal compliance from 
a Stark Act, Anti-Kickback and Tax Exempt 
entity perspective. The core laws apply whether 
the physician is to be employed, co-managed or 
integrated with a hospital through other affilia-
tion models. 

1.  Is the relationship truly needed? E.g., is a med-
ical director necessary for the position? What 
value will this position add? Has the position 
been manufactured as an excuse to provide 
compensation to physicians?

2.  Is the position and payment wholly unrelated 
to referrals or the intent to retain business? If  
any one purpose of  a payment is in exchange 
for referrals, it can be deemed unlawful. 

3.  How comparable is the position to other posi-
tions in the hospital when it comes to special-
ties of  lower financial value? I.e., is a position 
only funded because it relates to high value or 
volume specialties? 

4.  How comparable is the position to those at 
competing hospitals?

5.  Is the payment fair market value? If  so, what 
evidence supports this? Is there a third-party 
valuation or objective, external evidence to 
defend the value?

6.  Has the relationship between the hospital and 
the physician been approved by internal par-
ties who are unrelated to the outside parties 
involved? I.e., is the physician who will receive 
such payment not part of  the committee or 
board approving such payment? 

7.  Does the relationship meet a Stark Act ex-
ception and an anti-kickback safe harbor? If  
a non-employment arrangement, is the rela-

tionship set to pay a fixed aggregate amount 
per year and not vary per the year? Many safe 
harbors require that aggregate payments be 
set in advance. 

8.  Can a rebuttable presumption under the In-
ternal Revenue Code be obtained that the re-
lationship doesn’t create private inurement or 
excess benefit?

9.  Has the hospital’s compliance officer, or legal 
counsel, approved the relationship?

10.  Is there a contracting file with legal and valu-
ation approval? Has there been a comprehen-
sive and detailed review of  legal concerns?

11.  Will the relationship be viewed in the con-
text of  an organization that has a culture of  
compliance?

12.  Is there a short memo that supports the true 
need for the relationship?

13.  Can this relationship be considered standard 
for the system, or is it highly creative and 
unusual?

Publisher’s Letter 
13 Key Legal Questions for Hospital-Physician Relationships; 6 Questions Being Asked by ASCs
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ASCOA is a privately-held, physician-owned ASC management and development com-
pany based in Hanover, Mass., which currently operates 36 surgery centers across the 
United States. The company has several more under development. In total, ASCOA has 
developed or turned around more than 60 ASCs.

The company was formed by Brent Lambert, MD, Tom Bombardier, MD, and George Vio-
lin, MD. It is now led by CEO Luke Lambert, CFO Robert Westergard and Drs. Lambert 
and Bombardier. 

Its	leadership	team	has	years	of	experience	in	real	estate,	staffing,	training,	equipping,	
licensure, accreditation and compliance.  ASCOA works with client ASCs needing a turn-
around	to	correct	major	problems	such	as	poor	management,	inefficiencies	caused	by	
overbuilding and loose scheduling, lack of surgeon recruitment and lower-than-optimal 
reimbursement per case. 

The ASCOA model keeps the control of the ASC with the physician-partners. ASCOA 
owns a minority share in each surgery center it develops or turns around.

“The physician principals of ASCOA are dedicated to achieving for our ASC physician 
partners	the	highest	quality	of	patient	care	and	the	best	financial	returns	in	the	industry,”	
says Dr. Brent Lambert. “We do this by staying at the forefront of our industry as 
we	navigate	the	changes	in	our	healthcare	system.”	www.ascoa.com	

2) 6 Key Questions Being 
Asked of ASCs
In the ASC context, six of  the key current  
questions being asked are:

1.  Can the practice or ASC profit from  
anesthesia and pathology?

2.  What will co-management pay?

3.  Should we sell our ASC or practice?  
To a hospital or national chain?

4.  How can we price shares to sell to new  
physicians?

5.  Can we stop partners from becoming  
hospital employees? 

6.  What place does our ASC have in an ACO?

Should you have any questions about these issues 
or any other subjects, please contact me at (312) 
750-6016 or at sbecker@mcguirewoods.com. 

Very truly yours,

Scott Becker
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Eveia Health Consulting & Management. Data 
from Healthcare Appraisers’ 2010 ASC Valua-
tion Survey backs up her claim: According to 
responding ASC companies, orthopedic spine 
is the second-most desirable specialty in ASCs. 
She says the migration of  laminectomies and the 
growing interest in anterior cervical discectomy 
and fusion will present a great opportunity for 
spine centers as more insurance companies feel 
comfortable moving the cases to ASCs. “Some 
payors are even open to the potential of  sur-
gery centers discharging bigger spine cases to 
skilled nursing facilities,” she says. “If  there’s 
a contractual relationship with an in-network 
skilled nursing facility that can be aligned with 
a surgery center, some payors are open to that 
discussion.” 

Goran Dragolovic, senior vice president at Sur-
gical Care Affiliates, agrees that spine will see 
more attention over the next few years as mini-
mally invasive procedures advance. “We believe 
we have just scratched the surface of  [minimally 
invasive spine],” he says. He says in order to move 
minimally invasive spine into the ASC, surgeons 
must be comfortable moving their cases into the 
outpatient arena. “We are seeing that orthope-

dic surgeons as a totality are moving at a more 
rapid pace than neurosurgeons, but we have also 
seen an increased openness in neurosurgeons in 
bringing cases to our facilities.” 

Joe Zasa, managing partner at ASD Manage-
ment, says an ASC planning to add spine should 
be ready to go through all its contracts and en-
sure the appropriate codes and carve-outs are 
included. “You can still do [spine cases] in the 
surgery center, but you’ve got to set fees for 
them that are appropriate and market-driven,” 
he says. 

2. Orthopedics. Mr. Dragolovic says CMS’ 
decision to transition ASC reimbursement 
methodology from the grouper methodology 
to HOPD APC rates has introduced procedures 
not previously covered in the ASC by Medicare. 
According to the Healthcare Appraisers’ survey, 
general orthopedics is the most desirable spe-
cialty for ASC companies, with 94 percent of  re-
spondents approving of  orthopedics. “Number 
one, it has opened the door to a large number 
of  procedures that were not permitted to be 
done in the surgery center, and secondly, it has 
started to remedy some of  the reimbursement 
inequities for some procedures,” he says. One 
of  the specialties to benefit from this transition 
is orthopedics. Today, arthroscopies and ACL 

reconstruction in orthopedics pay more appro-
priately to ASCs than in the past. Mr. Zasa also 
predicts that partial knee replacements will move 
into ASCs as they sit on the “cutting edge” of  
the specialty. 

Ms. Kehayes predicts that the transition of  these 
procedures into ASCs will depend in part on 
the relationship between the payor and the lo-
cal hospital. “When you pull these higher acu-
ity types of  cases out of  a hospital setting, this 
poses some concerns to insurance companies 
in certain markets about whether the hospital 
is dependent upon those types of  surgeries for 
their sustainability,” she says. “At the end of  the 
day, the insurance company needs the hospital in 
their network in order to sell insurance and pro-
vide all services in their network to their mem-
bers.” She says this issue applies to procedures 
such as total joint surgery, spine surgery and any 
cases that represent a large revenue stream to 
hospitals, which may become more attractive to 
ASCs as technology advances. 

3. Bariatrics. The FDA’s decision to lower the 
patient body mass index necessary for bariatric 
surgery was one of  the biggest developments 
for ASCs in the past 12 months, Mr. Dragolovic 
says. Previously, the FDA recommended Lap-
Band surgery for healthy patients with a BMI or 

5 ASC Specialties Predicted to Grow in 
2011 (continued from page 1)

3.625 X 5

Why Spend Your Money...
When You Can Spend Ours?

• New Facilities & Services
• Predictable cost structure
• Significant earnings upside
• No upfront capital required

The C/N Group, Inc. works with healthcare systems to improve
and expand their outpatient services. Under a Purchased Services
model, we can develop any outpatient facility and through a simple
turnkey asset lease, provide you with new services to offer the
community.
The lease can include the real estate and/or the ancillary
business itself.

Attention Healthcare Administrators:

One Cambridge Square • 114 East 90th Drive • Merrillville, IN 46410
Tel:219-736-2700 ext. 225 • Fax:219-756-3100 • www.thecng.com

The C/N Group is a family-owned and -operated ASC manage-
ment and development company which was founded in 1980 and 
is based in Merrillville, Ind. The company focuses on the develop-
ment, ownership and operation of healthcare facilities including 
ASCs,	medical	office	buildings,	and	diagnostic	imaging	centers.		

C/N Group is owned and managed by the Chopra family — Ravi, 
Raman and Rajiv — and employs more than 200 people among 
its Western New York, Northwest Indiana and North Texas re-
gional markets.

During	its	initial	years	of	operation,	the	firm’s	primary	focus	was	
physician practice management and consulting, after which it 
expanded its services to include the development and day-to-day 
operation of healthcare facilities. It has developed of dozens of 
outpatient centers and more than 500,000 square feet of health-
care-oriented space.  

While	the	firm	is	actively	involved	in	several	new	opportunities	
within	its	core	ASC,	medical	office	and	imaging	segments,	it	also	
plans industry and geographic extensions going forward.  

“We are continuing our mission of partnering with physicians and 
hospitals	to	enhance	the	art	and	science	of	healthcare	delivery,”	
says Ravi Chopra, C/N Group’s CEO. “2011 will see us move into 
growing industry segments such as outpatient radiation oncology 
centers and into new surgical specialties including spine within 
our	existing	ASCs.”	www.thecng.com 



10 Sign up for the FREE Becker’s ASC Review E-Weekly at www.beckersasc.com or call (800) 417-2035

over 40 or a BMI or 35 with at least one co-morbidity. The recommenda-
tion has now been altered to include patients with a BMI of  30 or above 
with at least one co-morbidity. According to Allergan, the company that 
manufacturers the Lap-Band, approximately 37 million Americans have a 
BMI of  30-40 with at least one co-morbid condition. 

“This basically has expanded the market [of  weight-loss surgery pa-
tients] by 11 million people, and it has expanded the right segment of  
the market,” Mr. Dragolovic says. “ASCs are suited well to perform 
Lap-Bands on people who did not have a tremendous amount of  com-
plicated co-morbidities.” In other words, ASCs can safely perform Lap-
Band surgery on less obese patients, whereas more obese patients may 
pose risks that require surgery to be performed in a hospital setting. 
Mr. Dragolovic predicts surgery centers — especially those that already 
provide weight-loss surgery — will profit significantly from the market 
expansion. 

4. OB/gYn. While OB/GYN ranked low on the Healthcare Appraisers 
survey for desirability in 2010, Ms. Kehayes believes OB/GYN presents 
a significant opportunity for surgery centers that can move vaginal and 
total hysterectomies out of  the hospital setting. “Vaginal hysterectomies 
are a little easier for surgery centers to do, but total hysterectomies are not 
out of  the question,” she says. Total hysterectomies are more likely in the 
ASC setting if  the center is located in a state with extended recovery care 
or 23-hour care, she says. If  a surgery center already books a large number 
of  OB/GYN cases, Ms. Kehayes recommends talking to surgeons about 
whether they would be comfortable bringing hysterectomies to the center. 
“If  the answer is yes, go to the payors and talk to them about it,” she says. 
“It could be a win-win to move hysterectomies out of  the hospital.” 

Mr. Dragolovic says OB/GYN has also benefited from the move to 
HOPD APC rates, as hysteroscopies and laproscopies have become more 
profitable for surgery centers. 

5. Ent. Ms. Kehayes continues to see a progression of  cochlear and 
BAHA implant procedures into ASCs, although she says BAHA proce-
dures are moving more quickly. She says while these procedures may be 
approved for the ASC setting, the biggest challenge may be convincing 
physicians to move these cases when appropriate. “As CMS has approved 
some of  these bigger cases, like cochlear and BAHA, a lot of  [the task] 
is educating the physicians to ensure they are paying attention to the full 
gamut of  codes that are now approved.” She says she is regularly surprised 
by how many ASCs do not pay attention or realize the opportunity that 
may exist with  newly-approved codes. 

She recommends ENT centers talk to their ENT physicians and let 
them know that cochlear and BAHA implants are now on the ASC 
approved list and can be performed in the center. If  physicians are 
interested in moving the cases over from a hospital, payors should be 
willing to work with the center because these cases often result in a 
meaningful cost savings. Contracts may need to be negotiated if  they 
historically were not set up with adequate rates for these services. The 
2010 Healthcare Appraisers’ survey reports that 76 percent of  respond-
ing ASC companies felt ENT was a desirable specialty, making in the 
fourth most popular on the list.  n

Contact Rachel Fields at rachel@beckersasc.com.
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Extending hours of  operation at Berks Center 
for Digestive Health in Wyomissing, Pa., has al-
lowed patients to come in later in the day, ac-
cording to John Gleason, the administrative di-
rector of  the center. The center has also added 
weekend hours. However, a center would have 
to have enough volume to stay open through 
the afternoon to be open in the evenings, says 
Eric J. Woollen, vice president of  managed care 
at Practice Partners in Healthcare, based in Bir-
mingham, Ala. “It would not be practical to send 
staff  home for a few hours during a lapse in cas-
es and have them come back in the evening,” he 
says. “Since GI centers can start as early as 6 in 
morning, volumes would have to be pushing the 
seams to go into the evenings.”

When all is said and done, GI centers must have 
high volume to survive, Mr. Woollen adds. “For 
a single-specialty GI center, volume drives re-
imbursement,” he says. Mr. Tanner agrees. He 
calculates that if  a GI procedure room operated 
just eight hours a day, it would produce about 
16 cases per day or roughly 4,016 cases per year. 
“While full utilization is usually not possible, 
due to cancellations and no-shows, it is certainly 
reasonable to aim for 80 percent utilization or 
about around 3,200 cases annually,” he says.

2. Stay single-specialty. Mr. Tanner is a pro-
ponent of  single-specialty GI centers. “We still 
believe that single-specialty has the advantage of  
efficiency and quality from many perspectives, 
including staffing, block-scheduling, training, 
equipment and supplies, patient satisfaction and 
benchmarking,” he says. “Many of  these issues 
will be even more key as healthcare continues to 
evolve and accountable care organizations gain 
traction.” As ACOs attempt to manage the full 
cycle of  care for each type of  patient, they will 
need to bundle GI patients in practices with the 
procedures they receive in GI ASCs.

Multi-specialty centers may be less efficient, he 
adds. “Mixing utilization with specialties that 
have longer OR times makes it more difficult to 
schedule efficiently,” Mr. Tanner says. GI cases 
such as colonoscopy and EGD usually last 15-
30 minutes and recovery lasts about 45 minutes, 
but orthopedics or podiatry procedures can take 
much longer. Single-specialty can also help attract 
GI physicians. “All things being equal, would a 
GI physician rather be in a single-specialty GI 
facility if  that opportunity exists? I think that the 
answer would be a definite yes,” he says. “How-
ever, from a physician recruitment standpoint, I 
don’t believe that physicians will chose to prac-
tice in any particular area simply due to the avail-
ability of  a single-specialty ASC.”

Mr. Woollen believes both single-specialty and 
multi-specialty scenarios can be successful for 

GI. “This is one of  those cases of  ‘flip a coin, 
pick heads or tails,’ “ he says. “If  the current 
physician-utilizers are maxed out in the volume 
of  cases they are bringing to the ASC and you 
still have open time, then you may want to con-
sider adding a specialty. A GI case doesn’t pay 
as well as say an orthopedic case.” But he added 
that the projected volume and reimbursement of  
a new specialty has to be worth buying the new 
equipment and training staff  to handle the cases. 
“If  you are a high-volume GI center and you are 
efficient, you may not need to bring in another 
specialty,” Mr. Woollen says. “Single-specialty 
ASCs can take advantage of  synergies and run 
efficiently. It is less complicated.” These centers 
have the same types of  cases, same expectations 
and same turn-around times.

3. Market colonoscopies. Under the health-
care reform law, insurers are required to cover 
the entire cost of  screening colonoscopies, but 
do most Americans know that? “We are begin-
ning to see an increase in marketing in general,” 
Mr. Tanner says. “Marketing definitely does have 
its place and we know that it can have a positive 
impact.” Much of  colonoscopy marketing would 
be done at the practice level because the focus is 
on making patients aware of  the need and the 
care that GI-physicians provide.
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Mr. Tanner believes marketing can be imple-
mented in part through e-mail and social media. 
“In today’s information age, characterized by in-
stant feedback, I believe that up-to-date patient-
communication portals are the key,” he says. “As 
healthcare changes, and as patient awareness 
grows and patients do more homework on their 
own, prior to consulting with a physician, I be-
lieve physicians are starting to see a need for re-
maining relevant in today’s electronic age.”

ASCs should perform community outreach, 
looking into the areas of  the community that are 
not getting screened for colon cancer, according 
to Rick Jacques, president and CEO of  Cove-
nant Surgical Partners. Marketing will be a chal-
lenge, however. A report in the Archives of  Inter-
nal Medicine found that sending email messages 
and Web-based risk assessment tools to patients 
about colorectal tests and even following up 
with phone calls had only modest success.

4. renegotiate payor contracts. GI-ne-
gotiators advise that many payors, if  pressed, 
would agree to increase their fees, especially 
if  the facility can demonstrate high quality. “I 
simply believe that all contracts should stand 
on their own,” Mr. Tanner says. “While there 
are numerous elements of  all contracts that are 
similar, rates can vary geographically and demo-
graphically, based upon several factors that are 
not directly tied to CMS reimbursement.”

While Medicare payments to GI centers fell in 
the past four years during the phase-in of  the 
Outpatient Prospective Payment System, many 
private payors stayed with the old grouper system 
to pay GI ASCs. This has been a godsend to GI 
centers. “We try to avoid any third-party payor 
contracts getting linked to Medicare OPPS,” Mr. 

Tanner says. Mr. Woollen cautions that centers 
need to make sure that contracts that stay with 
Medicare groupers need to account for inflation 
since 2007, when the groupers ended. “Read the 
contract carefully to make sure it isn’t referring 
to current Medicare rates and always research 
your costs,” he says. If  the payor wants to switch 
to OPPS, “remind them that other procedures, 
such as general surgery and pain management, 
are also in that group,” he says. “If  you lower the 
whole category you’re going to penalize other 
specialties as well.”

When GI centers negotiate for groupers, their 
biggest selling point is that their costs are much 
lower than the hospital’s. In fact, at Northwest 
Michigan Surgery Center in Traverse City, Mich., 
the price of  a colonoscopy is about half  that of  
the local hospital, according to CEO Jim Stilley.

5. Sign up more gI physicians. “Gastro-
enterologists have an incentive to become part-
ners in an ASC if  they have not already done 
so,” Mr. Woollen says. With Medicare reimburse-
ments falling, “GI docs want to find a way to 
earn those revenues back,” he says. “Give them a 
trial run. They can come in, do some procedures 
and see how it works. But if  they bring in only 
five cases a month and you need 20 cases, it may 
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not be a good fit.” If  these physicians do work out, Mr. Tanner says they 
might be fast-tracked to ownership status, giving them a firm stake in the 
enterprise. “We often see ASC ownership being made available to physi-
cians in the first one to three years, but it can be quite variable,” he says. “In 
areas where it is particularly difficult to recruit, we tend to see shorter wait 
times to ASC ownership.” The physician can earn a substantial amount of  
ancillary income from an ASC ownership, sometimes as much as he earns 
in professional fees, according to Mr. Jacques.

“Unaligned gastroenterologists are still out there, but overall, the pool has 
been shrinking,” Mr. Woollen says. “There are not many left who have not 
already invested in an ASC or joined a hospital system. However, some 
practicing physicians may relocate to the area and newly graduated physi-
cians may arrive.” Newly minted physicians tend to join existing groups. 
“If  the partnership is expanding, the ASC can benefit,” he says.

6. Engage your employees. An ASC that engages employees can help 
the center reach optimum levels of  efficiency. This can be done through 
frequent staff  meetings, engaging in staff  recognition and openly encour-
aging physician participation, Mr. Tanner says. OR teams who work closely 
with physicians can reach optimum efficiency levels. “The physicians are 
typically very busy and often not very proactive in terms of  team-building 
and staff-management,” he says. “The ASC administrative team needs to 
establish the overall tone of  the facility and work constantly to set a posi-
tive example and to reinforce the style, the character and the overall atmo-
sphere of  the ASC.” For example, Kendall Endoscopy and Surgery Center 
in Miami provides opportunities for physicians and staff  to socialize and 
create strong bonds, such as at yearly holiday parties.

7. Improve patient satisfaction. Patients’ opinions about the care 
they receive “are almost always heavily influenced by how they are treated 
at the front desk right through to recovery and discharge,” Mr. Tanner 
observes. “It is the interactions they have all along the way that help them 
to judge the quality of  care.” That first 30 seconds when the patient walks 
through the door can often be the determining factor. “Much of  this is well 
within the control and responsibility of  ASC administration,” he says.

In satisfaction surveys, patients often provide thoughtful suggestions to 
help the ASC improve, Mr. Woollen says. Patients’ criticisms can turn into 
useful advice. One example might be a patient saying he did not have a sep-
arate room to discuss issues, which is an important consideration in com-
plying with the HIPAA privacy law. When reviewing patients’ responses to 
surveys, “look for good ideas,” he says. He adds that patient satisfaction 
surveys are moving from paper to digital format, which gets a slightly high-
er response rate, with about one-third of  surveys filled out and returned.

8. reach out to referring physicians. Affiliated GI practices should be 
encouraged to reach out to primary care physicians who refer cases to them. 
“Ease of  patient referrals is a major concern,” Mr. Tanner says. “The profes-
sional practice should be tracking and carefully monitoring physician referral 
patterns.” When referrals become difficult, wait times lengthen and patients 
complain about how they were received. “This can have devastating effect on 
referral patterns,” he says. To address this problem, some GI practices have 
designated “practice representatives” who work as liaisons with primary care 
practices, he says. The representatives stay in touch with referring physicians 
and their staff  and assist them to make the patient experience a great success.

9. Work with the hospital. Mr. Tanner says GI-driven ASCs need to 
develop closer relations with hospitals. In past years, “many ASCs have 
prospered by removing case volume from the hospital,” he says. “Now I 
believe there is a need for a more cooperative and collaborative relationship 
with the hospital that involves more coordination of  care.”

With the advent of  ACOs, hospitals may reach out to ASCs to build partner-
ships, he says. But even if  they don’t join ACOs, hospitals have developed a fair 
amount of  market power. In markets with significant physician employment at 
hospitals, “the hospital is a formidable influence on referrals,” Mr. Tanner says. 

“This trend cannot be ignored. Nor can one of  the underlying motivations 
of  the hospital, control over referral patterns. Determining strategically how 
to work with and interact with the hospital and its employed physicians may 
become a critical survival factor.” Mr. Woollen agrees that relationships with 
hospitals have become more important. “Because hospitals now have many 
primary care physicians, it’s important to reach out to them,” he says.

10. Consider a joint venture with a hospital. Hospitals have been 
forging joint ventures with surgery centers, even acquiring total ownership 
and turning them into hospital outpatient departments. But when convert-
ing to an HOPD, gastroenterologists lose their entire ownership share and 
thus give up an important alternative source of  income. Joint ventures with 
hospitals, on the other hand, can be promising. “We have a GI center in 
the hospital space,” Mr. Woollen says. “It takes an enlightened hospital to 
partner in one and it can be an tricky relationship for a surgery center un-
less the hospital agrees to be a partner.”

Mr. Tanner adds: “We now actively seek ways to partner with the hospital 
while still retaining physician independence. There need to be physician-
controlled incentives to deliver highly efficient high-quality care.”

Mr. Woollen warns, however, that it may not be possible for a partnering 
ASC to share the hospital’s substantial leverage in managed care contracts. 
If  the center is under a separate tax-identification number from the hospi-
tal, the insurer will probably require a separate contract. “The decision is 
up to the insurers,” he says, “but they are not going to want to pay hospital 
rates to an ASC if  they can help it.” The center can, however, use the hos-
pital’s leverage for other payor issues, such as overcoming payment delays 
and getting the responses to its queries, he says. n
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MEDICAL FACILITIES CORPORATION

Our Specialty Surgical Hospitals and Ambulatory Surgery Center 

provide world-class surgical professionals a leading-edge environment 

to apply their expertise. We deliver care. We deliver results.

QUALITY TEAMS DELIVERING  
SUPERIOR RESULTS

South Dakota
Black Hills Surgical Hospital
Dakota Plains Surgical Center
Sioux Falls Surgical Hospital

Oklahoma
Oklahoma Spine  
Hospital

California
Surgery Center of Newport Coast

Contact us at 1·877·402·7162  or www.medicalfacilitiescorp.ca



14 Sign up for the FREE Becker’s ASC Review E-Weekly at www.beckersasc.com or call (800) 417-2035

less than the local hospital may risk losing staff  
members. 

In situations where the ASC must compete with 
a hospital, many surgery center administrators 
advise touting the surgery center’s other benefits 
in lieu of  providing competitive salaries. ASC 
staff  members have holidays and weekends off  
and generally leave the center in the afternoon, 
rather than working late hours and coming in 
on Saturdays. Surgery centers often provide a 
more tight-knit atmosphere and a less bureau-
cratic structure for employees with suggestions 
or requests. 

Geographic location also plays a role in compen-
sation, according to data from VMG Health’s 
2010 Multi-Specialty ASC Intellimarker. Accord-
ing to the survey, staff  members in surgery 
centers in the Western United States (defined as 
California, Oregon, Washington, Idaho, Nevada, 
Montana, Wyoming, Utah and Arizona) make 
more than staff  members in any other area of  
the country, at an average of  $29.01 for all staff  
members. Here is a breakdown of  nurse, tech 
and administrative staff  salaries in different ar-
eas of  the country:

nurse staff 
West: $35.33 
Southwest: $31.34 
Midwest: $27.51 
Southeast: $29. 36 
Northeast: $31.32

tech staff  
West: $22.24 
Southwest: $19.33 
Midwest: $18.38 
Southeast: $18.84 
Northeast: $20.34

Administrative staff 
West: $24.21 
Southwest: $21.30 
Midwest: $21.62 
Southeast: $22.96 
Northeast: $24.15

2. Will you offer bonuses  
to employees? 
Some surgery center administrators choose to 
offer bonuses to staff  members to incentivize 
and reward hard work. According to the ASC 
Association’s 2010 ASC Employee Salary & Ben-
efits Survey, the majority of  managers are eligible 
for bonuses:

• Administrators – 75 percent 
• Business office managers – 63 percent 
• Directors of  nursing – 64 percent 
• Materials managers – 53 percent

The way a bonus is determined will affect how 
much the employee is paid in total compensa-
tion. For example, some surgery centers choose to 
distribute bonuses based on a percentage of  total 
profits at the end of  the year, meaning employees 
benefit if  the center succeeds financially. Others put 
a certain percentage of  the manager or employee’s 
salary “at risk,” so total possible compensation is 
determined at the beginning of  the year but only a 
certain amount is guaranteed unless goals are met. 
It makes sense to gauge how bonuses will affect an 
employee’s total compensation to make sure your 
ASC is paying a competitive salary without going 
over budget on staffing costs.

3. How is industry-wide 
compensation changing 
over time?
Make sure your center keeps an eye on industry 
trends to make sure your salaries are still com-
petitive. Average compensation for a nurse in 
1999 is likely to be significantly different from 
compensation in 2010, so stay updated on cur-
rent salary reports. For example, registered 
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nurse salaries increased 1.1 percent in 2010 over 2009 to a median salary 
of  $60,500, while salaries for business office managers, anesthesiologists, 
instrument technicians and operating room technicians stayed constant, 
according to the ASC Association salary survey. 

For most ASC positions, 2009 salaries saw a jump from the previous year. 
Operating room technicians saw their salaries increase from an average 
of  $38,230 annually to $40,000 annually, while licensed practice nurses 
increased from $37,958 to $39,500 and receptionists/admitting clerks in-
creased from $27,560 to $28,662. The only salaries to decrease in 2010 
were medical director salaries, which dropped four percent to a median 
salary of  $28,800. 

These changes — mostly ranging from 1-4 percent — may not seem sig-
nificant, but they add up over time. In addition, a new nurse faced with 
a $2,000 higher salary at another facility is likely to choose employment 
elsewhere unless you can provide an outstanding rationale for your com-
pensation decision. 

4. How much revenue do you bring in?
When benchmarking your center against other centers across the country, 
make sure to look at centers with similar revenue streams. If  your ASC has 
two operating rooms and net revenue of  $4,000, you are unlikely to offer 
the same salaries as a seven-OR center with significantly higher revenue. 
According to VMG Health’s survey, ASCs with more than $6.99 million 
in annual net revenue pay their employees an average of  $26.60 per hour, 
compared to $25.81 per hour for ASCs with less than $4.5 million in net 
revenue. Nurses in ASCs with greater revenue make significantly more per 
hour than nurses in less profitable centers, at $31.65 per hour compared to 
$29.82 per hour. 

No matter how your ASC compares to other centers across the country, 
your salary costs should always fit your budget. If  your revenue is down, 
you may have to explain to employees that bonuses must be eliminated 
or salaries must be frozen while efforts are made to increase profits. If  
net revenue is down in your area because of  decreased reimbursement or 
other issues, you may find that other local surgery centers are experiencing 
similar issues and are limiting their compensation as well. 

5. How will you reward  
credentials? 
It is important to establish how you intend to compensate employees for 
coming to the center with certain credentials. You want pay to be fair and 
equitable across the center, which means rewarding employees with similar 
education levels and credentialing in a similar manner. Some positions have 
various credentials and certifications associated with their roles that are 
compensated differently across the healthcare system. For example, reg-
istered nurses with critical care certifications can earn up to $32.88, while 
registered nurses with advanced cardiac life support certifications generally 
top out at $31.86 per hour, according to data from PayScale. Basic life 
support certification can earn nurses from $21.56-$29.56 per hour, while 
nurses with CPR certification can earn from $22.20-$30.76.

Coders are also compensated differently depending on credentials. The 
American Association of  Professional Coders examined average coding 
salaries for 16 different coding credentials and found that salaries differed 
significantly based on credential. Statistics on salaries for employees with 
the job title “coder,” divided by credential, are listed below:

CPC-A: $32,792 
CPC: $39,953 
CPC-H: $42,930 
CPC-P: $45,750 
CPC-1: $50,543 
CASCC: $41,591 
CANPC: $41,574 

CCC: $40,250 
CEDC: $50,000 
CEMC: $45,000 
CGSC: $42,500 
CHONC: $35,357 
COBGC: $43,690 
COSC: $41,912 
CIRCC: $45,595 
CPMA: $42,937

The examples of  registered nurses and coders indicate that different cre-
dentials demand different levels of  compensation. Be aware that employees 
who come into the center with higher education, certification or credential-
ing may expect more than the industry average, and make sure your center 
pays consistently to avoid staff  dissatisfaction and turnover. n

Contact Rachel Fields at rachel@beckersasc.com.
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Tri-State Surgery Center, located in 
Dubuque, Iowa, is a physician/hospital 
joint-venture ambulatory surgery center. 

The ASC is managed by Health Inventures. It 
is a multi-specialty facility with three ORs, two 
GI suites and on track to do about 5,000 cases 
this year.

Mary K. Ryan, CASC, MBA, is administrator for 
the surgery center and has worked in it since its 
inception in 1998. She discusses the history of  
the ASC and how it has maintained success as a 
joint-venture ASC for more than 12 years.

Q: how did this joint-venture ASC come 
to fruition?

Mary ryan: There’s a large medical group 
in the Dubuque area called Medical Associates 
Clinic and Health Plans. In 1997, the physi-
cians progressively envisioned an ASC in their 
new medical office building on the west side 
of  Dubuque so they looked to the local hospi-
tal — Mercy Medical Center — to partner with 
because of  the certificate-of-need legislation in 
Iowa. In hindsight, it was fortunate for the cen-
ter to be set up this way since that seems to be 
the direction that the industry is moving.

In 1998, the ASC opened up as a department of  
the hospital for a few months and then in No-
vember it transitioned into a 50/50 joint venture 
between the physicians and hospital. . Health 
Inventures manages the ASC and has been the 
management company since the inception of  
the center and was involved in setting up the 
whole structure.

I was part of  the Health Inventures’ team from 
the beginning. Many of  the staff  members used 
to work at the hospital and transitioned over to 
the ASC as we were not only familiar with and 
respected this large physician group, we were 
excited about an opportunity to be a part of  
something new and wonderful for Dubuque. 
This was such an exciting time as we built a very 
knowledgeable and experienced team that would 
deliver exceptional care. I was fortunate enough 
to be hired as the director of  nursing and then 
was able to grow into the administrator role a 
couple of  years later.

Q: Why have the physician group and 
hospital been able to work well togeth-
er for the ASC? 

Mr: We’ve been fortunate in that the leadership 
positions from the hospital and the physician 
group have been very supportive of  the separate 
ASC entity. Our legal entity is a 50/50 deal between 
the two. We have three administrative members 
from the hospital on our board and three physician 
members from the clinic side as voting members. 
They have been able to come to the table with their 
surgery center hat on which has been an enormous 
benefit to the center itself. Sometimes they come 
to the table making decisions that impact the ASC 
which may not be the best possible decision with 
respect to their own organization. When every-
body comes to sit at the table with the same goal in 
mind, it certainly makes it a lot easier for the ASC 
to succeed and thrive. This, in turn, means success 
for both organizations as well.

They also have two other joint ventures they par-
ent together, which helps them to really maintain 
a strong working relationship. These include Tri-
State Occupation Health services and the Family 
Care Network.

Q: A concern for hospitals entering into 
joint ventures is a loss of case volume 
to the ASC. how has this issue been ad-
dressed?

Mr: Our hospital parent really rose to the occa-
sion from the beginning. When we first opened, 
there were a lot of  unknowns as to the large 
possible volume that was going to be transition-
ing from the hospital setting that would now 
be done at the ASC. They were able to backfill 
pretty quickly with more higher-acuity patients 
and different service lines.

Also, our ASC really looks at our specialty mix 
and payor mix very closely, and benchmarks the 
types of  cases we’re doing. Back in Jan. 2010, the 
ASC board decided that based on the new Medi-
care payments we were going to receive that it 
didn’t make fiscal sense to continue to do Medi-
care GI procedures. That large case volume — 
we’ve predicted to be around 700 cases — was 
then transitioned out of  the ASC and back into 

the hospital environment. It was a large in-flow 
of  patients for the hospital in a short period of  
time. We complement the types of  cases we do 
and try hard not to duplicate the types of  proce-
dures at both places.

It’s really an ongoing collaborative effort be-
tween the two groups (physician group and hos-
pital). If  they did not work like this, the relation-
ship could be difficult.

Q: What are some of the ways the ASC 
benefits from the hospital partnership?

Mr: It’s really easy for me to pick up the phone 
and give the hospital’s human resources depart-
ment a call to ask questions, for example, espe-
cially when we have questions about our pension, 
which the team is lucky to be able to participate 
in. There’s a lot of  information, knowledge and 
skill-sharing back and forth. Not only HR is-
sues but we also tap into the laundry services, 
biomedical engineering and transcription at the 
hospital at fair market value. We tap into things 
already done very well at the hospital which 
would not make sense for us to try to replicate.

Also, ASCs sometimes run into situations when 
they don’t have the instrumentation or the sterile 
supplies they need. It’s nice to look to your hos-
pital partner for sharing.

Q: What is an area you have been tar-
geting for improvement between the 
ASC and the hospital?

Mr: Referring the previous statement, it’s im-
portant to remember to not over-ask for items. 
What we really try to do here is make sure that not 
only are we in this relationship for borrowing and 
obtaining resources from the hospital but also to 
make sure the hospital is aware of  the resources 
we have here at the ASC that perhaps it doesn’t 
make sense for the hospital to also own. We’ll 
purchase or own [a resource] and maybe loan it to 
them for fair market price. That’s been something 
we’ve been working really hard on and is some-
thing we can probably do better.

Q: What do you think is critical to start-
ing the joint-venture relationship off on 
the right foot?

Characteristics of a Successful  
Physician/Hospital Joint-Venture ASC
By Rob Kurtz
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Mr: When you start talking about doing a 
joint-venture, make sure both parties come to 
the table and explain what they can bring to the 
relationship, what are their individual strengths. 
Make sure every time you get together, you’re 
talking about what each partner is bringing that 
adds value. If  you explore that early on, then 
you don’t have to build that or look for it as you 
work through the process. From the physicians’ 
perspective, they’re bringing the patients so it is 
important to identify what the hospital partner is 
going to do to help support the entity.

One of  the things I’m referring to is payor con-
tracting. Is that something the hospital can bring to 
the table? Can it introduce [the ASC] to some of  
the major players in the market and help perhaps 
get a better reimbursement contract than what the 
ASC might be able to negotiate on its own?

Also, what kinds of  resources and equipment can 
each entity bring to the table? The hospital’s HR 
management — is that something the ASC tap 
into to? Consider equipment and supplies — does 
it really make sense for both [the ASC and hos-
pital] to acquire a lot of  the same equipment or 

is it worthwhile to set some up an agreement so 
we can make sure we’re both utilizing one piece of  
equipment? . We lease our space from the physician 
group and are located within one of  their medical 
office campuses, so we are able to utilize many of  
their resources as well. This includes IT support, 
maintenance services, printing, some janitorial ser-
vices and access to their loading dock. So you can 
tell how integrated and committed both entities are 
with respect to the success of  our center. n

Learn more about Health Inventures at  
www.healthinventures.com.

Scott Becker, JD, CPA, partner with McGuire Woods LLP, discusses 
five issues that can affect the legality of  hospital/physician ASC 
joint ventures. 

1. percentage of hospital ownership. According to Mr. Becker, there 
are several different arguments about the necessary percentage of  hospi-
tal ownership of  a joint venture ASC. Generally, a hospital, whether a for-

profit or not-for-profit, does not need to own 51 percent of  the joint ven-
ture, though that level of  ownership can help in managed-care contracting 
and tax-exempt concerns. Tax-exempt concerns can generally be addressed 
through control of  management rather than ownership, he says. 

“Some hospitals will say, ‘We’re told by our lawyers that we have to own 
more than 51 percent to make sure this doesn’t harm us from an exempt in-

5 Key Legal Issues Affecting Surgery 
Center Joint Ventures
By Rachel Fields
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come standpoint,’” Mr. Becker says. “The much 
more important issue is: Does the hospital have 
sufficient control to ensure the joint venture 
serves community/charitable purposes?” He 
says the IRS is primarily concerned with whether 
the hospital can exert control over the surgery 
center to force it to serve and prioritize com-
munity/charitable purposes.  

Mr. Becker says in some cases, an ASC manage-
ment company and the hospital set up a venture 
together that facilitates hospital control. For ex-
ample, the hospital might own 51 percent of  the 
hospital-management company venture (holdco), 
which, in turn, owns 51 percent of  the ASC joint 
venture. While the hospital may only own 26 per-
cent of  the joint venture overall, the hospital at-
tempts to maintain sufficient control of  the ASC 
by controlling the venture through the holdco. 

2. Anti-trust issues. A key issue is whether a 
hospital and ASC can jointly contract to obtain 
better rates from managed care payors. Increas-
ingly, payors examine the ownership of  the hospi-
tal in the ASC and the extent of  clinical and finan-
cial integration between the hospital and ASC. 

Under case law, it has traditionally been perceived 
that 80 percent or more hospital ownership makes 
it impossible for the hospital and surgery center 
to conspire with each other, while 50-80 percent 

hospital control may meet different determina-
tions from region to region. A hospital that owns 
less than 50 percent of  a surgery center must 
demonstrate significant control or clinical and/or 
financial integration if  the two entities are to be 
able to approach payors together. 

Mr. Becker also notes that payors may react 
very differently in dealing with managed care 
contracting for hospital/ASC joint ventures. 
“If  the hospital is a core provider that works 
extensively with the payor, the payor may im-
mediately be very receptive,” he says. “Other 
payors say unless the hospital owns a large 
percent, the ASC and the hospital have to be 
treated as totally separate.” 

3. determining fair market value. If  the 
surgery center is being formed from an existing 
hospital department, the valuation placed on the 
new free-standing joint venture must be fair mar-
ket value, Mr. Becker says. There are multiple ways 
of  determining fair market value, but the hospital 
must make sure the fair market value price has 
been researched and can be defended.  Further, as 
units are sold to new physicians, they also must be 
sold at not less than fair market value.

4. Medical staff relations. In forming a 
hospital/physician ASC joint venture, the hospi-
tal and center must determine how medical staff  

issues will be handled by each entity. Most joint 
ventures keep medical staff  for the surgery cen-
ter entirely separate from the hospital. Others 
require that the surgery center physicians take 
call at the hospital. According to Mr. Becker, 
many joint ventures use two separate medical 
staff  but require that physicians on staff  at the 
surgery center hold admitting privileges at the 
hospital so that patients can be transferred easily 
in case of  an emergency at the surgery center. 
There may also be an overlap in credentialing 
between the two facilities. 

5. physician acquisition and invest-
ment. A more recent issue for hospital/physi-
cian ASC joint ventures concerns the acquisition 
of  physicians in the local community. If  the 
hospital starts employing physicians, will those 
physicians still be allowed to invest in the sur-
gery center? “Many hospitals do not allow it,” 
Mr. Becker says. “We believe that as long as the 
physician has to meet the same requirements as 
other physicians and isn’t forced to invest in the 
center or helped to invest in the center, it should 
largely be acceptable.” If  acquired physicians 
are not allowed to invest in the surgery center, 
that could prove fatal for the center’s business in 
some situations, he says. n

Contact Scott Becker at sbecker@mcguirewoods.com.





20 Executive Brief — Physician/Hospital Joint-Venture ASCs 

Boulder (Colo.) Surgery Center, cover-
ing orthopedics, sports medicine and 
pain management, is co-owned by its 

physicians and 265-bed Boulder Community 
Hospital. Most of  the 21 affiliated physicians are 
owners of  the center, which has three ORs and 
a pain management suite. 

Here Jill Sellars, business manager at the ambula-
tory surgery center, lists six benefits of  Boulder 
Surgery Center’s relationship with the hospital.

1. Allowing physician autonomy. The hos-
pital opened an HOPD in 2000, but a few years 
later, orthopedic surgeons at the facility started 
to make plans for their own ASC. “They didn’t 
feel they were getting enough block time on the 
schedule,” Ms. Sellars says. “The hospital’s re-
sponse was, ‘Let’s not lose you. Let’s become col-
laborating partners.’ “ The hospital and physicians 
opened the ASC in 2005 under a 50-50 ownership 
plan with the hospital as “silent partner,” not in-
volved in day-to-day management.

2. Accessing favorable payor rates. The 
ASC uses the clout of  the hospital to get very 
favorable contracted rates from payors. The con-

tracts are separate, but “the same people who ne-
gotiate the contract for the hospital negotiate our 
contracts,” Ms. Sellars says. While the ASC’s rates 
are not as favorable as the HOPD’s, they are much 
better than what ASCs typically get. “We have an 
incredible advantage in negotiations,” she says.

3. Collaborating on schedules. “The hos-
pital and the ASC work together on scheduling,” 
Ms. Sellars says. “If  a case can’t be done at the 
ASC, it will go to the hospital.” She is on the 
phone with the surgery scheduler at the hospital 
several times a day, discussing cases. “There’s a 
lot of  back and forth,” she says. If  one of  them 
can’t fit in a case, the other will take it up, as 
long as it is clinically appropriate and there is an 
opening on the schedule. 

4. Accepting cases so patients pay less. 
Since surgery rates are lower at the ASC than at 
the hospital, hospital financial counselors often 
send cases to the ASC when the patient has to 
pay high out-of-pocket charges but earns too 
much money to qualify as an indigent case. Ms. 
Sellars is frequently on the phone with financial 
counselors discussing these cases. 

5. trading equipment and supplies. Al-
though the ASC is responsible for its own purchas-
ing, in a pinch it can trade equipment and supplies 
with the hospital’s surgery suites just across the 
street. “They borrow from us and we borrow from 
them,” Ms. Sellars says. “If  we don’t have a kit for a 
specific surgery, such as an allograft, we call on the 
hospital to see if  we can get one from them.”

6. Sharing services. While the ASC pays for 
its own services, it shares volume discounts used 
by the hospital for certain services, such as dic-
tation and telephones. The hospital is installing 
an electronic health records system, but the ASC 
won’t be connected to it, at least for now. “We 
may have to join it in the future, but the surgeons 
here prefer paper records,” Ms. Sellars says.

Are there any negatives to linking up with a hos-
pital? “I can’t think of  any,” she says, “except 
maybe that some physician-owners might not 
like having to share profits with the hospital.” 
However, she has not heard these concerns 
from her surgeons. n

Learn about Boulder Surgery Center at  
www.bouldersurgerycenter.com.

Jim Stilley, CEO of  Northwest Michigan 
Surgery Center in Traverse City, Mich., dis-
cusses five ways his ASC has worked with 

Munson Medical Center to build a strong relation-
ship and reap the benefits of  a joint venture.     

1. Maintain the difference between hos-
pital and ASC culture. In the beginning, Mr. 
Stilley says neither the hospital nor the ASC sur-
geons fully understood the structure of  a hos-
pital-ASC joint venture, and the two parties had 
different goals. “Some emerging hospital/ASC 
joint ventures are having problems because they 
struggle to identify the physician-centric nature 
of  the center,” he says. He says the hospital now 
collaborates with the center to produce policies 
that fit with the ASC’s culture.

2. Install a completely separate leader-
ship structure. If  possible, separate hospi-
tal and ASC leadership to give the ASC more 

control over its culture. Mr. Stilley is the CEO 
of  Northwest Michigan Surgery Center, and 
the board membership is comprised of  some 
the center’s physicians and hospital leadership. 
Northwest Michigan Surgery Center staff  mem-
bers are also employed by the surgery center and 
not the hospital. 

3. Alter hospital policies to fit the ASC’s 
needs. Many hospital/ASC joint ventures 
struggle because the ASC adopts hospital poli-
cies without tweaking them to fit the center’s 
physical location, layout, staffing structure and 
culture. When hospital policies are moved over 
to the NMSC, Mr. Stilley says both parties con-
sult federal and state guidelines to determine 
what must be done and what can be altered. 
For example, the ASC altered policies for pre-
op screening of  anesthesia delivery because the 
hospital inpatient setting required a different 
method of  screening than the ASC.

4. Don’t encourage competition. A hos-
pital and an ASC that enter a joint venture may 
be historical rivals, but Mr. Stilley says once the 
center has been established, ASC administrator 
should encourage employees to let go of  that 
competition. “You’re not really competing on 
the same playing field as the hospital, and we had 
to back off  on that competition,” he says. 

5. Ask for help when you need it. The 
whole point of  a hospital/ASC joint venture is 
the positive changes it brings for both facilities, 
so don’t be afraid to take advantage of  them. 
When Mr. Stilley’s center needs a radiology or 
pharmacy consultant, the center uses a hospital 
consultant. When the center was nominated for 
a national award, the hospital helped the ASC by 
creating a poster presentation through its mar-
keting department. n

Contact Rachel Fields at rachel@beckersasc.com.

6 Benefits for an ASC With a Hospital Partner
By Leigh Page

5 Ways to Build a Great Hospital/ASC Joint Venture
By Rachel Fields

Health Inventures is a 16-year-old, privately held, consulting and services company based near 
Boulder, Col. Health Inventures partners with hospitals and health systems to optimize their clini-
cal and operational effectiveness through strong physician relationships. Customer solutions are 
achieved through physician practice management services, peri-operative performance improve-
men, and ambulatory services development and operations. The company has a particular exper-
tise in ambulatory surgery center development and operations and currently has 30 surgery center 
partnerships throughout the United States, all of which are physician-hospital joint ventures.
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A great administrator is essential to the 
success of  an ambulatory surgery 
center. Tasked with reducing costs, in-

creasing revenue, boosting morale, satisfying 
surgeons and preparing for the future, adminis-
trators must be capable in multiple areas if  they 
are to lead an extraordinary facility. 

Five ASC industry veterans discuss 10 of  the 
traits that make highly successful surgery center 
administrators. 

1. they respond quickly. Great administra-
tors are responsive to their physicians and per-
sonnel, says Greg Zoch, partner and managing 
director at Kaye/Bassman International Corp., 
an executive search firm specializing in the ASC 
industry. When they hear about a problem, they 
provide a solution as soon as possible, rather than 

listening to give an appearance of  commitment 
and then immediately forgetting the issue when 
the employee leaves the administrator’s office. 
If  an administrator does not follow up on prob-
lems, employees will stop bringing them up, and 
issues will fester and grow until dissatisfaction has 
spread across the facility. If  an administrator reg-
ularly provides prompt solutions or supports em-
ployees in resolving the issues themselves, staff  
members will trust the administrator to respond 
appropriately when a serious issue arises. 

Linda Deeming, facility administrator of  Long-
mont (Colo.) Surgery Center, says a fast re-
sponse time is essential when responding to 
patient issues as well. If  you ignore a patient 
complaint, you can expect the patient will talk to 
their friends and family and could damage your 
ASC’s reputation in the community. If  you jump 

on the issue immediately and apologize and of-
fer a solution, you will show your respect for the 
patient’s business. 

2. they hold themselves and others 
accountable. “Great administrators accept 
responsibility, and they also expect it from oth-
ers,” Mr. Zoch says. He says the promotion of  ac-
countability is a symbiotic relationship: If  admin-
istrators show leadership by taking responsibility 
for their actions, physicians and staff  members 
will see it and take responsibility themselves. 

Administrative accountability means accept-
ing responsibility when something goes wrong, 
even if  the problem is not directly linked to the 
administrator’s actions. “Even if  it’s a failure of  
the infection control program, the leader always 
holds himself  accountable for the failure being 

10 Traits of Highly Successful Surgery 
Center Administrators
By Rachel Fields
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able to occur,” Mr. Zoch says. “A good leader will 
say, ‘I let you down by allowing an environment 
to exist wherein this could occur. Now what are 
we going to do to fix it?’” Once accountability 
has been established, a great administrator will 
move on to a solution rather than lingering on 
the problem. Understanding the root cause of  
a problem is useful, Mr. Zoch says; pointing fin-
gers or assigning blame is not.  

3. they can articulate a clear vision of the 
future. Joseph Zasa, co-founder and managing 
partner with ASD Management, says a successful 
administrator will have a clear idea of  the center’s 
direction and will not easily flip-flop on that vision. 
“They convey the mission of  the center in a clear 
fashion and follow through,” he says. 

Mr. Zoch says a great administrator will articulate 
the vision so well that employees and physicians 
at the center will buy into the vision too. “Their 
buy-in will be visible in the way they approach 
their jobs, as well as in their attitudes and their 
quality of  work,” Mr. Zoch says. He says the cen-
ter’s vision should be a team vision rather than the 
administrator’s individual agenda. 

However, the ability to articulate this vision does 
not mean the administrator should articulate it 
constantly. “The last thing I want is somebody 
who’s going to sit in their office all day and create 
pie charts and talk about the direction of  the cen-
ter and then leave the day-to-day operations to the 
staff,” Mr. Zasa says. The center’s mission and vi-
sion should be articulated semi-regularly and then 
demonstrated through cost-cutting actions, recruit-
ment or relationship-building with other facilities. 

4. they pay attention to detail. It is a rare 
leader who can keep an eye on the details while 
understanding the bigger picture of  the center’s 
direction — but Mr. Zoch says both qualities are 
essential for a top administrator. “They can drill 

down and focus on the details, but they can also 
back off  and let people do their jobs,” he says. 
“It’s about delegating and respect. The poor 
manager gets into the details and then micro-
manages and never lets go.” He says an effective 
administrator will understand the details of  the 
surgery center and keep up-to-date on financials 
and performance — but will not meddle in du-
ties that belong to other members of  the team. 

Mr. Zasa agrees that the ASC administrator 
should be able to control the key cost indicators 
that drive a center’s success. “You need somebody 
there on site who’s focused on supply costs, phy-
sician satisfaction, clinical objectives — all the key 
things that make centers good,” he says. 

5. they understand their employees. 
The ASC industry is a people-oriented business, 
Mr. Zasa says. “Particularly with the staff  and 
the surgeons, you can’t treat them all the same,” 
he says. “Great administrators are really good 
with people and [are able] to motivate them to 
meet the objectives of  the center.” He says when 
people think of  motivation, they often think of  
inspirational speeches, but the real work can be 
much more subtle than that. Great administra-
tors understand what drives different personali-
ties, and they know whether to lead by example, 
give direct coaching or ask for suggestions based 
on the individual. He says this level of  under-
standing also helps when an administrator needs 
to deal with an upset employee. 

Stephanie Stinson, administrative director for 
Strictly Pediatrics in Austin, Texas, agrees that per-
sonal relations are the biggest driver in administra-
tor success. “The biggest thing is how you talk to 
someone,” she says. “Sometimes you have to bring 
people in and talk to them more like they’re your 
family than they’re your employee. You can’t forget 
that we are all humans and everyone is going to 
make mistakes.” She says a great administrator will 

also recognize when employees do well. If  the ad-
ministrator recognizes employee achievement and 
makes those successes known to peers and physi-
cians, everyone will feel motivated to work harder 
and appreciated for their efforts. 

6. they are driven to learn about the 
business. Ms. Stinson says in her 10 years 
in the ASC business, she has had to learn a lot 
about operating a successful center. “It took a 
lot of  long, hard hours because I wanted to learn 
it,” she says. “That’s part of  being successful. It’s 
a very demanding position, and you have to have 
the drive to succeed.”

She says one of  her biggest challenges was ad-
justing to the pediatric-driven nature of  her ASC. 
“I had no pediatric experience other than nurs-
ing school, and I came to start a facility when it 
was a concrete slab going to all pediatrics,” she 
says. “I had to learn everything, especially about 
how you approach pediatric physicians.” This 
quality is essential because the administrator role 
requires so many different areas of  knowledge. 

William Prentice, executive director of  the Am-
bulatory Surgery Center Association, says this 
drive also applies to credentialing. Since the Certi-
fied Administrator Surgery Center credential was 
first awarded in 2002, more than 500 people have 
elected to become CASC-certified. “Credential 
holders and many others in the ASC industry 
routinely tell us that the credential helps them in-
stantly identify those administrators who ‘know 
what they’re talking about’ and have mastered the 
unique and complex skill set involved in managing 
an ASC,” he says. “They also say that the certifica-
tion program has contributed in significant ways 
to recognizing the unique and valuable role that 
ASCs play in the U.S. healthcare system today.”

7. they get their hands dirty. A great ASC 
administrator will not always be holed up in his or 
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her office, crunching numbers and keeping out 
of  sight, Mr. Zoch says. Great administrators will 
show willingness to put on scrubs and find out 
what’s happening in the back of  the house. 

Mr. Zasa agrees: “They lead by example,” he 
says. “They don’t have princess syndrome where 
they sit in their office telling everyone else what 
to do. They’re back there helping people turn 
rooms.” Mr. Zasa says administrators who do 
not pitch in during busy times will end up with 
dissatisfied staff. “If  they leave the day-to-day 
running of  the center to the staff, staffing costs 
will be out of  control and staff  will be upset all 
the time because the director doesn’t even get in 
the back with them,” he says. 

8. they can sense small changes in the 
tone of the ASC. Great administrators don’t 
have to be told that staff  members are unhappy 
or physicians are considering hospital employ-
ment; they already know, Mr. Zoch says. Adminis-
trators should be constantly watching the tone of  
the surgery center to determine whether changes 
need to be made. “They’re responsive to things 
that most people wouldn’t even notice. They can 
feel the wind shift a little bit,” he says. “It may be 
something subtle in the mood that seems to be 
off  one day.” While the administrator might not 
react immediately to the shift, they will keep an 
eye on the change to see if  it continues. 

The same is true in the healthcare industry overall. 
A poor administrator will ignore major changes 
to the industry, such as the advent of  accountable 
care organizations, decreases in reimbursement 
and the uptick of  physician employment, by pre-
tending that everything will be fine. A strong ad-
ministrator will notice these trends and determine 
whether the center can survive without major op-
erational changes — or whether partnership with 
a hospital or management company is essential 
considering the climate.   

9. They don’t play favorites. Choosing 
“favorite” staff  members is the surest way to 
turn employees against you, Mr. Zasa says. If  
an administrator favors one nurse over another 
nurse and shows that favoritism, the center risks 
losing the unhappy nurse and creating a chasm 
between employees. “Great administrators are 
fair and equitable to all staff  members,” he says. 

Ms. Deeming agrees that treating employees 
fairly is the best way to handle a dispute between 
disagreeing staff  members. Great administrators 
invite employees to their office individually to 
discuss their perspective on the problem, rather 
than pitting employees against each other. They 
don’t say, “This employee was talking about you 
behind your back,” but rather ask if  the staff  
member has input on the atmosphere at the cen-
ter and then take the answer seriously, she says. 

10. They don’t crumble in hard times. 
The last few years in healthcare have been dif-
ficult, especially for small surgery centers with 
limited case volume and declining reimburse-
ments. But strong administrators have weath-
ered the storm, Mr. Zoch says, and they’ve 
done it without ruining relationships or de-
stroying morale. “Too often, when layoffs oc-
cur or people are flexed off, it’s not done with 
a degree of  empathy or the greatest finesse,” 
he says. “From a human as well as a business 
perspective, it’s good to sit down with the team 
and explain why things are changing. It com-
municates respect and value, and it allows you 
to keep the really good people that you want to 
keep on board.” 

He says a great administrator will explain that 
the center simply doesn’t have enough work for 
all its staff  members, and everyone will have to 
decrease their hours for awhile to make up for 
lost revenue. “If  they feel like it’s an edict from 
on high, they’re more likely to look for other 
work,” he says. “If  they’re brought into the fold 
and they understand the big picture, they feel 
like they’re part of  the team and part of  the so-
lution.” n

Contact Rachel Fields at rachel@beckersasc.com.
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Todd J. Mello, ASA, AVA, MBA, partner 
with HealthCare Appraisers, shares eight 
observations on current ambulatory sur-

gery center transaction and valuation trends. 

1. Consolidation of large management 
and development companies. As the op-
portunities to acquire individual ASCs become 
tougher, the larger M&D companies with capital 
are looking to acquire other M&D companies 
and their portfolio of  ASCs, Mr. Mello says. One 
recent example of  this growing trend is the ac-
quisition of  National Surgical Care by AmSurg.

2. Diversification of M&D companies. 
The AmSurg acquisition may indicate M&D 
companies are looking not only to grow but 
also to diversify their portfolios, Mr. Mello says. 
“AmSurg has traditionally been a single-specialty 
company — predominantly GI and ophthalmol-
ogy — and with the acquisition of  NSC, that 
represents a bit of  change in strategy for Am-
Surg to look toward multi-specialty.”

3. Out-of-network ASCs still under the 
spotlight. OON ASCs have been a hot topic 

for quite some time, and the “resistance” within 
the marketplace for purchasing OON centers has 
heightened. “There’s still a lot of  discussion and 
concern about the ability of  these OON centers 
to sustain the income stream,” Mr. Mello says. 
“The question is when will that earning stream 
stop? There’s so much uncertainty. We know it’s 
going to come down. But we don’t know when 
and we don’t know to what magnitude, so from 
a valuation perspective, that translates into addi-
tional risk … which would drive down value.”

4. Valuation of OOn ASCs under pro-
jected in-network rates. “We’re seeing 
anybody who might be willing to buy a pre-
dominantly OON ASC to essentially convert, 
on paper, to in-network and then put a typical 
market multiple, as opposed to putting a typical 
market multiple on the OON earning stream,” 
Mr. Mello says.

5. hospitals buying ASC physicians out-
right. More hospitals are looking to acquire all of  
an ASC as opposed to a percentage of  the phy-
sician-owners’ shares. “The hospital’s expectation 

is once they can buy it outright, it becomes a de-
partment of  the hospital, and they can bill cases at 
the hospital fee schedule, which is typically higher 
than the ASC rate for most procedures.”

6. Creation of management arrangements 
to maintain acquired physicians’ interest. 
Hospitals cannot legally pay physicians for the in-
crease in revenue that usually occurs when an ASC 
becomes a department of  a hospital following an 
acquisition. “This leads to a concern regarding 
how the hospital keeps the doctors interested if  
the physicians no longer own equity in the center,” 
Mr. Mello says. “What we’re seeing there is basically 
creation of  certain management companies where-
by the physicians may provide certain services to 
what formerly was the ASC but now operates as a 
department of  the hospital post-acquisition. This 
helps keep the physician tied in to the success of  
the department.”

7. Compensation tied to productivity. 
Unlike the employment-model trend last seen in 
the 1990s, Mr. Mello says hospitals are becom-
ing more disciplined in tying compensation paid 

8 Observations on Current ASC  
Transaction and Valuation Trends
By Rob Kurtz

Health Inventures is a 16-year-old, privately held consulting and 
services company based near Boulder, Col.  

Health Inventures partners with hospitals and health systems to 
help optimize their clinical and operational effectiveness through 
strong physician relationships. 

Customer solutions are achieved through physician practice advisory 
and management services, hospital perioperative performance im-
provement and ambulatory services development and operations.

The company has a particular focus in ASC development and oper-
ations and currently has 30 surgery center partnerships throughout 
the United States, all of which are physician-hospital joint ventures.

“Health Inventures mission is to create successful and sustainable 
clinical	and	financial	partnerships	between	physicians	and	hospitals,”	
says	Charles	“Chuck”	Peck,	MD,	president	and	CEO	of	Health	Inven-
tures.	“We	do	this	by	maximizing	partner	value	and	financial	success,	
creating predictability and foresight in uncertain economic times, pro-
viding clear and innovative strategic direction and being focused on 
our partner’s vision of thriving and not just surviving. We provide ASC 
development, management, operational support and equity; periopera-
tive consulting, performance improvement and management; physician 
practice management; and business process outsourcing and HR em-
ployment	solutions.”	www.healthinventures.com	

Murphy Healthcare Group, based in Montvale, N.J., and New 
York, has developed more than 30 ambulatory surgery centers 
since 1990, with current ASC partners in states including New 
Jersey, Florida and Connecticut.  The company was founded by 
CEO Robert Murphy. 

Murphy Healthcare Group’s management team also includes Bill 
Mena,	president,	and	John	Murphy,	chief	operating	officer.	The	
company works with physicians to build new ASCs or turn around 
existing facilities.

The turnaround partnerships are overseen by Murphy Health-
care’s ASC Turnaround Group. In addition to development and 
management services, the company also offers Murphy Health-
care’s central data processing center, which provides billing ser-
vices to dozens of independently owned and operated ASCs. 

“Applying our existing management and development skills to 
underperforming	ASCs	has	been	a	win-win	for	us,”	says	Mr.	Mur-
phy. “Helping out struggling physician-owners enables them to sit 
back and relax while we do the work necessary to bring their ASC 
to	profitability.”	www.murphyhealthcare.com
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to employed physicians to productivity require-
ments, probably based on advice of  counsel and 
valuation firm alike, to help keep physicians mo-
tivated to work.

8. Increase in hospital-employed physi-
cian deals. Mr. Mello says he is seeing more 
physician employment deals with hospitals. This 
is occurring not as frequently with surgical spe-
cialists commonly found in ASCs but primarily 
in the cardiology area. While this does not neces-
sarily have a huge impact on ASCs, as hospitals 
continue to employ physicians, Mr. Mello ex-
pects to see an even greater increase in activity 
of  hospitals buying out physician/hospital ASCs 
because the hospital will wants to keep all spe-
cialties under its umbrella.

“With pressure in reimbursement, we do see the 
employment model picking back up,” Mr. Mello 
says. “The cardiology ones are predominantly 
driven by the changes in diagnostic imaging re-
imbursement. But we are also seeing large, multi-
specialty groups being acquired — surgical, fam-
ily practice and non-surgical acquisitions. Over 
the last 24 months, physician practice acquisition 
activity has really picked up. I think it’s fear of  
reimbursement and the unknown.” n

Learn more about HealthCare Appraisers at  
www.healthcareappraisers.com.

SMP is based in Sioux Falls, S.D. SMP specializes in ownership, development and manage-
ment of ASCs and surgical specialty hospitals. SMP currently manages 11 surgery centers 
and hospitals throughout the United States and Canada. 

SMP provides comprehensive services to ASCs and specialty hospitals including revenue 
cycle management, clinical services, managed care contracting, human resources and in-
formation technology. SMP recently announced that it is now providing billing services for 
physicians and plans on providing facility and physician managed care contracting review and 
negotiations later this year.

SMP is under the direction of President and CEO Michael Lipomi, MSHA. SMP leadership 
includes	Chief	Operating	Officer	Reed	Martin,	CFO	Allison	Bolger	and	V.P.	of	Clinical	Services	
Mary Sturm. The leadership team has over 100 years of collective service in the healthcare 
industry with an emphasis in surgery center and hospital management. 

SMP offers its services to facilities where it has an ownership interest as well as non-owned 
facilities. Services include feasibility studies through full service management. SMP also offers 
a wide range of selected consultative services. 

“Working for physicians who have a working knowledge of what it takes to develop a successful 
surgery	center	or	hospital	provides	many	benefits	to	SMP	leadership	and	our	facilities,”	says	Mr.	
Lipomi. “Having the very best executives and staff keeps things moving forward and allows us to 
achieve	the	clinical	and	financial	excellence	we	strive	for	in	every	relationship.”	www.smpsd.com
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Here are profiles of  100 orthopedic- 
and spine-driven ASCs. Surgery cen-
ters are listed in alphabetical order by 

name. Editor’s note: To view the complete pro-
files of  these ASCs, visit www.beckersasc.com/ 
orthospine2011.

Ambulatory Surgical Care Facility (Aurora, 
Ill.). This ASC opened in Dec. 2010 in partner-
ship with Marque Medicos, a provider of  care 
for Chicago’s Hispanic population. At the cen-
ter, five surgeons and an internist provide ser-
vices in orthopedic procedures, including spine 
surgery, interventional pain, reconstructive plas-
tic surgeries and hand and foot surgeries. 

Arkansas Specialty Orthopaedics Surgery 
Center (Little Rock, Ark.). The center is af-
filiated with Arkansas Specialty Orthopaedics, 
which has foot and ankle, hand and upper ex-
tremity, hip and knee replacement, joint and 
shoulder replacement, orthopedic first care, 
orthopedic trauma, orthopedic spine and sports 
medicine services. 

The BACK Center (Melbourne, Fla.). 
“BACK” stands for “Back Authority for Con-
temporary Knowledge.” It is affiliated with 
Brevard Orthopaedic Spine and Pain Clinic. It 
has 10 physicians, including four orthopedic sur-
geons. In 2009, the BACK Center consolidated 
into one full-service spine center, diagnostic 
testing and two satellite locations. 

Bayou Region Surgical Center (Thibodaux, 
La.). The center’s largest service lines are ortho-
pedics and ENT, and additional services include 
neurology and pain management. Bayou Region 
has three ORs and one endoscopy room, with 
potential for a fourth room. 

Bellin Orthopedic Surgery Center (Green 
Bay, Wis.). Bellin is a joint venture between 
physicians of  Orthopaedic Associates of  Green 
Bay, Green Bay Orthopedics and Bellin Health, 
an integrated healthcare delivery system. Prac-
tice physicians focus on a wide range of  ortho-
pedic problems including the knee, ankle, shoul-
der and hip. 

Bellingham (Wash.) Surgery Center. This 
center, with four ORs and an eight-bed recovery 
room, is connected to the community medical 
record and the community PAC digital imaging 
system. The ASC participates in Symbion’s inter-
nal monitoring and tracking systems on patient 
care, safety, operations, quality improvement and 
patient satisfaction. 

Bend (Ore.) Surgery Center. A four-OR center 
with three procedure rooms, this facility is 100 
percent physician-owned, with 35 owners and 
60 users who perform more than 10,000 cases 
annually. In addition to orthopedics and spine, it 
hosts general surgery, ENT, ophthalmology, GI, 
pain management, plastics, pediatric dentistry, 
podiatry and oral maxillofacial surgery. 

Blue Bell (Pa.) Surgery Center. This four-OR, 
multi-specialty ASC opened in Sept. 2008 and 
specializes in orthopedics and spine. It has 22 
physician owners, including six orthopedic sur-
geons. Blue Bell sees approximately 225 patients 
per month and is managed by Ambulatory Sur-
gical Centers of  America. 

100 Orthopedic- and Spine-Driven  
ASCs to Know
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Boston Out-Patient Surgical Suites (Waltham, 
Mass.). BOSS opened in July 2004 and specializes 
in orthopedics and pain management. It features 
19 orthopedic surgeons from five practices. 

Boulder (Colo.) Surgery Center. The center, 
opened in 2005, is a partnership between physi-
cian-owners and Boulder Community Hospital. 
With 21 surgeons, the facility covers orthope-
dics, podiatry and pain management. The center 
also includes physiatrists who subspecialize in 
the treatment of  spine-related pain. 

Cedar Park (Texas) Surgery Center. Services at 
Cedar Park Surgery Center include pain manage-
ment, spine and neurosurgery, orthopedics, gen-
eral surgery and urology. Orthopedic and spine 
surgery services include Bankart procedure, am-
putation and minimally invasive spine surgery.

Center for Ambulatory Surgery (West Seneca, 
N.Y.). With four surgery suites, five endoscopy 
suites and space available for more growth, this 
18,000-square-foot center provides outpatient 
surgical services to a large area of  greater Western 
New York. It is a 50-50 equity partnership between 
16 physician-owners and The C/N Group.

Central Park Surgery Center (Austin, Tex-
as). Its physician-partners include six orthope-

dic surgeons from Austin Sports Medicine and 
Austin Bone and Joint and two neurosurgeons 
from The Spine and Rehab Center. The center is 
managed by Symbion. 

The Center for Orthopedic Surgery (Van 
Nuys, Calif.). The center was developed and 
operated by physicians at Southern California 
Orthopedic Institute and is located within the 
institute. The center pioneered the development 
of  arthroscopic surgical procedures, particularly 
in the shoulder, wrist and ankle.

The Christ Hospital Spine Surgery Center 
(Cincinnati). This ASC is a partnership be-
tween the Mayfield Clinic, The Christ Hospital 
and United Surgical Partners International. Its 
neurosurgeons perform lumbar laminectomies, 
anterior cervical discectomies and fusions and 
single-level spinal cord decompression.

Citrus Park Surgery Center (Tampa, Fla.). 
This two-OR center covers spine and orthope-
dic surgery as well as pain management and plas-
tic surgery. Surgeons at the ASC perform several 
procedures, including minimally invasive spine 
surgery and hip arthroscopy. 

City Place Surgery Center (Creve Coeur, 
Mo.). Founded in 2000, this 13,200-square-foot 

orthopedic surgery center has four ORs and 19 
physician partners. It joined Meridian Surgical 
Partners in Sept. 2010. 

Concord (N.H.) Orthopedics Surgery Cen-
ter. The ASC was opened in Feb. 1995. It is a 
collaborative effort between the physicians of  
Concord Orthopaedics and the Concord Hos-
pital. The surgeons cover foot & ankle surgery, 
hand surgery, orthopedic traumatology, osteo-
porosis, pediatric orthopedics, spine care, sports 
medicine and total joint surgery. 

D.I.S.C. Sports and Spine Center (Marina 
del Rey, Calif.). This center, opened in 2007, 
features 20 physicians, including seven spine sur-
geons and eight orthopedic surgeons. To reduce 
infections in this 7,200-square-foot facility, the 
air throughout center is constantly cleansed by a 
100 percent HEPA filtration system, surpassing 
conventional standards. 

DuPage Orthopaedic Surgery Center (War-
renville, Ill.). DOSC is owned and operated by 
physicians of  OAD Orthopaedics. The practice 
encompasses 22 physicians, including four spine 
surgeons. Since the facility opened in 2006, it has 
doubled the number of  ORs from two to four. 
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East Portland Surgery Center (Portland, 
Ore.). Specialists at East Portland Surgery Cen-
ter provide orthopedic, neurosurgery, general 
surgery and pain management services. The sur-
gery center has state-of-the-art technology in the 
four operating rooms and two treatment rooms. 

Eastwind Surgical (Westerville, Ohio). East-
wind Surgical was established in 2007 as a sur-
gery center for neurosurgical and pain manage-
ment procedures. Surgeons perform lumbar and 
cervical discectomy, decompression, ulnar nerve 
decompression, discography and myelography. 
The ASC partners with Central Ohio Neurologi-
cal Surgeons.

Evergreen Orthopedic Surgery Center (Kirk-
land, Wash.). Evergreen Orthopedic Surgery 
Center includes physicians who subspecialize in 
sports medicine, spine and extremities care. The 
Evergreen Orthopedic Spine Institute provides 
minimally invasive and complex surgical revision 
and non-surgical treatment.

Front Range Orthopedic Surgery Center 
(Longmont, Colo.). Founded in 1970, physi-
cians at Front Range provide care in several 
orthopedic areas, including hand, shoulder, 
spine, sports medicine foot and ankle and joint 
replacement. The surgery center features digital 
imaging, MRI and electronic medical records. 

Hand Surgery Center (Clifton, Ohio.). Eight 
hand surgeons use this center, which was founded 
in 1998. It is a joint venture between Hand Sur-
gery Specialists and TriHealth. Hand Surgery Spe-
cialists serves about 25,000 outpatients a year. 

Honolulu (Hawaii) Spine Surgery Center. This 
Symbion center involves three orthopedic sur-
geons and five neurosurgeons. The 7,800-square-
foot center opened in 2007. It has two ORs and a 
private recovery room, and provides a wide variety 
of  equipment for minimally invasive surgeries.

Houston Orthopedic Surgery Center (War-
ner Robins, Ga.). The center consists of  two 
ORs, a sub-sterile area, four preoperative rooms 
and five PACU beds. Procedures include anterior 
cruciate ligament reconstruction, carpal tunnel 
release, trigger finger release and spine surgery. 

Illinois Sports Medicine & Orthopedic Sur-
gery Center (Morton Grove, Ill.). The center 
has four ORs and one procedure room. The 
orthopedic surgeons cover arthroscopies, ACL 
reconstructions, arthroplasties, carpal tunnel re-
leases, meniscectomies and spine procedures. 

The Institute of  Orthopaedic Surgery (Las 
Vegas). Established by physicians at Desert Or-
thopaedic Center, the ASC opened in May 2002. 
It has four ORs and one procedure room. Its 18 
physician-owners practice at Desert Orthopedic 
Center, which focuses on sports medicine. 

Kerlan-Jobe Surgery Center (Los Angeles). 
This center, affiliated with Kerlan-Jobe Ortho-
paedic Clinic, is used by 19 physicians, five of  
whom are in spine. With four ORs located di-
rectly below the practice, the ASC specializes in 
sports medicine, foot and ankle procedures. The 
clinic established a fellowship program in 1973, 
and it is now one of  the largest in the country, 
with more than a dozen fellows.

KSF Orthopedic Surgery Center (Houston). 
KSF offers 12 physicians with many subspecialty 
services. The three-OR facility has been affili-
ated with United Surgical Partners International 
since 2007. The ASC also features complete 
orthopedic radiologic imaging, physical therapy 
and a hand therapy rehabilitation center. 

Laser Spine Institute (Tampa, Fla.). Based in 
Tampa, Laser Spine Institute also includes ASCs 
in Wayne, Pa., Scottsdale, Ariz., and Oklahoma 
City. It boasts an electronic medical record sys-
tem, imaging services and a physical therapy de-
partment. Surgeons treat a number of  degenera-
tive spine conditions, including spinal stenosis, 
herniated disc and pinched nerve. 

Louisville (Ky.) Orthopedic Surgery Center. 
The center, with three pre-op rooms and six re-
covery rooms, specializes in the knee, hip, shoul-
der, foot and spine surgery. Its surgeon-partners 
are part of  Louisville Orthopedic Clinic. The 
clinic also provides imaging and physical therapy. 

Blue Chip Surgical Center Partners is an ASC management and development company based 
in Cincinnati that focuses on spine, multi-specialty and physician/hospital joint-venture ASCs. 
It has played leadership and development roles in more than 15 surgery center businesses 
across the United States, with several more projects under development. 

Typically,	Blue	Chip	holds	minority	ownership	stakes	in	its	affiliated	ASCs	and	serves	as	manag-
ing	partner,	with	responsibility	for	financial,	payor,	legal	and	operational	matters,	which	allows	
surgeon-partners to focus on patients and clinical matters.

Company leadership includes Jeff Leland, founder and CEO; Jay Rom, president and CFO; 
Kathleen	Whitlow,	chief	operations	officer;	and	Chris	Bishop,	senior	vice	president,	acquisitions	
and business development.

Blue Chip focuses on building strong partnerships with its surgeon-partners. Blue Chip offers 
expertise in spine-focused ASCs, the addition of spine to multi-specialty ASCs, turnarounds of 
underperforming ASCs and joint ventures with hospitals and health systems. 
www.bluechipsurgical.com
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Loveland Surgery Center (Loveland, Colo.). 
Loveland hosts about 3,400 orthopedic, spine, 
pain management and ENT procedures annu-
ally. It has seven physician-owners. Loveland 
Surgery holds a convalescent license, allowing it 
to cover more complex surgeries.

Marietta (Ohio) Surgery Center. This two-OR 
center, operated by Regent Surgical Health since 
2005, currently has seven physician-owners and 
focuses on orthopedics and pain management. 
It was founded by five orthopedic surgeons in 
June 2000. In 2010 it merged with Marietta Me-
morial Hospital. 

Mayfield Spine Surgery Center (Cincin-
nati, Ohio). Founded in 2005, Mayfield Spine 
Surgery Center is a free-standing ASC that pro-
vides spine, neurosurgery and pain management 
services to the Cincinnati area. Procedures per-
formed at the ASC include minimally invasive 
discectomies and spinal fusions. 

Midlands Orthopaedics Surgery Center (Co-
lumbia, S.C.). Midland Orthopaedics has been 
in existence for more than 30 years, with its free-
standing surgery center celebrating its fifth an-
niversary this year. The practice includes several 
orthopedic surgeons subspecializing in sports 
medicine, pediatric and spine surgery. It also of-
fers MRI services.

Midland Surgical Center (Sycamore, Ill.). 
Midland is a joint venture between a local health 
system, five orthopedic surgeons and Regent 
Surgical Health. Physicians at the surgery center 
offer an array of  orthopedic and spine proce-
dures, including ACL repair and vertebroplasty. 

Minimally Invasive Spine Institute Health 
Campus (Dallas). This 48,000-square-foot 
center just opened in April 2011. It features four 
ORs, one minor procedure room and 16 recov-
ery areas — all of  which are private rooms. The 
facility takes a holistic approach to healthcare by 
providing a full spectrum of  treatment options, 
from physical therapy to surgical intervention. 

Missoula (Mont.) Bone and Joint Surgery 
Center. The facility specializes in orthopedic 
and plastic surgery and is located next to the 
offices of  Missoula Bone & Joint, an eight-
physician orthopedic practice. Their subspecial-
ties include sports medicine, joint replacements, 
hand and microvascular surgery, foot and ankle 
reconstruction and spine care. 

Moore Orthopaedic Clinic Outpatient Sur-
gery Center (Lexington, S.C.). This two-OR, 
14 physician center, opened in late 2007. De-
veloped and managed by Practice Partners in 
Healthcare, the center scores very high in all 
categories of  patient experience. The center has 
access to electronic medical records.

NeuroSpine and Pain Surgery Center (Ft. 
Wayne, Ind.). NeuroSpine is a joint venture be-

tween neurosurgeons and the physical medicine 
physicians of  the NeuroSpine and Pain Center 
and Lutheran Hospital of  Indiana. The facility 
houses three ORs, one procedure room, 10 pre- 
and postsurgical rooms and six recovery beds.

New Mexico Orthopaedic Surgery Center 
(Albuquerque, N.M.). New Mexico Ortho-
paedic has six ORs and one treatment room 
for orthopedic surgery, pain management and 
podiatry. The center’s partners include more 
than 20 physicians and its corporate partner, 
United Surgical Partners International. The 
facility is currently planning a $3.5 million ex-
pansion. 

Northeast Surgical Care (Newington, N.H.) 
This one-OR surgery center has three orthope-
dic surgeons and one ophthalmologist. In plan-
ning stages more than 10 years ago, the center 
faced a great deal of  resistance from a local hos-
pital system. However, the one OR frequently 
functions at maximum capacity. 

NorthStar Surgical Center (Lubbock, Tex-
as). Clinical staff  members at this multispe-
cialty center are cross-trained in other special-
ties but there are crews who primarily focus in 
orthopedics. Orthopedics procedures at this 
Symbion center include shoulder, knee and 
hand surgery. 

Practice Partners in Healthcare develops, manages and purchases a minority ownership inter-
est in ambulatory surgery centers. The company was founded by Larry Taylor, president and 
CEO, in 2005. 

PPH currently has more than a dozen surgery centers in operation or in the development and 
construction phase. The company has a physician focused-model providing expertise in opera-
tional,	clinical,	financial	and	regulatory	performance	of	new	and	existing	surgery	centers.	PPH	
has experience in both CON and non-CON states. 

The company, which charges no development fees, is also involved in developing and manag-
ing physician-owned and hospital/physician joint-venture surgery centers, and has experience 
in turnaround situations or ASCs that are underperforming, developing plans of correction un-
der	the	company’s	“performance	guarantee”.	
 
“Practice Partners in Healthcare’s primary goal is to develop and operate exceptional ASCs for our 
partners	and	exceed	all	customers’	expectations,”	says	Larry	Taylor.	www.practicepartners.org	



30 Sign up for the FREE Becker’s ASC Review E-Weekly at www.beckersasc.com or call (800) 417-2035

OA Surgery Center (Portland, Maine). The 
two operating room surgery center includes 
MRI, CT scans and x-ray diagnostic services. 
The physicians subspecialize in knee, shoulder, 
spine, hand, foot and hip replacement surgery. 
The team also includes orthopedic trauma and 
fracture care physicians. 

Oklahoma Center For Orthopaedic & Multi-
Specialty Surgery (Oklahoma City, Okla.). 
The center has four ORs, two treatment rooms 
and 10 beds. It is an affiliate of  United Surgical 
Partners International and is partnered with lo-
cal physicians and Integris Health. 

Olympia (Wash) Orthopaedic Associates 
Surgery Center. The center is affiliated with 
Olympia Orthopaedic Associates. Founded in 
1970, the practice has 13 physicians, making it 
the largest full-service orthopedic group in the 
South Puget Sound area. On-site diagnostic 
tools include X-ray, nerve conduction studies, 
open and extremity MRI. 

Orlando Orthopaedic Outpatient Surgery 
Center. This new center opened in Sept. 2010. 
It has four ORs and a pain management cen-
ter. The center is affiliated the 17 physicians of  
Orlando Orthopaedic Center. The practice is di-
vided into centers for spine, joint, hand, foot and 

ankle, pediatric, sports medicine, oncology and 
physical therapy. 

Orthopaedic Associates of  Wisconsin 
(Waukesha, Wis.). Orthopaedic Associates 
of  Wisconsin opened a new surgery center in 
2007. The center includes surgical equipment for 
arthroscopic procedures and an MRI for diag-
nostics. The group also includes physical therapy 
and athletic training services for the rehabilita-
tion process.

The Orthopaedic Center at Springhill (Mo-
bile, Ala.). This 78,000-square-foot facility is a 
joint venture between physicians and one of  the 
local hospitals. With four ORs and two proce-
dure rooms, this ASC is affiliated with Alabama 
Orthopaedic Clinic, a group of  20 orthopedic 
specialists in Mobile.

Orthopaedic South Surgical Center (Mor-
row, Ga.). This center, operated by United Sur-
gical Partners International, hosts orthopedic 
surgery, spine and pain management. The facility 
has three ORs and one treatment room.

Orthopaedic Surgery Center of  La Jolla 
(Calif.). This is the orthopedic ASC of  Surgery 
One, a network of  four outpatient surgery cen-
ters in the San Diego area. It hosts spine sur-

geons, orthopedic surgeons and pain manage-
ment physicians. 

Orthopaedic Surgical Center of  the North 
Shore (Peabody, Mass.). This 16,500-square-
foot facility was the first independent orthopedic 
ASC in the state. The thriving facility now hosts 
11 orthopedic surgeons from Sports Medicine 
North in Peabody as well as three pain manage-
ment specialists, a podiatrist and urologists. 

Orthopedic Specialty Group Surgery Center 
(Fairfield, Conn.) The center is affiliated with 
Orthopedic Specialty Group, which has 17 sur-
geons working at three locations. Physicians at 
the center perform arthroscopic surgery of  the 
ankle, knee, shoulder, elbow and wrist ligament, 
along with other procedures.

Orthopedic & Sports Surgery Center (Ap-
pleton, Wis.). This center features a recovery 
area that is a designated skilled nursing facility, 
allowing total joint surgery to be performed in 
the ASC. The center is owned by seven surgeons 
and an anesthesiologist at the Orthopedic & 
Sports Institute of  the Fox Valley. 

The Orthopedic Surgery Center of  Arizona 
(Phoenix, Ariz.). This center was developed by 
15 orthopedic surgeons and Cornerstone Surgi-
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cal Partners. All ASC physicians, nurses and healthcare professionals are 
actively involved in operational decision-making at the center.

Orthopaedic Surgical Center (Greensboro, N.C.). When this facility 
opened in 1993, it was the first freestanding ambulatory surgical center 
on the East Coast dedicated to orthopedic surgery. Orthopaedic Surgical 
Center and its sister center, Surgical Center of  Greensboro, have a total of  
13 ORs. The center is a member of  Surgical Care Affiliates. 

Orthopedic Surgery Center of  Orange County (Newport Beach, Ca-
lif.). The Orthopedic Surgery Center of  Orange County is jointly owned 
by the Orthopedic Specialists of  Southern California and Hoag Hospital. 
The center was opened in 1999 and services include sports medicine, hand 
and wrist, foot and ankle and total joint surgery. 

Orthopedic Surgery Center of  San Antonio (Texas). The Orthopaedic 
Surgery Center of  San Antonio at The Orthopaedic Institute offers a full 
range of  orthopedic services, including arthroscopic surgery. Ancillary ser-
vices at the ASC are comprised of  MRI and CT scans as well as physical 
and hand therapy. 

Parkway Surgery Center (Hagerstown, Md.). Parkway offers compre-
hensive spine treatments and non-invasive spine surgical procedures. With 
four neurosurgeons and three physiatrists, it is part of  the Blue Chip Surgi-
cal Center Partners network. The center includes five operating rooms and 
one treatment room. 

Peak One Surgery Center (Frisco, Colo.). While orthopedic surgery 
makes up the majority of  procedures at this center, it also features seven 
other specialties. The center is a partnership between Summit Surgical 
Group and St. Anthony Summit Medical Center in Frisco, and medical 
staff  include physicians from The Steadman Clinic in Vail, Colo. 

Peninsula Surgery Center (Newport News, Va.). This multispecialty 
center features four ORs and five orthopedic surgeons. The center hosts 
orthopedics and spine surgery and sports medicine. It is a partnership be-
tween area surgeons and Riverside Health System.

Physicians Day Surgery Center (Naples, Fla.). This 8,500-square-foot 
facility was founded in 1998. Entirely physician-owned, it performs ap-
proximately 3,000 cases annually, mostly in orthopedics, ENT and general 
surgery. 

Piedmont Surgery Center (Greenville, S.C.) In addition to spine, the 
center covers ophthalmology and ENT. Of  its 12 physicians, three focus 
on spine surgery. The center, developed by Ambulatory Surgical Centers of  
America, hosted its first case in Sept. 2008. 

Premier Orthopaedic Surgery Center (Nashville, Tenn.). This eight-
year-old ASC, with two ORs and one procedure room, is affiliated with 
Premier Orthopaedics and Sports Medicine, which has 30 physicians. With 
Symbion as a partner, the center has 11 physician-investors and is about to 
add another one. 

Ravine Way Surgery Center (Glenview, Ill.). Ravine Way, focusing an 
orthopedics and pain management, opened in 1996. Now its surgeons per-
form approximately 1,600 cases annually. It features three ORs, one proce-
dure room and a staff  of  21 physicians.

Reading Surgery Center (Wyomissing, Pa.). With three ORs and one 
procedure room, Reading hosts seven orthopedic surgeons. Physicians at the 
center performed more than 6,700 cases in 2009, including spine cases such 
as laminectomies and anterior cervical discectomies and fusions.

Renaissance Surgery Center (Bristol, Tenn.). This Symbion center 
hosts minimally invasive spine surgery, neurosurgery, pain management, 
plastic surgery and general surgery. Three neurosurgeons, two from High-
lands Neurosurgery in Bristol and one from Bristol Neurosurgical Associ-
ates, use the center. 

Roanoke (Va.) Ambulatory Surgery Center. The facility, which opened 
in Nov. 2002, has three ORs and 18 physician-investors. Its surgeons prac-
tice at Roanoke Orthopaedic Center, which has been part of  Carilion Clinic 
since 2009 and has four orthopedic surgeons.. It is affiliated with Virginia 
Orthopaedic. 

Rockford (Ill.) Orthopedic Surgery Center. This facility is affiliated 
with Rockford Orthopedic Associates. The center opened in 2004 and by 
2009 it was logging 2,800 surgical cases and more than 5,300 procedures. 
It has been running at near capacity and its leadership has been reviewing 
plans for expansion.

St. Louis Spine & Orthopedic Surgery Center (Chesterton, Mo.). The 
6,000-square-foot center, affiliated with Symbion, hosts orthopedic surgery, 
spine surgery and pain management. It is home to four orthopedic surgeons 
and four spine surgeons. It features two operating rooms, four spine sur-
geons and three orthopedic surgeons. 

San Francisco Surgery Center. This center was recently the first ASC to 
host MAKOplasty, a new robotic system that assists in partial joint replace-
ment, allowing the patient to walk out of  the recovery room within two 
hours of  the surgery. The center also covers upper extremity surgery, lower 
extremity surgery and spine surgery

Sheboygan (Wis.) Surgery Center. With three ORs and two procedure 
rooms, this center is focused on orthopedic surgery. The 14,660-squre-foot 
facility is a joint venture between eight local surgeons and St. Nicholas. 
ASD Management opened the center in 2008 and provides ongoing man-
agement. 
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Short Hills Surgery Center (Milburn, N.J.). 
This ASC is home to seven spine surgeons 
among more than 70 physician partners in or-
thopedic surgery and seven other specialties. It 
features six ORs, two minor surgery rooms and 
24 recovery beds. The 25,000-square-foot ASC 
opened its doors in Feb. 2005.

Slocum Center for Orthopedics & Sports 
Medicine (Eugene, Ore.). Slocum Center’s 
affiliated practice, Slocum Center for Orthope-
dics and Sports Medicine, was formed in 1995 
by combining two orthopedic groups. The prac-
tice is named for Donald B. Slocum, MD, who 
championed new orthopedic approaches. 

Somerset Surgical Center (Bridgewater, 
N.J.). The center was founded in 1995 by a 
group of  orthopedic surgeons and pain man-
agement physicians. It was the first orthopedic 
ASC in the area and it now brings in patients 
from across the country, including professional 
athletes. It is affiliated with Somerset Orthope-
dic Associates. 

Southern New Mexico Surgery Center (Ala-
mogordo, N.M.). This ASC has two orthope-
dic surgeons with two ORs and one procedure 
room. The center uses state-of-art, minimally 

invasive techniques. Orthopedic procedures in-
clude knee and shoulder arthroscopies, anterior 
cruciate ligament repairs, fasciotomy and treat-
ment of  hand disorders. 

Southern Orthopaedic Surgery Center (Fay-
etteville, Ga.). The Southern Orthopaedic Sur-
gery Center opened three years ago by physician 
members of  Southern Orthopaedic Specialists. 
The orthopedic surgeons see patients with a 
broad range of  injuries and conditions, includ-
ing scoliosis and back pain, sports medicine and 
total joint replacement.

Spine Centers of  America (Fair Lawn, N.J.). 
Spine Centers of  America, affiliated with New 
Jersey Back Institute, operates three surgical cen-
ters with a team of  certified endoscopic spine 
surgeons. Founder and Head Surgeon Bryan J. 
Massoud, MD, has performed more than 1,000 
minimally invasive spine surgeries. 

The Spine Institute of  Southern New Jersey 
(Marlton, N.J.). The center has a 0 percent in-
fection rate for spinal surgery, which includes 
lumbar discectomy, lumbar laminectomy, poste-
rior lumbar interbody fusion and anterior lumbar 
interbody fusion. The ASC’s staff  are focused 
on providing one-on-one care. 

Stateline Surgery Center (Galena, Kan.). 
This two-OR center is primarily involved in 
orthopedics cases. Opening in March 2010, it 
is housed in an $8 million, 52,000-square-foot 
building with physician offices and exam rooms, 
a gym and MRI services. The ASC has four large 
overnight rooms to allow for additional recovery 
time needed by spine patients.

Surgery Center of  Allentown (Pa.). This mul-
tispecialty ASC, one of  the largest in the state, 
is a joint venture between physicians and Am-
bulatory Surgery Centers of  America. Having 
opened in April 2007 with five ORs and 25 staff  
members, it has grown to seven ORs with a staff  
of  more than 55. 

Surgery Center of  Maryland (Silver Spring, 
Md.). There are two neurosurgeons and 28 or-
thopedic surgeons at this center, which is affiliat-
ed with Ambulatory Surgery Centers of  America. 
In orthopedics, the ASC covers knee arthroscopy, 
shoulder arthroscopy and anterior cruciate liga-
ment repair, among other procedures.

Surgery Center of  Reno (Nev.). This multi-
specialty ASC has a strong orthopedics program 
with 16 orthopedic surgeons. Its spine program 
has two spine surgeons who offer minimally in-
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Meridian Surgical Partners is a Brentwood, Tenn.-based company 
which partners with physicians on ASC acquisitions and develop-
ment projects. 

Meridian was founded by three healthcare industry veterans and 
is	currently	led	by	CEO	David	“Buddy”	F.	Bacon	Jr.

Meridian’s management team also includes Kenneth Hancock, 
president	and	chief	development	officer;	Catherine	W.	Kowalski,	
executive	vice	president	and	chief	operating	officer	former;	and	John	
C.	Wilson	Jr.,	executive	vice	president	and	chief	financial	officer.

The company is currently partnered with 12 physician-owned 
ASCs throughout the United States. Meridian describes its man-
agement approach as one that concentrates on performance, 
efficiency,	achievement	and	knowledge	(PEAK).	

“Meridian Surgical Partners delivers exceptional value by partner-
ing	with	surgeons	and	operating	superior	facilities,”	says	Mr.	Ba-
con. “We continue to grow our business in three ways — through 
acquisitions, development of new ASCs, and via organic growth 
within our existing partnerships. Our company was founded on 
the principle of providing exceptional service to our physician 
partners.”	www.meridiansurgicalpartners.com	
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vasive surgeries. By combining multiple disciplines, the center is able to 
offer a team approach to find the best treatment for those suffering from 
back or neck pain. 

Sutter Alhambra Surgery Center (Sacramento, Calif.) This three-OR ASC, 
a partnership with Surgical Care Affiliates and Sutter Health, is limited to or-
thopedic and pain management. It has more than 20 orthopedic surgeons.

Surgery Center of  Wisconsin Rapids (Wis.). Surgery Center of  Wis-
consin Rapids opened its doors in 2006. Managed by ASD Management, 
the center covers orthopedic and pain procedures. 

Tallgrass Surgical Center (Topeka, Kan.). This multispecialty center fo-
cuses on sports medicine and hosts a great deal of  ACL reconstructions. 
Surgeons have been performing the Uni-Knee replacement procedure for 
several years. The center has three ORs and one procedure room. 

Texarkana (Texas) Surgery Center. This Symbion center has five or-
thopedic-hand surgeons and two neuro-spine surgeons. It is a large multi-
specialty center with five ORs, two procedure rooms and 65 credentialed 
physicians.

Texas Surgical Center (Midland). Texas Surgical Center was opened in 
Oct. 2003 and is currently owned and operated by a group of  12 surgeons. 
Surgeons perform orthopedics, hand, spine and pain management. The 
ASC includes two operating rooms with hi-definition technology and one 
treatment room. 

TRIA Orthopedic Center (Minneapolis). TRIA is a comprehensive 
center for orthopedic diagnosis, treatment, surgery and rehabilitation. The 
center includes more than 40 orthopedic physicians who have subspecial-
ties in sports medicine, acute injury and fracture care. Specialists are in-
volved in research at the Bio-Skills Lab and the TRIA Orthopaedic Re-
search Institute.

Tri-City Orthopaedic Center (Richland, Wash.). This USPI facility, 
with two ORs and one treatment room, covers orthopedic surgery and 

pain management. It is affiliated with six-physician Tri-City Orthopedic 
Clinics. Its clinical technology includes computer-assisted surgery naviga-
tion, minimally invasive surgery and arthroscopic procedures. 

Tucson Orthopaedic Surgery Center (Tucson, Ariz.). In operation 
since 2002, this 11,500 square-foot facility specializes in orthopedic and 
pain management procedures. A joint venture between Tucson Orthopae-
dic Institute and Tucson Medical Center, the center features four ORs and 
hosts 19 surgeons from the institute. 

Two Rivers Surgical Center (Eugene, Ore.). Formerly named North-
west Neurospine Institute, Two Rivers Surgical Center opened in July 2006. 
The 7,911-square-foot facility, acquired by Meridian in Aug. 2008, was spe-
cifically designed for outpatient spine procedures, using two ORs.

Vail Valley Surgery Center (Vail, Colo.). A joint venture between Vail 
Valley Medical Center and 21 physician-partners, Vail Valley Surgery Cen-
ter focuses on orthopedics. The facility, which opened in 2002, has four 
ORs and one procedure room. Vail Valley completes more than 4,000 cases 
annually, mostly in orthopedics, and treats professional athletes. 

Valley Surgery Center (Steubenville, Ohio). Opened in July 2002, Valley 
Surgery Center is owned by 14 local surgeons who partnered with Symbion 
Healthcare in Sept. 2004. The facility features three ORs and one proce-
dure room. It has 28 credentialed physicians. 

West Lakes Surgery Center (Clive, Iowa). This multispecialty center 
is a joint venture between Mercy Medical Center and multiple area physi-
cians. It has seven ORs, two procedure rooms and two overnight recovery 
suites. 

Wildwood Surgical Center (Toledo, Ohio). This is an 18,000 square-
foot multispecialty surgery center with five ORs. The facility, operated by 
ProMedica Health System, is home to 50 physicians performing about 
6,000 procedures per year. The facility’s orthopedic program is part of  the 
Orthopaedic Institute at ProMedica.

Wilmington (N.C.) SurgCare. This Symbion center has seven ORs, up 
from three when it opened in 1994, and three procedure rooms used by 83 
active physicians, 19 of  whom are owners. Twenty of  the physicians are in 
orthopedics.

Yakima (Wash.) Ambulatory Surgical Center. This three-OR, phy-
sician-owned multispecialty facility has about 30 full-time and part-time 
employees. Opened in 1998, it averages 3,500 surgeries a year. It recently 
recruited two new orthopedic surgeons and one neurosurgeon. n

ASD Management is a privately-held and -funded ASC manage-
ment and development company. Since its roots in the late 1970s, 
the	firm	has	developed	hundreds	of	new	centers	and	redeveloped	
existing centers in 45 states. 

The company serves ASCs throughout the United States from its 
main	offices	in	Dallas	and	Los	Angeles,	and	currently	operates	25	
centers. Managing partners Robert Zasa and Joseph Zasa lead 
a team which includes specialists in nursing, reimbursement, op-
erations	and	facility	management,	business	office,	staffing,	certifi-
cation and accreditation, licensing and managed care contracting.

ASD Management focuses on hospital/physician joint ventures, 
de novo development and turnaround strategies for existing 
ASCs.	The	company’s	“turnaround	SWAT	team”	focuses	on	over-
coming obstacles and implementing successful strategies. ASD 
Management provides ongoing management to help ensure long-
term	profitability	and	stability.	

The company has developed proprietary databases and benchmark-
ing tools that it uses to measure the success of its ASC partners. 

“We are tremendously grateful for our enduring relationships with 
clients	and	colleagues,”	says	Mr.	Robert	Zasa.	
www.asdmanagement.com
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5 Ways to Improve Anesthesia  
Quality in ASCs
By Rachel Fields

Quality of  anesthesia provision can affect patient satisfaction, qual-
ity outcomes and finances in a surgery center. Richard P. Dutton, 
MD, executive director of  the Anesthesia Quality Institute, dis-

cusses five ways ambulatory surgery centers could improve anesthesia qual-
ity — on behalf  of  their individual facilities and the industry as a whole. 

1. track adverse anesthesia events. According to Dr. Dutton, 
anesthesia has a long history of  quality outcomes and patient safety. In 
most facilities, the anesthesia process happens without any safety issues 
or adverse events, a trend that Dr. Dutton calls “a blessing and a curse.” 
On one hand, a lack of  patient safety issues is wholeheartedly positive 
compared to specialties that are rife with potential complications. On the 
other hand, a lack of  issues means that facilities struggle to collect data 
and document results. 

“If  your rate of  myocardial infarction is already one in hundreds of  thou-
sands, you have to study a lot of  patients and get a huge amount of  data 
to even know you have a problem,” he says. In ASCs, where patients are 
generally healthy and most procedures occur without complications, pin-
pointing areas of  weakness is even more difficult. 

Dr. Dutton says surgery centers can help identify problem areas in anesthe-
sia provision by answering a few basic questions on every procedure. “You 
can always make it a binary by asking, “Did something bad happen?” and 
answering, ‘Yes’ or ‘No,’” he says. By recording every time a patient has 
a major allergic reaction to an anesthetic or an unexpected respiratory or 
cardiac event during an anesthetic, surgery centers can contribute to a vol-
ume of  data that will show trends in anesthesia safety. He says most ASCs 
probably implement a review every time a serious adverse event occurs, but 
on a national level, those reviews need to be aggregated to determine when 
and why adverse events occur. 

2. Work to reduce post-operative nausea and vomiting. If  
surgery centers want to improve anesthesia provision from the perspec-
tive of  the patient, they need to improve their identification, prevention 
and treatment of  post-operative nausea and vomiting, Dr. Dutton says. He 
says PONV often suffers from a lack of  attention because the issue seems 
trivial when compared to other measures, such as mortality following aortic 
valve repair. Still, PONV has undergone significant research by the aca-
demic community, and anesthesia providers have access to strong evidence 
on how PONV should be identified and treated. 

It’s time for a new model. 
What makes Practice Partners different? How about cutting edge knowledge of the ASC industry, zero 
development fees, proven success in improving efficiencies and execution. New or existing center, we  
get you there fast. So ditch the old model and let us accelerate your partnership today.

Contact us at (205) 824 6250, or visit our website 
at www.practicepartners.org to learn more.
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The issue is also significant for surgery centers because PONV contributes 
to decreased patient satisfaction. “It’s a big dissatisfier, and in ASCs, it’s 
even more important because safety is assumed and the discriminator is 
whether or not the anesthetic made the patient sick,” he says. 

He says PONV also has a negative impact on center finances. If  a patient 
experiences sickness, he or she is less likely to return to the center, and the 
extra time spent in the recovery room slows down ASC processes and costs 
more money. Dr. Dutton says surgery centers should carefully screen every 
patient for PONV risk factors. For example, centers should ask whether 
the patient has experienced PONV before and whether the patient smokes; 
a history of  PONV can increase the likelihood of  a re-occurrence, and 
smoking actually decreases the likelihood of  PONV. Females are also more 
likely to experience symptoms, and some operations are more commonly 
associated with patient sickness. 

Patients with risk factors should receive prophylactic treatment with one of  
the four classes of  medication that are known to be effective in preventing 
PONV. Finally, the surgery center needs a good protocol for how to react 
when a patient gets sick in the PACU. 

3. Find out how patients feel about pain management effica-
cy. Pain also plays a significant role in ASC patient satisfaction, though it is 
harder to predict and treat because “best practices” are less established for 
pain management than for PONV. Pain is more complicated because risk 
factors have much greater variability based on procedure and individual 
patient. “It’s a much harder area to work in scientifically, and clearly one of  
the things we need to measure is ‘did we adequately manage the patient’s 
pain?” Dr. Dutton says. He says a lack of  national data means ASCs may 
find it difficult to benchmark against other facilities; instead, centers should 

track data over time and look for internal improvement. Surgery centers 
can determine the efficacy of  pain management by asking patients 24 hours 
after surgery, “Over the past 24 hours, on a scale of  1-10, how often has 
your pain been managed?” 

4. Consider changes to traditional anesthesia practices. New 
developments in anesthesia provision can decrease the likelihood of  pa-
tient pain, Dr. Dutton says, but these developments may require some ad-
aptation from the ASC. For example, if  a surgery center performs an epi-
dural on a total knee patient and leaves the epidural catheter in, the patient 
will go home pain-free, whereas general anesthesia will leave the patient 
in a lot of  pain when they wake up. “The ability to send patients home 
with catheter-based nerve blocks has made a huge change in this business, 
but with 5,000 surgery centers out there, some have caught on and some 
haven’t,” he says. “It’s one of  those major changes in practice that takes 10 
years to get to everybody.” 

He says surgery centers should consider whether they want to imple-
ment some of  these technological advancements, based on the amount 
of  time and capital available at the facility. For example, ultrasound-
guided regional anesthesia is increasingly popular but requires signifi-
cant physician training and the purchase of  an ultrasound machine. He 
says while placing a continuous femoral nerve catheter may be just as 
easy to perform with ultrasound if  providers are used to the procedure, 
the staff  must still be trained on talking to the patient and answer-
ing questions about the catheter after surgery. Surgery centers should 
evaluate the necessary finances and provider buy-in before implement-
ing regional anesthesia.   

5. track overall patient satisfaction with anesthesia pro-
vision. In addition to tracking satisfaction with pain management and 
PONV, Dr. Dutton says ASCs should measure overall patient satisfaction 
with anesthesia. Satisfaction can be affected by a number of  factors, in-
cluding provider attitude, case delays, patient warmth and patient comfort. 
“ASCs actually do this much better than anybody else,” he says. “We’ve 
been paying attention to this for much longer than anybody else, including 
in actually gathering and having the data.” 

He says ASCs should continue to gather data on overall satisfaction by ask-
ing, “On a scale of  1-10, how would you rate your anesthesia experience?” 
The patient can then elaborate on any reasons for dissatisfaction. n

Learn more about the Anesthesia Quality Institute at www.aqihq.org.
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Between healthcare reform, increased enforcement under the Anti-
Kickback Statute, less patience on the part of  physician leaders for 
underperforming ambulatory surgery centers, reduced reimburse-

ment from Medicare, increased interest in pathology and anesthesiology 
relationships, and increased pressure from payors on out-of-network ar-
rangements, it is a very interesting time to write about the legal issues facing 
endoscopy centers. 

Barry Tanner, the Chief  Executive Officer of  Physicians Endoscopy 
(www.endocenters.com) indicates that there are approximately 800 single-
specialty endoscopy centers in the country and likely another 1,000 centers 
that perform endoscopy procedures.  Mr. Tanner also notes that there is 
an increased interest in joint venture endoscopy centers, often with both 
hospitals and professional management companies.

The following provides a brief  overview of  some of  the key legal issues 
facing endoscopy centers and other ASCs.  

1. Anti-Kickback and Stark issues. The government over the last few 
years has initiated huge increases in the funds allocated to healthcare fraud 
enforcement [1]. In the past, fraud enforcement focused heavily on billing 
and collections issues. Now, however, significant fraud and abuse resources 
are also being put towards the review of  relationships between hospitals and 
physicians. The ASC industry has begun to see some level of  investigation 

of  fraud and abuse on the physician relationship side, and the ASC industry 
is ripe for more investigative resources to be directed toward it.  

ASCs continue to see the evolution of  different types of  possible situations 
which could run afoul of  the fraud and abuse laws. Such situations often re-
late to circumstances where parties are trying to sell ASC shares to physicians 
at prices that may be below fair market value, circumstances where ASCs are 
leasing equipment on a per-click basis from physicians [2], and circumstances 
where parties want to sell different quantities of  ASC shares to different physi-
cians or pay different types of  medical director fees to different physicians. 

Over the next few years, as the government allocates more money to anti-
fraud initiatives, it will be increasingly important to keep an eye on what 
types of  activities ASCs, physicians and hospitals are engaging in and what 
types of  activities the government is particularly targeting.

(a) Safe harbors — non-compliant physicians. Over the past few years, parties 
have become more aggressive in trying to redeem physicians who are not 
safe-harbor compliant under the Anti-Kickback Statute. Existing compli-
ant physician owners have increasingly become less patient with non-safe 
harbor compliant physician owners. 

To redeem a party for non safe harbor compliance, the center’s operating 
agreement must require such compliance. In many situations, the parties 
are advised to offer non-compliant physician owners full value for their 
shares, even if  such full value is not required under the ASC’s operating 
agreement. The parties may also give such non-compliant physician owners 
a long notice period in which the non-compliant physicians may come into 
compliance with the safe harbor. In addition, it is important that safe har-
bor concepts generally not be applied in a discriminatory manner. Rather, 
the safe harbor concepts should be consistently applied to all physician 
owners if  the center is going to enforce the concepts and use them to 
redeem parties.  Further, there are cases where the use of  the safe harbor 
concepts have been challenged by physicians. It is critical that redemption 
be truly based on safe harbor compliance.

The safe harbor for single specialty centers does not require that a physi-
cian perform 1/3 of  his or her cases at the center he or she is invested in.

(b) Safe harbors — indirect referrals. The government continues to express great 
discomfort with indirect referral sources and non–safe harbor compliant phy-
sician owners. That said, the government is very cautiously addressing cross-
referral relationships as evidenced by the Office of  Inspector General issuing 
a positive advisory opinion to a hospital-physician joint venture where only a 
small number of  the orthopedic physicians were not safe harbor compliant 
(i.e., four out of  eighteen physicians were not safe harbor compliant). There, 
in fact, the OIG prohibited the referral of  cases from the non-compliant 
physicians to parties that could receive such referrals and then use the surgery 
center for those cases. In reaching its conclusion, the OIG said:

“In the circumstances presented, notwithstanding that four Inpatient Sur-
geons will not regularly practice at the ASC, we conclude that the ASC is 
unlikely to be a vehicle for them to profit from referrals. The Requestors 
have certified that, as practitioners of  sub-specialties of  orthopedic surgery 
that require a hospital operating room setting, the Inpatient Surgeons rarely 
have occasion to refer patients for ASC-Qualified Procedures (other than 
pain management procedures, which are discussed below). Moreover, like the 
other Surgeon Investors, the Inpatient Surgeons are regularly engaged in a 
genuine surgical practice, deriving at least one-third of  their medical practice 
income from procedures requiring a hospital operating room setting. The 

9 Key Legal Issues Facing  
Endoscopy Centers
By Scott Becker, JD, CPA, and David M. Wolff, JD, McGuireWoods

PINNACLE III is a Colorado-based company, just outside of Denver, 
which provides ASC management and development as well as bill-
ing services. Since 1999, PINNACLE III has served multiple clients 
from single-specialty practices, physician-owned ASCs to multi-spe-
cialty joint ventures with hospital partners across the country.

The company’s leadership team includes Rick DeHart, CEO; Rob 
Carrera, president; and Scott Thomas, executive vice president. 
Its vice presidents are Kim Woodruff (corporate finance & compli-
ance), Carol Ciluffo (revenue cycle management), Lisa Austin 
(operations), Kelli McMahan (operations) and Dan Connolly 
(payor contracting). Simon Schwartz is the director of marketing 
and sales.

PINNACLE III offers ASC development, management and billing 
along with consulting services in the area of facility auditing, pay-
or relations and contract work. While PINNACLE III offers equity 
models, non-equity models are accessible as well.

PINNACLE III also provides auditing and billing services to physi-
cian practices.

“PINNACLE III is dedicated to assisting physician groups and 
hospital joint ventures in establishing prosperous outpatient fa-
cilities and revenue streams, says Mr. DeHart. “It is our goal to 
continue to be recognized as a industry leader by providing cost 
effective results.” www.pinnacleiii.com 
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Inpatient Surgeons are qualified to perform surgeries at the ASC and may 
choose to do so (and earn the professional fees) in medically appropriate cas-
es. Also, the Inpatient Surgeons comprise a small proportion of  the Surgeon 
Investors, a majority of  whom will use the ASC on a regular basis as part 
of  their medical practice. This Arrangement is readily distinguishable from 
potentially riskier arrangements in which few investing physicians actually use 
the ASC on a regular basis or in which investing physicians are significant po-
tential referral sources for other investors or the ASC, as when primary care 
physicians invest in a surgical ASC or cardiologists invest in a cardiac surgery 
ASC.”  Advisory Opinion No. 08-08 (issued July 18, 2008).

The arrangement at issue did not meet every requirement of  the safe har-
bor in question.  However, certain other factors led the OIG to conclude 
that, although the arrangement posed some risk, the safeguards put in place 
by the parties sufficiently reduced the risk of  illegal kickbacks to warrant 
granting the positive advisory opinion.

(c)  Buy-in pricing for junior physicians and new physicians. Parties continue to look for 
ways to reduce buy-in amounts for junior physicians. Increasingly, there are 
arguments for lower valuations based on the impact of  the changing econo-
my on endoscopy centers and the uncertainty of  profits going forward. It is 
also possible for junior physicians to buy fewer shares, to obtain loans from 
third-party lenders (provided such buy-ins are not guaranteed or supported 
by any other investor or the ASC), and to engage in opportunities like recapi-
talizations to further reduce the cost and value of  the center. Again, a key is-
sue is ensuring that the ASC is not selling shares to junior physicians at below 
fair market value to induce the referral of  cases or the retention for cases. 
While it is not uncommon for practice buy-in prices to be set at relatively low 
amounts, the price of  shares at the endoscopy center level should be set at 
fair market value.

(d)  Sale of  additional shares to highly productive physicians. Endoscopy centers often 
see situations where a physician who produces proportionately more than 
he or she owns wants to buy additional shares in the center.  In general, it is 
very hard to facilitate this. It is possible for that physician to try to buy ad-
ditional shares from other partners.  However, the other partners cannot sell 
their shares to the high producing physician simply to help keep his or her 
cases at the center.  If  existing partners want to sell shares for reasons unre-
lated to retaining volume, then it is not illegal for them to sell shares to such 
high producing physicians. The sale of  such shares should always be made 
at fair market value, and not preferentially to high producing physicians. 
Gastroenterology practices often seek ways to distribute an endoscopy cen-
ter’s profits based on referrals. There is no clear safe way to accomplish this.

(e) Profiting from anesthesia and pathology. Increasingly, endoscopy centers and 
physicians are looking for ways to profit from ancillary services such as 
anesthesia or pathology. There are certain ways in which an ASC can law-
fully profit from anesthesia services in a legal manner. However, there are 
certain other ways, which are of  more significant concern with respect to 
the legality of  profiting from anesthesia services. This area has recently 
come under attack by the American Society of  Anesthesiology. Alexander 
A. Hannenberg, MD, president of  the ASA, wrote the following in his June 
16, 2010 letter to the Inspector General of  the United States:

“First, under the ‘company model,’ since the owners of  the facility also own 
the anesthesia company and have a stake in the profits of  this separate com-
pany, they have an incentive to increase utilization of  anesthesia services, 
which will result in an increase in federal health care costs. When the sur-
geons or gastroenterologists performing procedures in the facility are the 
owners, they are making clinical judgments about the necessity of  anesthe-
sia services for their procedures in the context of  a financial interest in the 
volume of  anesthesia services provided in the facility. It is hard to imagine 
a more obvious conflict of  interest or illustration of  the hazards of  self-
referral. Such hazards obviously include the costs of  care but also the poten-
tial for subjecting patients to unnecessary anesthesia. In addition, under the 
“company model,” anesthesia providers are required to pay remuneration to 

the facility for their services. These profits distributed to the facility owners 
are estimated to be as high as 40% of  the anesthesia fees. The fees paid to 
anesthesia providers are often less than what they would have earned under a 
fee-for-service model where they would bill directly. Anesthesia providers are 
unable to economically compete with the ‘company model’ and are forced to 
provide an illegal kickback to the facility should they accept pressures from 
facilities to contract accordingly. Because of  the continuing increased pres-
sures that anesthesiology group practices face in complying with the ‘com-
pany model’ . . ., we respectfully request the Office of  Inspector General to 
issue a Special Advisory Bulletin regarding this model.

The laws with respect to profiting from pathology services are less clear. 
There is an ability often for gastroenterology practices related to endosco-
py centers to perform pathology services in their own offices and to profit 
from such services.  However, there is a whole range of  analysis that must 
be performed to ensure that such efforts comply with the Anti-Kickback 
Statute, the Stark Act, and the Anti-Markup Provisions.

(f)    “Per-click” relationships. There have traditionally been several different 
types of  “per-click” arrangements for such items as gamma knives, litho-
tripters, lasers, CT and MRI scanners and other types of  equipment.  How-
ever, the government has now outlawed most per-click relationships (at least 
in the Stark Act context). Although the changes to the Stark Act and the 
accompanying regulations do not necessarily apply to ASCs, the analysis and 
concerns are applicable under the Anti-Kickback Statute to ASCs. Centers 

Symbion Healthcare, based in Nashville, Tenn., was founded in 
1999 to acquire, develop and operate short-stay surgical facilities 
in partnership with physicians, hospitals and health systems. The 
company has over 60 surgical facilities in 27 states. These facilities 
include more than 1,100 physician partners and 3,300 employees.

The company is led by Chairman and CEO Richard E. Francis Jr. 
Mr. Francis has served in these positions since the company’s in-
ception. Symbion is also led by Clifford G. Adlerz, president, who 
has served in the role since May 2002. Mr. Adlerz has served as 
chief	operating	officer	and	director	since	the	company’s	inception.	

Other members of the company’s leadership team include: Teresa 
F. Sparks, senior vice president and CFO; Kenneth C. Mitchell; 
senior vice president of mergers and acquisitions; R. Dale Ken-
nedy,	chief	compliance	officer	and	senior	vice	president	of		corpo-
rate service; George M. Goodwin, president of Symbion’s American 
Group; Anthony Taparo, president of Symbion’s Atlantic Group; 
John Crysel, president of Symbion’s National Group; Michael D. 
Weaver, vice president of acquisitions and development and Danny 
Bundren, vice president of acquisitions and development.

Symbion	follows	10	guiding	principles	in	defining	its	company	
culture,	including	“act	with	integrity”,	“take	ownership”	and	“be	
grateful”.	The	company’s	financial	partner	is	Crestview	Partners,	
a	private	equity	firm	with	over	$4	billion	under	management.	Sym-
bion	is	Crestview’s	largest	healthcare	affiliate.	

“With	assets	approaching	$1	billion,	and	our	continued	principled	
approach	on	quality,	operational	efficiencies	and	a	physician-
partner focus coupled with continued growth through our constant 
appetite for acquisitions and new center development, Symbion 
is poised to continue to be a market leader for the foreseeable 
future,”	says	Mr.	Weaver.	www.symbion.com
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FDM is an ASC management and development company based 
in Orangeburg, N.Y. Since it was founded in 1992, the company 
has partnered with its clients to open and operate more than 50 
surgery centers.

FDM is led by Edward Hetrick, president, who has been involved 
in the development of over 50 ASCs in his career, and Ellen John-
son,	chief	operating	officer,	who	oversees	operations	for	FDM	
and its managed centers. 

The company partners in de novo centers with physicians and hospi-
tals, as well as taking over management of existing troubled centers. 

In addition to developing surgery centers, FDM offers services in 
compliance,	consulting	and	planning	&	implementation.	

“FDM’s primary objectives are to identify business opportunities, 
formulate project plans, guide and direct facilities through the plan-
ning,	construction,	set-up	and	licensure/certification	phases	of	the	
project and provide ongoing administrative and clinical manage-
ment,”	says	Mr.	Hetrick.	“FDM	provides	exemplary	service	to	our	
clients by delivering high quality, cost effective management pro-
grams	that	enhances	the	profitability	of	our	clients	and	insures	the	
best	possible	care	to	patients.”	www.facdevmgt.com

for Medicare & Medicaid Service offered an explanation of  its position in the 
commentary to the new rules:

“At this time we are adopting our proposal to prohibit per-click payments 
to physician lessors for services rendered to patients who were referred by 
the physician lessor.  We continue to have concerns that such arrangements 
are susceptible to abuse, and we also rely on our authority under sections 
1877(e)(1)(A)(vi) and 1877(e)(l)(B)(vi) of  the Act to disallow them.

We are also taking this opportunity to remind parties to per-use leasing ar-
rangements that the existing exceptions include the requirements that the 
leasing agreement be at fair market value (§411.357(a)(4) and §411.357(b)
(4)) and that it be commercially reasonable even if  no referrals were made 
between the parties (§411.357(a)(6) and §411.357(b)(5)).  For example, we 
do not consider an agreement to be at fair market value if  the lessee is pay-
ing a physician substantially more for a lithotripter or other equipment and 
a technologist than it would have to pay a non physician-owned company 
for the same or similar equipment and service. As a further example, we 
would also have a serious question as to whether an agreement is com-
mercially reasonable if  the lessee is performing a sufficiently high volume 
of  procedures, such that it would be economically feasible to purchase the 
equipment rather than continuing to lease it from a physician or physician 
entity that refers patients to the lessee for DHS.  Such agreements raise 
the questions of  whether the lessee is paying the lessor more than what it 
would have to pay another lessor, or is leasing equipment rather than pur-
chasing it, because the lessee wishes to reward the lessor for referrals and/
or because it is concerned that, absent such a leasing arrangement, referrals 
from the lessor would cease.  In some cases, depending on the circumstanc-
es, such arrangements may also implicate the anti-kickback statute.” [3]  

(g)  Medical directorships. Medical directorships should be used only if  the 
medical director is providing true medical direction. An endoscopy center 
should generally only have one medical director unless there is a legitimate 

reason for the need for multiple medical directors. The fees paid to medical 
directors must be fair market value, and such arrangements must not be 
intended to provide kickbacks in exchange for the referral of  cases.  

2. hIpAA. The Health Insurance Portability and Accountability Act contin-
ues to be updated in a manner that adds additional burdens. One of  the big-
gest burdens in the most recent HIPAA amendments requires that a patient 
be notified of  any sort of  inadvertent breach of  disclosure of  confidential 
information. Previously, centers and healthcare providers could decide, on 
a case-by-case basis, whether or not to notify the patient of  an inadvertent 
breach.  Now, patients must be notified of  any breach.  Further, under the 
newly revised HIPAA, patients have the right to receive medical records with 
little cost even if  the center must incur costs to provide the medical records.

3. Antitrust issues. There are two antitrust issues that are most preva-
lent in the ASC industry. First, there is a question as to whether a hospital 
and physicians can jointly contract to try to obtain better rates from man-
aged care payors. Here, the key issue is ensuring that the two entities can be 
considered as one entity for purposes of  the antitrust laws, which makes 
them legally incapable of  conspiring with each other. There is a significant 
difference in legal interpretations on this issue across the country. For ex-
ample, if  a hospital owns 80 percent or more of  an ASC and has substan-
tial control of  the ASC, there are very strong arguments that conspiring 
together is not possible from an antitrust law perspective (i.e., the hospital 
and endoscopy center are effectively one entity). However, when the own-
ership is between 50 percent and 80 percent, the determination differs by 
region of  the country. Further, the amount of  control the hospital has over 
the ASC is a critical component of  the ultimate determination. Where a 
hospital owns less than 50 percent of  the ASC, it may still be possible for 
the hospital and ASC to effectively be considered one entity, but the hospi-
tal must have very substantial control of  the ASC.  Mr. Tanner notes that a 
key issue in bringing a hospital into a joint venture relates to what positive 
impact the hospital can have on endoscopy center pricing.

The other common antitrust issue facing ASCs arises when an ASC is ex-
cluded from certain payor contracts due to aggressive hospital competi-
tion. Here, the challenge for the ASC is showing that the hospital does 
not merely provide simple competition, but rather that it has conspired 
to harm the physician-owned ASC or made an effort to monopolize the 
market. This can be a very expensive process of  gathering facts to prove 
such a conspiracy exists.

4. Medical staff bylaws. Medical staff  bylaws issues constantly arise 
in the ASC context in several distinct situations. One such situation is the 
issue of  determining whether or not to waive a provision of  the medical 
staff  bylaws in order to allow a physician to remain on or join the medical 
staff  even though he or she does not technically meet a specific prereq-
uisite qualification. There are pros and cons to granting periodic waivers 
of  such provisions for specific physicians. A second situation is the issue 
of  how to remove a physician from the medical staff  due to some sort of  
medical conduct issue or other issue. In such a situation, to obtain the pro-
tections of  the Healthcare Quality Improvements Act, it is critical for an 
ASC to precisely follow its medical staff  bylaws procedures and also follow 
the rules of  HCQIA.

A third situation related to medical staff  bylaws is the issue of  how the 
removal of  a physician from the medical staff  under the bylaws impacts 
the redemption of  such physician from the ASC as an owner. Here, there is 
commonly a requirement in the ASC’s operating agreement that a physician 
member must be on the medical staff  in order to be an owner in the ASC.  
It is critical that the two components of  such requirement be somewhat 
divided from each other. In essence, this means that an effort must be 
made first to make sure that the decision under the medical staff  bylaws is 
handled separately and is not a sham or trumped up to force a buy back. 
Then, once the medical staff  issue is resolved, redemption pursuant to the 
ASC’s operating agreement may be addressed. [4]
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5. hospital outpatient department transactions and “under 
arrangements” deals. Over the last few years, “under arrangements”  
— a type of  transaction where an infrastructure company provided all ASC 
services to a hospital — became very popular. This was because it allowed 
the hospital to continue to charge hospital outpatient department rates and 
allowed the physicians, in part, to own the infrastructure company and stay 
aligned with the hospital. In addition, physicians were getting paid as well 
as they would typically be compensated in an ASC (i.e., billing their profes-
sional services). In essence, this type of  structure abrogated the benefit 
to CMS of  the lower payment rate for ASC services. The Department of  
Health and Human Services changed a number of  related Stark Act provi-
sions and specifically outlawed this type of  arrangement.  

ASCs are now examining situations in which an ASC sells its assets to a 
hospital and develops what is titled a “co-management” relationship. Such 
a relationship provides the physician or physician group compensation for 
managing the service of  the hospital, but allows the hospital to really be 
the owner and provider of  the services and to provide the services at hos-
pital outpatient department rates. The great challenge in these relationships 
is assuring that they proceed at fair market value and that physicians are 
compensated for reasonably needed services and not just in exchange for 
generating business. Another substantial challenge posed by these relation-
ships will be maintaining success three to five years after a transaction is 
completed. Because such “co-management” relationships are not as con-
gruent in terms of  interests as a true joint venture, there is an increased 
challenge to the long term success of  such relationships.

6. Out-of-network reimbursement.The ability to profit substantially 
from out-of-network patients is continuing to decrease. While many parties 
profit from out-of-network payments, payors are being increasingly aggres-
sive regarding recoupment, collection of  appropriate co-payments from 
patients and increasing co-payment and deductible responsibilities. Thus, 
the ability to make substantial profits or have serious negotiation leverage 
through the use of  out-of-network arrangements continues to be hampered. 
On the out-of-network side, ASCs are seeing increasing situations where 
payors are issuing audit letters to centers, developing no pay policies on out-
of-network consultations or services, or paying ASCs just a fraction of  what 
they would generally expect to be paid. ASCs, on their end, are increasingly 
making efforts to work with State departments of  insurance to explain how 
the cutting off  of  out-of-network reimbursements precludes patients from 
accessing true PPO benefits. There are a few cases that discuss whether or 
not payors have responsibilities to pay providers when providers are serving 
patients out-of-network and in some situations reducing co-payments. This 
is an evolving area that is expected to become combative.

7. physical plant relationships. Increasingly, third-party accredita-
tion firms and CMS surveyors are taking a much stricter approach towards 
grandfathering in outdated physical or non-compliant plant conditions. In 
many situations, these physical plant conditions may have pre-existed cer-
tain changes in certification rules that now require different structures, sizes 
and other types of  accommodations. Notwithstanding the fact that many 
older facilities pre-dated such rules, surveyors are sometimes demanding 
that such facilities be brought up to code immediately.  This can provide 
real challenges and significant expenses to existing ASCs.

8. Quality and safety issues. With the focus on the improper use of  sy-
ringes at one center and quality and infection control generally, it is critical that 
endoscopy centers focus heavily on proper clinical procedures. The hepatitis 
outbreak, for example, at the Endoscopy Center at Southern Nevada has led to 
class actions and investigations as to that center and the closure of  that center.

9. healthcare reform. No one knows exactly what the ultimate im-
pact of  healthcare reform will be on endoscopy centers and other ASCs. 
However, in the short term, it does not appear that healthcare reform will 
have an immediate negative impact on endoscopy centers.  In fact, because 
the reform legislation mandates certain incentives for certain preventative 

care, such as requiring new insurance plans (i.e., plans established on or 
after September 23, 2010) to cover and eliminate co-pays, deductibles and 
co-insurance amounts for preventative treatments such as colonoscopies, 
and because there is no public option, it is not clear that there will be an 
immediate negative impact at all. 

However, in the long term, healthcare reform raises concerns for endoscopy 
centers and other ASCs. First, although healthcare reform is expected to ex-
pand insurance coverage, it is widely anticipated that a substantial number of  
such newly insured people will be added to the coverage pool at low rates. 
A second concern is that healthcare reform will put pressure on commercial 
payors to further reduce costs, which would likely lead to lower reimbursement 
for endoscopy centers. A third-long term concern is the extent of  the impact 
healthcare reform will have on the independent practice of  medicine. Certain 
of  the concepts set forth in the healthcare reform initiatives involve integrative 
efforts between hospitals and physicians to develop accountable care organiza-
tions and other efforts that allow for the joint packaging of  care. These efforts, 
together with other payment incentives for hospitals, are leading to more em-
ployment of  physicians by hospitals. This reduction in the pool of  physicians 
means a reduction in the lifeblood of  endoscopy centers and other ASCs.

It should be noted that certain of  the leading professionals in the endosco-
py arena, such as Mr. Tanner, believe that the impact of  healthcare reform 
on endoscopy centers will be muted. n

[1] See Press Release, Office of  Pub. Affairs, U.S. Dep’t of  Justice, Departments of  Justice and 
Health and Human Services Team Up to Crack Down on Health Care Fraud (Nov. 5, 2010), 
available at http://www.justice.gov/opa/pr/2010/November/10-ag-1256.html

[2] While not necessarily illegal, the lease fees must be fair market value and there must be very strong 
arguments to defend the practice as not intended to induce referrals under the Anti-Kickback Statute.

[3] 73 Fed. Reg. 48713-48714 (August 19, 2008).

[4] 45 C.F.R. §147.130 (2010)

Headquartered in Dallas, USPI provides investment capital, man-
agement and development services for ASCs and hospitals in 
the United States and the United Kingdom. USPI has expertise in 
joint	ventures	with	physicians	and	not-for-profit	health	systems.	
The company currently has ownership interests in and operates 
almost 200 surgical facilities which performed approximately 
800,000 surgical cases in 2010. 

USPI’s domestic facilities are located in 24 states. All facilities 
are joint ventures with physicians and about 65 percent are also 
jointly	owned	with	not-for-profit	healthcare	systems.	USPI	also	
operates	five	facilities	in	the	United	Kingdom	and	is	active	in	
developing that market. More than 8,000 surgeons will use USPI 
facilities this year and about 3,400 physicians have partnered with 
the company in the ownership of its surgical facilities.

USPI	defines	its	company	culture	with	USPI’s	proprietary	quality	
benchmarking program USPI’s EDGET, which stands for “Every 
Day	Giving	Excellence.”	

“At USPI, we create equity partnerships with established physi-
cians	and	not-for-profit	hospitals	that	are	founded	on	expertise,	
quality,	integrity	and	trust,”	says	Bill	Wilcox,	CEO	of	USPI.	“Our	
mission	is	simple:	to	provide	first	class	facilities	and	a	caring	en-
vironment,	where	we	would	be	proud	to	take	our	own	families.”	
www.uspi.com
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Lolita M. Jones, RHIA, CCS, independent coding and billing consul-
tant, discusses six initial steps ambulatory surgery centers should 
take to prepare for the transition to ICD-10. 

1. Form an ICd-10 steering committee. The first step in preparing 
for ICD-10 is to form a steering committee that includes representatives from 
nursing, billing and coding, physician leadership, administration and business 
operations. Since physician schedules are often packed, be sure to choose a 
physician who can really dedicate time to ICD-10 preparation. “That would be 
a physician who has a little more free time than the other physicians — maybe 
someone who’s semi-retired and has a little more flexibility,” she says. “It has to 
be more than in name only.” The steering committee will be responsible for key 
action items involving ICD-10, including budget and training. 

2. Plan for significant implementation cost. While current data 
on ICD-10 implementation in ASCs is hard to find, Ms. Jones cites data 
from 2009 MGMA study that predicted a three-physician practice would 
spend $84,000 to transition to ICD-10. “You could easily round that up to 
$100,000 for a single-specialty ASC, and for a multi-specialty, you’re look-
ing at going above and beyond,” she says. ICD-10 costs include upgrades to 
existing software, databases and applications (SDA), consultants for train-
ing and assistance in the assessment of  your existing SDA. Many of  these 
costs will depend on your vendors’ plans for ICD-10, Ms. Jones says. 

3. decide whether to train staff on ICd-10-pCS. ICD-10-PCS is a 
code set designed to replace volume three of  ICD-9-CM for inpatient proce-

dure reporting. The system will be used by hospitals and by payors rather than 
outpatient facilities, but Ms. Jones says ASCs should consider the possibility 
that commercial payors will want ICD-10-PCS codes. “I don’t feel comfortable 
saying ASCs should ignore [ICD-10-PCS],” she says. “If  the payor is exempt 
from HIPAA, they’re still within their rights to request those codes.” 

4. Inventory all software, databases and applications in your fa-
cility. Once your steering committee is in place, you should identify the name, 
vendor and functionality for all software, databases and applications in the ASC. 
“Many ASCs have a separate product for accounting and a separate product for 
billing and another product for claims submission and clinical documentation,” 
Ms. Jones says. “If  they have one system that provides all of  that, that’s great 
because you’re dealing with one vendor, but the reality is that most ASCs select 
[the product] that works best for a particular process and you end up with a 
ton of  products.” She says this process may take time; your ASC probably uses 
software without even thinking about its connection to ICD-10. Be thorough 
and ask each staff  member to identify SDA you may have forgotten. 

5. Contact your vendors. Once you have made a list of  your vendors, 
you need to contact each one and ask about their ICD-10 implementa-
tion plans. “What do they need to do to [their] product? Do they need 
to expand field sizes or reconfigure reports? How will it affect their data 
dictionaries? How long will the vendor be able to support both ICD-9 and 
ICD-10? What kind of  feedback are they going to accept on things that 
need to be tweaked before implementation?” she says. These are all ques-
tions you should ask to understand how the vendor will work with your 
ASC to prepare for the transition. Some vendors may require your facility 
to sign a new contract, possibly at an increased rate. 

Ms. Jones advises ASCs to ask vendors to submit a plan for ICD-10 in 
writing. “I wouldn’t rely on a vendor rep who says they’re working on it,” 
she says. “Get it in writing from the vendor on their letterhead.” Ask the 
vendor for a plan, a projected timeframe and a contact person within the 
vendor organization, then establish expectations to keep in touch every 
two months in 2011 and every month in 2012. 

6. Consider the clinical impact of ICd-10. In order to schedule the 
appropriate amount of  training, your ASC should consider the impact of  
ICD-10 on documentation. Ms. Jones recommends ASCs use ICD-10 gen-
eral equivalency maps to identify their most commonly-reported ICD-9 diag-
nosis codes and then identify the corresponding codes in ICD-10. “Look at 
documentation that will be required to continue coding those conditions ef-
fectively under ICD-10,” she says. “For example, there are major changes to 
reporting of  Barrett’s Esophagus, which is a very common condition in [GI 
ASCs]. There are also a number of  changes in documenting colon polyps.”

A steering committee member should work with physicians to discuss addi-
tional documentation for ICD-10 codes. Start by addressing a topic at each 
departmental meeting, and ask physicians to start including more detail in 
their notes. “It’s not wrong to put additional information in the H&P on a 
patient who, for example, has asthma as a co-existing condition,” she says. 
“My recommendation would be to start building it in so that, come Oct. 1, 
2013, the physicians don’t even bat an eye.”

ICD-10 may also have clinical implications beyond physician documen-
tation. If  your ASC reports quality improvement monitors on a state or 
national level, you may see QI initiatives change under ICD-10. Medical 
necessity guidelines may also change for certain payors, so a staff  member 
should watch for publication of  revised guidelines. n

Learn more about Ms. Jones at  www.EzMedEd.com.

Preparing Your ASC for ICD-10:  
6 Initial Steps
By Rachel Fields

Interventional Management Services is a physician-owned ASC 
management and development company. IMS provides manage-
ment services to ASCs with a physician-focused strategy.

Centers managed by IMS range from small, one-room, single-
specialty ASCs to large, multi-specialty, physician- hospital joint 
ventures. IMS focuses on providing stability, reliability and sup-
port to existing surgery centers.

With	corporate	offices	in	Atlanta,	IMS	has	six	affiliate	ASCs	in	
Georgia, Florida and New Mexico, and continues to expand 
throughout the country. Physician ownership and control are key 
components of every IMS Partnership. 

IMS	is	flexible	in	offering	both	majority	and	minority	partnerships.	
The company plans to bring on a minimum of four new ASC 
partners in 2011. The company is led by Robin J. Fowler, MD, 
chairman and medical director, Stephen Rosenbaum, CEO, and 
Kenny	Spitler,	chief	development	officer.	
www.physiciancontrol.com 
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Ambulatory Surgery Centers will be required to implement Elec-
tronic Health Record systems (EHR) within the next few years. 
Participation in Medicare/Medicaid will depend on it. This article 

will explore the definition of  EHR, what the prime driving forces are be-
hind mandated EHR systems, and how we can heed the warning and plan 
ahead for successful implementation of  EHR systems in our centers.

Definition
EHR = EMR + HIS + CIS + CPR (Electronic Health Record = Electronic 
Medical Record + Health Information System+ Clinical Information Sys-
tem+ Computerized Patient Record). All the acronyms that have been used 
in the last four decades to define the electronic storage of  patient informa-
tion have now been rolled into one. The term EHR used to mean an office-
based patient documentation system. The Federal government has usurped 
the EHR label and has given it back to the healthcare industry as the final 
acronym for describing any of  these electronic patient data systems.

Quoting the Centers for Medicare and Medicaid Services: An Electronic 
Health Record (EHR) is an electronic version of  a patient(‘)s medical histo-
ry, that is maintained by the provider over time, and may include all of  the 
key administrative clinical data relevant to that person’s care under a par-
ticular provider, including demographics, progress notes, problems, medi-
cations, vital signs, past medical history, immunizations, laboratory data 
and radiology reports The EHR automates access to information and has 
the potential to streamline the clinician’s workflow. The EHR also has the 
ability to support other care-related activities directly or indirectly through 
various interfaces, including evidence-based decision support, quality man-
agement, and outcomes reporting. (www.cms.hhs.gov/EHealthRecords/

Ann’s simplified definition: Capture and/or storage of  patient specific 
medical information in a digital format, which is queriable and transferable 
to and from other computer systems.

Driving forces
On Feb. 17, 2009, President Obama signed into legislation the American 
Recovery and Reinvestment Act of  2009 (ARRA), aka the “Stimulus Bill”. 
Lesser known is that, embedded in ARRA, the Health Information Technol-
ogy for Economic and Clinical Health Act (HITECH) was created. ARRA 
also made permanent the Office of  the National Coordinator for Healthcare 
Information Technology (ONC) to set policy and standards, as well as direct, 
oversee, and measure success of  the implementation of  EHRs.

ONC established the first set of  policies and standards for these systems 
later in 2009, defining mandated Meaningful Use criteria and Certified 
EHR requirements (HITECH phrases). EHRs must meet strict conditions 
for data documentation, clinical decision support, data management, and 
sharing of  data. The legislation allows for Meaningful Use criteria to be ex-
panded by ONC every two years during the initial six year roll-out, making 
it increasingly challenging for EHR systems to be compliant. The second 
set of  requirements is currently in the final stages of  development.

The HITECH Act was pushed into place by CMS without forewarning. 
CMS maintains a vision for a national health record for patients. The goal is 
to be able to create lifetime individual medical records that are accessible by 
any provider, anywhere. Our military health system has a similar goal and 
is on the way to achieving it. CMS expects utilization and quality reports to 
eventually be submitted from provider EHR systems directly to CMS. CMS 
is also expecting EHRs to help decrease healthcare costs. Because CMS 
reimburses big dollars to these entities, acute care hospitals and physicians’ 
offices are the targets in the first round of  mandates for nationwide provid-

ers to implement fully integrated EHR systems. The second round will no 
doubt target ambulatory surgery centers.

EHRs are not an unfunded mandate. There is some ARRA money available 
to a facility once a properly implemented system is in use. The HITECH 
act provides for different levels of  compensation based on the percentage 
of  Medicare patients served, the facility designation, and the timeliness 
of  implementation. Providers can instead opt to be compensated based 
on their Medicaid population through funds given to each state. Meeting 
Certified EHR and Meaningful Use requirements are a prerequisite to any 
funding. Those affected by the current mandate are required to implement 
EHR systems by this year (2011) in order to receive full credit. Compensa-
tion decreases with delays in EHR installation. If  these facilities do not 
implement EHRs they not only lose out on payment for installation of  
EHRs, they will also be penalized through decreased Medicare reimburse-
ment for patient care. These penalties are scheduled to increase each year 
until CMS certification is jeopardized. Acute care hospitals and physician 
offices must have EHR systems in place, meeting Meaningful Use criteria, 
by the end of  2014 and 2015 respectively to avoid CMS penalties.

Planning ahead
The bad news is ASCs will be federally mandated to implement EHRs. 
The good news is EHRs can bring benefits to our business processes, our 
patients, and our owners. EHRs, when properly implemented, are actually 
strategic investments, helping facilities gain efficiencies and improve the 

Electronic Health Records: What Does it 
Mean and Do We Have to Go There?
By Ann O’Neill, Director of Clinical Operations, Regent Surgical Health

Regent is a Westchester, Ill.-based ASC management and devel-
opment company founded in 2001. It has developed, manages 
and partners with nearly 20 ASCs and specialty hospitals across 
the United States. It is a privately held company founded and led 
by CEO Thomas Mallon and CFO W. Michael Karnes.

Regent’s	management	team	also	includes	Chief	Operating	Officer	
Nap	Gary;	Chief	Development	Officer	Jeff	Simmons;	and	three	senior	
vice presidents: Michael McKevitt (business development), Joyce 
(Deno) Thomas (operations) and Robert Welti, MD (operations).

The company employs a limited liability company business 
model, which places the control of the business in the hands of 
the physician partners. Regent provides a wide range of manage-
ment and development services including hospital joint ventures, 
turning single-specialty ASC into multi-specialty centers, experi-
ence with neurosurgery, orthopedic and spine centers and turn-
around situations.

Regent follows a corporate value system it calls RISE, which 
stands	for	respectful	careful,	integrity,	stewardship	and	efficiency.	

“As the ASC business evolves, facilities will either respond to 
changes	or	become	stagnant,”	says	Mr.	Mallon.	“Regent	positions	
ASCs to better respond to changing market conditions. We bring 
parties together and structure and manage deals effectively so 
interests are correctly aligned and the venture enjoys long-term 
success.”	www.regentsurgicalhealth.com
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MFC, based in Toronto, Ontario, owns a majority interest in four 
specialty surgical hospitals in South Dakota and Oklahoma and 
an ASC in California. The specialty hospitals have a combined 
total of 34 operating rooms and 101 recovery beds. The ASC has 
two operating rooms and one procedure room. 
 
The company was founded by CEO Donald Schellpfeffer, MD, and 
President Larry Teuber, MD. Dr. Schellpfeffer is an anesthesiologist 
and also co-founder of and medical director for Sioux Falls (S.D.) 
Surgical Hospital and president of South Dakota’s Anesthesia As-
sociates.	Dr.	Teuber	is	a	board-certified	neurological	surgeon	and	
physician executive of Black Hills (S.D.) Surgical Hospital, which 
he founded in 1997, and CEO of Black Hills Spine Institute.
 
MFC, which was developed by the physicians of Black Hills Sur-
gery Center and Sioux Falls Surgical Center in South Dakota, 
is considered Canadian property and is publicly on the Toronto 
stock exchange under the symbol DR.UN. 

“Medical Facilities Corp. is a Canadian publically traded company 
that	owns	a	majority	position	in	five	surgical	facilities	in	the	United	
States,”	says	Dr.	Teuber.	“Each	MFC	facility	is	exclusively	man-
aged by its local doctor owners who are committed to excellent 
customer	service,	patient	care	and	optimal	operational	efficiency.”	
www.medicalfacilitiescorp.ca

quality of  services provided. It is important to realize that even a small 
EHR project takes 1-2 years to implement successfully. Implementing an 
effective EHR system before the mandate arrives will bring maximum ben-
efit to a center. Leadership needs to start that process now. EHR projects 
are costly in money and other resources. Due diligence in planning is key to 
effective stewardship during project execution.

Below is a brief  description of  a recipe for success with an EHR project:

•  Define the project goals 

•  Calculate the budget and return on investment based on those 
goals 

•  Identify the stakeholders and project champions. 

•  Create a selection committee with pre-determined structure and 
purpose 

•  Select the EHR system 

Once the EHR system is selected, disband the selection committee and 
form an implementation team, again with a pre-defined structure and pur-
pose. This group will take the project through EHR go-live, and some team 
members will continue in EHR supporting roles after the system is in use. 
Thoughtfully detailed project organization will smooth the transition from 
conception through go-live.

Future articles will discuss in more depth the ROI and the steps required 
for successful EHR projects. For now, remember ASCs are better posi-
tioned to address implementation of  EHR systems than most acute care 
hospitals and physician practices were when the HITECH act became law. 
Let’s take advantage of  this opportunity to learn from others’ experience 
by planning ahead and acting sooner. (A helpful page with many links to 
resources regarding EHRs is on the Health Information Systems Society’s 
website at www.himss.org/EconomicStimulus.) n

 Learn more about Regent Surgical Health at www.regentsurgicalhealth.com.

Physicians Endoscopy (PE), formed in 1998 and based in Doyle-
stown, Pa., focuses on the development and management of 
endoscopic ambulatory surgery centers. PE partners with physi-
cians and hospitals on the establishment and management of 
single-specialty endoscopy centers by offering a host of business 
solutions. The company currently manages and owns a minority 
share in more than 20 endoscopy centers.

PE offers a variety of partnership opportunities for physicians 
and hospitals accompanied by administrative support services. 
Through its True Partnership Program, the company seeks to 
establish new physician-owned ASCs, joint-venture opportunities 
between hospitals and GI physicians, as well as existing center 
acquisitions. In these relationships, PE acts as a minority investor 
in the ASC, but serves as a long-term partner with involvement in 
negotiating and renegotiating insurer contracts, human resources 
or facility management.

PE’s	newest	service	line,	“Hospital	Re-Integration”,	provides	a	plat-
form for existing physician-owned ASCs to align themselves with the 
local hospital system, which can help position the ASC for healthcare 
reform and accountable care organization implementation. 

PE is led by Barry Tanner, president and CEO. The company man-
agement team also includes Karen Sablyak, CFO; John Poisson, 
chief	development	officer;	and	Frank	Principati,	chief	operating	officer.

“Physicians Endoscopy is focused exclusively on the develop-
ment	and	management	of	freestanding,	single-specialty	ASCs,”	
says Mr. Tanner. “Our mission is to raise the level of patient care 
and physician satisfaction, while simultaneously driving cost ef-
ficiencies	for	patients	and	payors	alike.	Our	unique	partnership	
model coupled with our breadth of in-house specialty support 
services have allowed us the privilege of acquiring, developing 
and managing surgery centers across the United States. Our cen-
ters	are	highly	efficient	for	patients,	physicians,	staff	and	payors.”	
(www.endocenters.com)

18th Annual Ambulatory  
Surgery Centers Conference —  

Improving Profitability and Business 
and Legal Issues

The Best Annual Business & Clinical  
ASC Conference

Register Today! 
84 sessions, 120 speakers • October 27-29, 2011

Chicago, Westin Michigan Avenue
Keynote speakers:  Sam Donaldson,  

Bill Walton and Adrian Gostick 

To register, go to  
https://www.ascassociation.org/chicagoOct2011.cfm,  

call: (703)-836-5904 or email registration@ascassociation.org
For exhibiting or sponsorship opportunities,  

call (800) 417-2035 or email jessica@beckersasc.com.
To learn more, visit: www.BeckersASC.com
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Malignant hyperthermia is a rare occurrence in ambulatory surgery 
centers, but when it occurs, the ASC must be prepared to respond 
properly and without hesitation. Time lost trying to determine 

how to respond to the crisis could lead to a lost life. One critical component 
for an adequately prepared ASC is an effective MH transfer plan.

Cynthia A. Wong, MD, professor and vice chair of  the Department of  
Anesthesiology for the Northwestern University Feinberg School of  
Medicine in Chicago, is also an Malignant Hyperthermia Association 
of  the United States (MHAUS) Hotline consultant. She has personally 
been involved as a consultant in at least one MH case in an ASC that 
resulted in a patient death because she believes there was an inadequate 
transfer plan in place.

She identifies the following seven best practices for ASCs to help ensure 
an effective transfer plan.

1. determine when you will initiate the transfer of the patient. 
If  you have MH occurring in your ASC, do you have a protocol to follow 
to determine when and how you will get the patient to the backup orga-
nization? “It’s better not to transfer a critically ill patient in the middle of  
an MH crisis,” Dr. Wong says. “It would be better to actually treat the MH 
crisis before the patient was transferred but that’s a hard thing to do in 
an ambulatory care center because most of  them don’t have the ability to 
measure blood gases or other labs and there are fewer number of  people 
to help out in an emergency.”

2. Ensure transfer vehicle is properly equipped to treat Mh 
patients. “Patients are going to be transferred in some sort of  vehicle 
— whether it’s an ambulance or air transport — and my understanding 
is there are different levels of  care capabilities in these ambulances,” Dr. 
Wong says. “It seems appropriate that arrangements be made to transfer 
the patient in an ICU-type ambulance where the EMTs are capable of  sup-
porting ventilation and administering intravenous medications.”

3. Identify a suitable backup facility. You need to not only know 
what institution is serving as your backup for transfer, but if  you’re going 
to transfer an MH patient or someone who possibly has MH, Dr. Wong 
says you need to ensure you are sending the patient to a backup institution 
with the capabilities of  treating MH. This likely means an organization with 
ICU facilities.

4. Communicate directly with the people who should and will 
receive the Mh patient. With MH, every moment is critical — time 
spent in your ASC, during the trip over to the backup organization and at 
the backup facility. It is the responsibility of  the ASC to not only arrange 
for transfer of  the patient but to make sure the patient ends up at the 
backup organization in the correct hands and as quickly as possible.

 “You can’t spend time when MH is happening calling the hospital operator 
and figuring out how to get a hold of  these people,” says Dr. Wong. “You 
have to know ahead of  time — with the telephone number written down 
and readily available — that you can call this hospital and know the person 

you’re talking to is going to have something to do with admitting the pa-
tient you’re sending. This direct communication is particularly important.”

She says you need to know who is going to be the receiving service and/
or physician. In many hospitals, patients are transferred through the ED 
as opposed to directly to an ICU. If  the patient goes directly to an ED, 
it is important to understand that the admitting physician — likely an 
ED physician — is not necessarily the physician in the hospital who has 
expertise in MH. “That would be the anesthesiologist,” says Dr. Wong. 
“You need to know who at the ambulatory care center is going to com-
municate with whom at the other end. We recommend that there be direct 
physician-to-physician or at least direct anesthesia provider-to-physician 
communication.”

5. provide an Mh report form. A valuable tool to provide the backup 
organization to help with a smooth transfer is a report form from the ASC 
that provides important details directly relating to the MH incident — such 
as anesthetic agents used and the amount of  dantrolene given to the patient 
— in addition to standard information about the patient provided during 
transfers.

6.  develop a plan for patients you suspect might have Mh. 
“Even if  you don’t think a patient has MH but there are indications it may 
be MH, there has to be some sort of  plan for how you’re going to watch 
these patients,” says Dr. Wong. “At a hospital we would watch them in the 
recovery room for a few hours before we decided what the appropriate care 
is and that’s not always a viable option for many ambulatory care units.”

She says decisions for how to move forward in instances like these are 
usually made on a patient-to-patient basis. If  there are any questions or 
concerns, she advises organizations to call and discuss the circumstances 
with an MH hotline consultant, which ASCs can reach any time at (800) 
MH-HYPER. “What to do next will depend on the patient, how sick they 
are from a baseline perspective, how suspicious we are that they actually 
had MH and how critical it is that we measure lab values as part of  that 
diagnosis,” Dr. Wong says. “That’s not something most ambulatory care 
centers can do easily. If  that is a critical part of  the differential diagnosis 
or deciding how we are going to further manage this patient, in almost all 
likelihood they are going to be transferred.

 7. Incorporate the transfer plan into your Mh drills. If  you’re 
going to conduct an MH drill and want to simulate the entire experience, 
Dr. Wong says it would be worthwhile to include the transfer element in the 
training. “Calling all of  those telephone numbers and making sure you’re 
getting hold of  the right people might be a good addition to your drill; it’s 
going beyond just giving dantrolene in the OR,” she says. n

Editor’s note: Visit MHAUS at www.mhaus.org for many MH related tools 
and resources, including a poster developed by MHAUS and the Ambula-
tory Surgery Foundation on “Transfer Plans for Suspected MH Patients” 
for ASCs.

7 Best Practices for an Effective  
Malignant Hyperthermia Transfer Plan
By Rob Kurtz

Sponsored by
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Malignant hyperthermia is an uncommon disorder that presents in 
an ambulatory surgery center utilizing general anesthesia. Prepa-
ration for management of  this condition needs to be a signifi-

cant part of  ASC patient safety protocols, and this preparation needs to 
be proper and complete. Blue Chip Surgical Partners Vice President of  
Operations Regina E. Dolsen, RN, BSN, MA, suggests ASCs address the 
following 12 questions to help accomplish this objective.

1. do you have an Mh cart or kit, and is it properly stocked? 
This should contain the required and non-expired drugs (dantolene), 
equipment, supplies and forms. It should be immediately accessible to all 
operating rooms.

2. do you have organizational protocols for treating patients 
with known history of Mh? Has your ASC determined whether you 
will perform procedures on a patient with a known history of  MH? “You 
should have a policy stating this,” says Ms. Dolsen. “You should also have, 
as part of  your pre-assessment, questions you will ask of  all of  your pa-
tients to try to learn to any MR history they might have.”

3. do you have a point person that is responsible for your 
Mh preparation? This includes maintaining equipment, supplies and 
ensuring training. “It can be the safety officer, but sometimes other people 
will own that particular activity and it becomes a part of  their role to keep 
things current,” Ms. Dolsen says. “They go regularly onto the MHAUS 
(Malignant Hyperthermia Association of  the United States) website to 
see what’s new and changed and they’re responsible for the checking and 
maintaining the cart. You just want someone to own that cart and that role 
within the facility so they’re the go to person for questions, the person who 
looks for the resources, update guidelines, finds new tools, etc.”

4. how do you prepare for an Mh event? “It should be a hands-
on drill,” she says. “It should include the mixing of  the dantrolene and 
physically preparing it. You literally conduct the drill. You walk through the 
steps, you don’t just do it on paper. That’s really the best way to prepare.”

5. What is the education/training program for new employees 
and annual training for existing employees? This ties in with 
the necessary drilling, Ms. Dolsen says. “Make sure you keep your training 
tools updated and provide time for questions and answers rather than just 
sit your staff  down in front of  a machine to watch an educational video,” 
she says. “There are a lot of  self-learning modules that cover MH. They’re 
good but make sure you provide time for questions and answers and re-
member that this doesn’t replace the hands-on drill. That’s critical.”

 6. do you have a role for your consulting pharmacist in the 
training/setting up or keeping protocols current? Ms. Dolsen 
says she has seen some facilities have their consulting pharmacist partici-
pate in the annual education on MH. “People don’t tend to think about 

using their consulting pharmacist,” she says. “He can be a good resource, 
depending on his skill set, to help you with education and training. It’s also 
a good role for him to review the cart as part of  his risk assessment when 
he’s in a facility covering all of  the meds. That can be helpful.”

7. What is the role of anesthesia? Has your ASC clearly defined 
the responsibility of  anesthesia? “Every facility manages it different,” Ms. 
Dolsen says. “Some anesthesiologists take a big role in this and actually do 
the training. Even if  training falls to the consulting pharmacists or clinical 
nursing, you still need to have the role of  anesthesia defined because in 
the event MH occurs, they usual control how the event is managed and 
become the team leader.”

8. do you have visual aides on the cart or in a designated 
area which reviews the steps for recognizing the situation, 
and providing immediate treatment? “There are resources out 
there, primarily from MHAUS, and they’re very effective,” says Ms. Dolsen. 
“MH is something we hope to never see in our lifetime but when it does 
occur, we don’t have time to open the policy book. Those visuals are very 
well done and can play a vital role in saving a person’s life.”

9. do you know about the Mh hotline? Described as the “most nota-
ble and important of  MHAUS’ services,” the Hotline provides medical profes-
sionals with access to MH experts who can be reached for help with MH crises 
around the clock. The number: (800) MH-HYPER ((800) 644-9737).

10.  do you have concise forms to use during an event? “It’s a 
good idea to continually review and update your documentation records to 
chart during an event so they’re simple to use and they’re clear,” Ms. Dolsen 
says. “MH is an emergency event and people are usually not reviewing that 
form on a regular basis. It’s worth including as part of  your drills actually 
documenting on the form as that will help tell you whether your form is use-
ful or not. We’ve run into convoluted forms that, in an event, do not work.”

11. Do you have specific transfer protocols? “They really should 
take it beyond their normal transfer agreement protocol,” says Ms. Dolsen. 
See “7 Best Practices for an Effective Malignant Hyperthermia Transfer 
Plan” on p. X to learn more.

12. What methods are in place for cost-effective management 
of supplies and medications? Oftentimes since the MH cart is not 
used and the event is not seen, both fortunate circumstances, the dant-
rolene expires. You should consider using these expired medications as part 
of  your for training drills, says Ms. Dolsen. She also advises discussing 
with your vendors cost-effective ways to acquire items you need for MH 
hands-on training with the understanding that these items are not for actual 
patient use. n

Learn more about Blue Chip Surgical Partners at www.bluechipsurgical.com. 

12 Critical Questions for Malignant  
Hyperthermia Preparation
By Rob Kurtz

JHP Pharmaceuticals, headquartered in Parsippany, N.J., is an integrated specialty healthcare 
company that acquires, develops, manufactures and sells sterile injectable products primarily 
into acute and ambulatory facilities. JHP markets well-established branded pharmaceutical 
products including leading diagnostic, anesthetic, neurologic and women’s healthcare prod-
ucts. JHP provides customers with a reliable supply of brand name products at competitive 
prices. For more information, visit JHP Pharmaceuticals at www.jhppharma.com.
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