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17 Statistics an
ASC Should Look
at Every Month
By Rob Kurtz

Here are 17 statistics industry experts recommend that you gather and review
monthly.
1. Case volume scheduled by day
“As we see it, like other businesses, it all starts with volume,” says Boyd Faust,
CPA, chief financial officer for Titan Health. “The center must estimate appropriately the timing and volume of caseload and apply the adequate resources to
perform the cases expected. This gets back to identifying the statistic that allows
the center personnel to act upon it appropriately. In this case, the case volume
scheduled by day is the appropriate forward looking statistic. This is updated
daily.”
2. Actual cases performed per day
“On the back end, we measure the actual cases performed per day on a weekly and monthly basis,” says Mr. Faust. “A per-day figure is used to normalize
the statistic since each month the number of available surgery days varies
slightly and thus throws off a comparison of just the gross total case figures on
a month-to-month basis. In some situations, such as coming up this fall, the
number of days varies by five (October has 23 days versus November with 18).
On a center doing 20 cases per day, you might think you had a terrible
November if you performed 360 cases when you did 460 in October.”
3. Cases performed each month

39 ASC Women
Leaders to Know
Peggy Alteri, RN BSN, MPS, CASC. Peggy Alteri is the administrator and
CEO of Holdings, the owner/operator of two freestanding surgery centers in
Syracuse, N.Y. She is also president of her own consulting firm, MMAE, which
specializes in ambulatory surgery development and accreditation. As president of
the New York State Association for the past 13 years, Ms. Alteri has worked with
the Department of Health in the development of regulatory requirements and
standards for ASCs throughout the state. She is also a surveyor for the
Accreditation Association for Ambulatory Health Care. Ms. Alteri's previous
experience includes the position of vice president for clinical services, overseeing
all of the clinical services at a 225 bed acute-care facility.
Bonnie Benkula, BSHA, IAC. Bonnie Benkula is administrator/CEO of
River Oaks Surgical Center, an RMC MedStone Capital alliance, in Houston.
Ms. Benkula has more than 15 years’ experience in hospital and ambulatory surgery management. Her track record of success in both single and multi-site business operations gives her a strong foundation and insight to continually move
her organization forward. Before joining MedStone Capital, she led a team
supporting the financial management of 42 not-for-profit outpatient clinics and
eight inpatient medical divisions that reduced processing days by 53 percent and
maintained a data accuracy of 99 percent, setting new standards for the department and earning her and her team outstanding achievement.
Regina Boore, RN, BSN, MS. Regina Boore is the principal/CEO of
Progressive Surgical Solutions. Ms. Boore has more than 25 years of clinical, administrative, teaching, and consulting experience in ambulatory surgery. The breadth and
depth of her “hands-on, real world” experience in both single-specialty
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Letter From the Editor:
Benchmarking, Healthcare
Information Technology
and the Changing Nature
of ASCs
Here are nine thoughts on benchmarking, healthcare
IT and the changing nature of ASCs.
1. Surgery centers continue to have growth, albeit
slower growth than over the last five to 10 years.
The surgery center market remains somewhat recession resistant as opposed to recession proof. The
recession resistance is in large part due to the fact
that 30 to 40 percent of the payors for surgery centers are governmental payors who remain solvent.
2. Many surgery centers are seeing a decrease in
their revenue growth rates. This includes a reduced
growth rate in cases performed. ASCs also face a
smaller number of reimbursement moats, less outof-network reimbursement and fewer payors who
pay at discounts from usual and customary charges.
These decreases combine to place a higher premium on intelligent management of surgery centers.
3. Increasingly, the safest employee in an ASC is the
person who can understand how to effectively
crunch numbers to give the board useful information and then drive change in behavior based on
that information. Cost containment and business
planning are critical and are highly reliant on data
and cost information.
“Today’s IT systems provide access to detailed and
immediate case costs, including all fixed and variable cost components,” says Ron Pelletier, vice president of market strategy for Source Medical
Solutions. “Access to this data is crucial to maximizing revenue and profitability, and this means
employing proven best practices for ensuring this
data is captured at the point of care.”
One of these best practices is determining a process
to gather and analyze data that is current rather
than data that may be too old to accurately reflect
the current trends and issues in a center, says Jeff
Blankinship, president and CEO of Surgical Notes.
“The biggest problem today is that [ASCs] crunch
these numbers, but the data is three or four months
old, and they can never make an effective change at
that point,” he says. “It perpetuates itself if you can’t
get live data that’s within 24 to 48 hours old.
Administrators who do all the crunching of numbers, it takes them anywhere from two days to a
week to gather that data, put it in spreadsheets and
get them out.”
Even when data can be gathered in a timely fashion,
ASCs need to know about their options for how to
respond to this data.
“Oftentimes, when they crunch these numbers on
operations and other critical areas, a lot of their challenges are that they can identify certain areas in need
of improvement but do they then know what
options are available for trying to improve or change
that behavior or specific area,” Mr. Blankinship says.

4. There is a small percentage of people (5 percent)
who can really intuitively understand and fully
assess data without great information technology. It
is almost impossible to systematically build a center
around these people.
“One of the common obstacles a center faces when
attempting to produce meaningful analysis that can
be used to drive decisions is access to all pertinent
information, and this can be traced back to failure to
capture relevant data,” says Mr. Pelletier. “To combat
this, we must dismantle any barriers that exist in the
technology and IT systems employed. Foremost,
ease of use is critical to complete user participation.”
If an ASC invests in technology to support the
efforts of staff members who can effectively analyze
data through the use of the technology, it is critical
then that ASCs avoid trying to cut corners that can
hinder the benefits that the technology can offer to
the center, says Mr. Blankinship.
“If they don’t share the same information and cannot access the same information on a timely manner — if they’re going off a paper chart (that needs
to be circulated around the office) or can’t log in
into a system because someone else is logged in or
they don’t have a user’s license — all those things
can slow up completion of the entry and analysis of
data for a case’s life cycle,” he says.
5. There is a second set of people maybe (50 percent) who believe they can intuitively understand
and assess the data needed without serious information technology tools. This group is the most dangerous in it thinks it can do this assessment but in
fact cannot. These are the kinds of people who lead
centers into situations where they may see 800 cases
a month and still lose money.
6. All leaders need to learn how to use the information technology tools now available.
“On the billing and collections side, that’s where statistics and numbers really come in,” says Mr.
Blankinship. “What you do on the front end as far as
taking the patient’s information and the insurance
information and all of those details … from day one,
that effects the billing and collections cycle. Any
errors or a lack of information in a data system affects
the whole lifecycle as well back-end operations.”
7. There are approximately 15 statistics that a center administrator should know each day and each
month (see “17 Statistics an ASC Should Look at
Every Month” on p. 1). These are items such as cost
per case, supply cost collected per case, hours per
case, cost per hour, cases per day, cash collateral per
day and cash paid out per day. The only way to
effectively access this data in a timely manner is
through the use of great information technology —
hence, a great portion of this issue focuses on HIT.
8. The ability to obtain the data is just half of the
equation. The second half of the equation is being
able to implement and make changes in the surgery
center based on such data. In essence, if you know
that your cost of staff per case is too high, it is only
helpful if you are then also willing to make decisions based on those statistics and reduce staff costs
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per case. Similarly, on supply costs, can you in a
logical way sell your decision-makers on standardizing supplies? Can they make the right choices to
reduce supply costs and bring costs more into line?
“Through technology, you don’t want to necessarily eliminate fulltime employees,” says Mr.
Blankinship. “However, through technology, you
can improve your manual processes and achieve
more efficiency and accuracy. At that point, you
can eliminate your hiring of temporary staff and
temporary nurses and actually improve your operations by having more time available through
automating those manual processes.
“That’s the whole key about understanding the data
and making behavioral changes,” he says. “It’s not to
be a threat to the current system; it’s to improve it.”
The future will bring significant improvements as
technology is further integrated into the entire lifecycle of a patient’s case, says Mr. Pelletier.
“Once technology has fully moved into the OR and
is available bedside, we will then see the next wave
of how software can drive overall improvement to
patient care, physician satisfaction and revenue
enhancement,” he says. “For example, no longer
will it be adequate to just have costing data available
on the backend of a case. Instead, information relative to the case can be delivered real-time, such as
reminders to document clinical aspects of a case
that, left undocumented would not be billable. In
addition, users must know at the point of care variables such as supply costs, and whether a supply is
eligible for billing. Predictive and proactive data
will be paramount to reimbursement.”
9. In essence, the person that can decide on the
right data and find the data and then help use it to
drive behavior and changes can be the most
valuable player in a center.
Should you have any questions, or would like to
share your opinion, please contact me at (312)
750-6016 or at sbecker@mcguirewoods.com.
Very truly yours,

Scott Becker

Download back-issues
of the Becker’s
ASC Review at
www.beckersasc.com
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10 Legal Issues Facing ASCs
By Scott Becker, JD, CPA, Bart Walker, JD, and Elaine Gilmer, JD

rom a regulatory and legal perspective,
2008 has been a year marked by increased
scrutiny of physician-ownership relationships in the healthcare area. In the surgery center
area, the closest impacts in the regulatory and
legislative area related to physician ownership
are outlawing “under-arrangement” types of
transactions; outlawing “per-click” relationships;
including pain management in the Office of the
Inspector General (OIG) work plan for 2008;
and implementing a requirement that ownership
of physician-owned hospitals be disclosed
to patients.

F

This article outlines 10 key legal and regulatory issues
related to surgery centers.
1. Selling of shares to physicians. It remains
the case that parties must be extremely careful in selling shares to physicians. Shares must be sold at fair
market value. You cannot differentiate the amount of
shares based on the volume or value of referrals, you
cannot provide financing to physicians for the
purchase of shares and you have to be very cautious of
any sort of special deals related to the sale of shares.
This is an area where simpler is often better. For exam-

ple, in the typical situation, all investors should be
offered the same number of shares, they should each
pay in cash for their shares, the shares should all be
priced the same and no special deals or options to purchase in the future or at a discount should be offered
to any investor.
2. Safe harbor compliance. The government
continues to pronounce great discomfort with indirect referral sources and non-safe-harbor compliant
physicians. It is increasingly very intelligent relating
to cross-referral relationships, as evidenced by the
extreme caution it showed when the OIG issued a
positive advisory opinion for a joint-venture between
physicians and a hospital in which only a small number of the orthopedic physicians were not safe-harbor
compliant (i.e., four of 18 physicians were not safeharbor compliant). There, in fact, the OIG prohibited the referral of cases from physicians to parties that
would receive referrals, then use the ASC for those
cases. In reaching its conclusion, the OIG said:
In the circumstances presented, notwithstanding that four Inpatient Surgeons 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 ASCQualified Procedures (other than pain management procedures, which are discussed
below).4 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 Inpatient
Surgeons are qualified to perform surgeries at
the ASC and may choose to do so (and earn
the professional fees) in medically appropriate
cases. 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 potential referral sources for

Sign up for the Becker’s ASC Review E-Weekly at www.beckersasc.com

other investors or the ASC, as when primary
care physicians invest in a surgical ASC or
cardiologists invest in a cardiac surgery ASC.
In this case, although the arrangement did not meet
every requirement of the safe harbor in question,
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.
3. Syndication and flip transactions. We
have seen certain transactions in which physicians
buying shares in an ASC, simultaneously or shortly
thereafter sell shares to a national surgery center company. In essence, physicians might buy shares for
$100 a share, then turn around on the very same day
and sell half their shares for $200 to $300 per share.
This provides the net effect of letting such physicians
invest for practically no money. This is the kind of
transaction structure that, if investigated, could cause
great concern from a regulatory perspective.
4. Hospital outpatient department transactions and “under-arrangements”
deals. Over the last few years, a type of transaction
in which parties put together an infrastructure company, then provided all their ASC services to a hospital “under arrangements” became very popular.
Under-arrangements deals principally became very
popular because it let the hospital continue to charge
hospital outpatient department rates, and the physi-

cians in part to own the infrastructure by staying
aligned with the hospital and getting paid as well as
they would typically do in a surgery center. 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, as
part of the most recent Inpatient Prospective
Payment System, changed a number of related Stark
Act provisions. In that regard, HHS specifically outlawed this type of arrangement:
In the CY 2008 PFS proposed rule, we noted our
continuing concern about the risk of overutilization with respect to services provided “under
arrangements” to hospitals and other providers
because the risk of overutilization that we identified in the 1998 proposed rule has continued, particularly with respect to hospital outpatient services for which Medicare pays on a per-service basis
(72 FR 38186). We proposed to revise our definition of entity at §411.351 to include both the person or entity that performs the DHS, as well as
the person or entity that submits claims or causes
claims to be submitted to Medicare for the DHS
….
In this final rule, we are adopting our proposal
with modification and amending the definition of
“entity” at §411.351 to clarify that a person or
entity is considered to be “furnishing” DHS if it is
the person or entity that has performed the DHS,
(notwithstanding that another person or entity
actually billed the services as DHS) or presented a
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claim for Medicare benefits for the DHS. Note
that where one entity performs a service that is
billed by another entity, both entities are DHS
entities with CMS-1390-F 1110 respect to that
service. We are delaying the effective date of the
amendment to the definition of “entity” at
§411.351 until October 1, 2009 in order to
afford parties an adequate time to restructure
arrangements.
The key change to the concept of “entity” essentially
erases the distinction between the party that performs designated health services and the party that
ultimately bills the Medicare program. Previously,
this is the distinction that permitted certain types of
under arrangements relationships, which many had
taken advantage of. As a result, providers can no
longer avail themselves of the argument that simply
because they are not billing Medicare directly, that
they are not an entity that provides DHS and consequently are outside the Stark Law restrictions.
5. “Per-click” relationships. As a corollary to
the under arrangement structures, there have been
several types of transactions and deals set up as “perclick” arrangements. These include such items as
gamma knives, lithotripters, lasers, CT and MRI
scanners and other types of equipment. Generally,
the government has now outlawed (at least in the
Stark context) per-click relationships. Although the
changes to the Stark Act and the accompanying
regulations do not necessarily apply to surgery
centers, their analysis and concerns would be
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applicable under the anti-kickback statute to surgery centers. Thus, it would be unlawful for the provider
of designated health services (such as imaging services) to rent from a referring physician on a per click basis
equipment or real estate that he or she would rent to the surgery center or hospital. CMS 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 arrangements 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 paying a physician substantially more for a lithotripter or other equipment and a technologist than
it would have to pay a nonphysician- 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 commercially 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 purchasing 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 circumstances, such
arrangements may also implicate the anti-kickback
statute.
6. New Jersey self-referral law. In the
last year, New Jersey had a series of cases that provided great concern to physician-owned surgery
centers. Briefly stated, a statute called the Codey
Law was read to prohibit physician ownership of
surgery centers if they were not truly and completely office-based. This ruling caused great concerns for surgery centers because traditionally the
view has been that physician-ownership in an ASC
was generally permitted under the Codey Law,
although people acknowledged there was some
risk. This law is in the process of being amended to
clarify that physician ownership is allowed but it
will likely include restrictions on further development of physician-owned surgery centers. This will
be the first state in the country that has a prohibition on physician-ownership of surgery centers.
7. Physician-ownership of hospitals.
This continues to be a huge area of scrutiny and
regulatory concern. Congress continues to try to
pass bills that would prohibit physician-ownership
of hospitals. Certain of these contain grandfathering clauses that are very liberal, while certain of
them are much more restrictive. In general, the
Federation of American Hospitals and the
American Hospital Association have gained more
strength and momentum over the last couple years
with respect to these issues. The presidential election may well be the ultimate determination of
whether physician-ownership of hospitals in the
long term will be permitted.
8. California licensure laws. Over the last
year, California decided it would no longer license
ASCs. This was not intended as an insult against surgery centers; rather, it seems to be part of a budgetary
determination. In essence, the state does not have the
funds to handle licensure, so it decreed that, going
forward, instead of licensure, ASCs would be handled
through accreditation and centers will become
Medicare-certified from the deemed accreditation
effort. While this may make sense, the suddenness of
the change caused great concern for surgery centers
and left a great deal of uncertainty. In some situations,
it has also led to payment problems for surgery centers, as some payors have demanded a license. Of
course, it appears clear that the core goal of the payors is to find a way not to pay and has nothing to do
with real legal standards.
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9. OIG issues two physician-ownership
advisory opinions. The OIG issued two advisory opinions this year that relate closely to physician-ownership arrangements. First, as discussed
above, it issued an advisory opinion that related to
ownership of a joint-venture ASC between an
orthopedic group and a hospital. There, it issued a
favorable advisory opinion but required several prophylactic steps to allow the joint-venture to continue as structured. Second, it issued a negative advisory opinion related to a block leasing scenario
related to radiation therapy. In this situation, one
urology group had established a radiation therapy
center and intended to fully block lease the center to
other physician groups. The OIG concluded that
this looked too much like several of the contractual
joint-ventures that it has tried to advise against over
the last couple years. Thus, it determined that this
was not a permissible arrangement and would not
offer a favorable advisory opinion with respect to the
same. In its analysis, the OIG commented that the
nature of the contractual relationships in this
arrangement essentially gives rise to a sort of jointventure amongst the parties. The Advisory Opinion
specifically refers to the Special Advisory Bulletin on
Contractual Joint Ventures issued April 30, 2003, by
the OIG, in which it noted the heightened risk of
arrangements where a healthcare provider expands
into a related healthcare business by contracting with
an existing provider to provide the new service to the
provider’s existing patients. The initial owners in this
situation essentially contracts out all of the opera-

tional and management aspects of the new service
line. In this Advisory Opinion, the OIG noted that
the urology group was in much the same position.
The OIG concluded:
Accordingly, based on the facts presented here,
we are unable to exclude the possibility that the
parties’ contractual relationship is designed to
permit the Requestor to do indirectly what it
cannot do directly; that is, pay the Urologist
Groups a share of the profits from their IMRT
referrals. In other words, the Requestor may be
offering the Urologist Groups impermissible
remuneration by giving them the opportunity to
obtain the difference between the reimbursement received by the Urologist Groups from the
Federal health care programs and the rent and
fees paid by the Urologist Groups to the
Requestor and the individual Radiologists (i.e.,
the profit from IMRT ordered by the Urologist
Groups.) By agreeing effectively to provide services it could otherwise provide in its own right
for less than the available reimbursement, the
Requestor and its Radiologists would potentially
be providing a referral source – a Urologist
Group – with the opportunity to generate a fee
and a profit. If the intent of the Proposed
Arrangement were to give the Urologist Groups
remuneration through the IMRT to induce
referrals to the Requestor, the anti-kickback
statute would be violated. Indeed, there is a significant risk that the Proposed Arrangement
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would be an improper contractual joint venture
that would be used as a vehicle to reward the
Urologist Groups for their referrals.
10. Out-of-network reimbursement. The
ability to profit substantially from out-of-network
patients continues to decrease. While many parties
still do fine with out-of-network payments, payors
are increasingly aggressive regarding recoupment,
ensuring parties collect appropriate co-payments
from patients, and increasing significantly
co-payment and deductible responsibilities. Thus,
the ability to make outsized profits or have serious
negotiation leverage through the use of out-of-network continues to be hampered.
Each of the foregoing items will have a significant
impact on the way ASCs do business. In particular,
the new federal regulations will likely cause a number of existing relationships to be restructured.
Further, new challenges to hospital ownership by
physicians will continue to arise at the federal level.
Finally, states remain active in the areas of licensure
and reform of existing laws that govern ASCs.
Contact Scott Becker at sbecker@mcguirewoods.com;
contact Bart Walker at bwalker@mcguirewoods.com;
contact Elaine Gilmer at egilmer@mcguirewoods.com.
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17 Statistics an ASC Should Look at Every Month (continued from pg. 1)

4. Cases per room per month
“This helps track the utilization of the available OR and procedure rooms,” says
Mr. Faust. “We recommend that this statistic be evaluated as the center considers adding physicians and new specialties.”
5. Cases performed by physician
“Look for trends,” says Joseph Zasa, JD, a partner and the CEO of
Woodrum/ASD. “Obviously, the doctors take vacations, but look at a trending
report to see if you are losing business and ask why. It could be issues with the
equipment or staff.”
6. Cases by top CPT codes
Along with cases performed by physician, these two statistics can signal changes
requiring a different clinical staffing model and a change of the medical supply
needs of the center, says Mr. Faust.
7. Revenue per patient
Tracking this will allow you to “spot changes in mix of cases or billing/coding
issues,” says Mr. Zasa.
8. Staffing hours per patient
“This is mix and specialty dependent,” says Mr. Zasa. “It is a key staffing benchmark.”
9. Payor mix trending
“A movement toward more cases with a certain payor will require the center to
evaluate the financial impact, which can lead to renegotiation of contracts or, in
some cases, may lead to contracting with a new payor that the physicians have
begun to do a significant amount of volume with,” says Mr. Faust.

14. Day sales outstanding (DSO)
This is how much of your revenue is tied up in receivables and how
quickly it is being collected, says Mr. Faust.
“Cash flow is the center’s lifeline and should be monitored daily,” he
says. “This is usually monitored in total and by payor. An increase in the
DSO for a particular payor can signal a problem with how a batch was
processed and thus can be tackled early through intervention with the
payer or third party electronic billing agency.”
15. Collections as a percent of billings
“Centers use different ways of calculating billings, but most use an average of monthly billings over the prior two or three months which should
have been collected in the month being monitored based on an average
number of DSO that the center is experiencing,” says Mr. Faust.
16. Aging greater than 60 or 120 days
“A change in your A/R in excess of 60 or 120 days can lead you to
investigating the individual payor that is not paying in the same amount
of days as it had before,” says Mr. Faust.
17. Cash receipts daily
“Always monitor cash receipts daily and report the total receipts month
to date and extrapolate out to come up with a monthly prorated collections figure,” says Mr. Faust. “This way you know how well you are
going to cover the center’s expenses and the anticipated excess cash that
will be available for either reinvestment in the center (such as equipment
needs) or for distribution as dividends to physician-owners.”
Contact Rob Kurtz at rob@beckersasc.com.

10. Supply cost per patient
Segregate this data by implants and disposables/ drugs, suggests Mr. Zasa. “It is
a mix dependent benchmark but can point to issues inherent with supply management and inventory control.”
11. Rate per case
“Once again, similar to other businesses, a center’s top line is dictated not just by
volume but by rate as well,” says Mr. Faust. “Thus, centers should monitor their
rate per case.”
Some do this in total for the center, he says, but at some point a center will want
to account for the…
12. Rate per case by specialty and procedure type (by CPT code)
“Without this, you cannot perform case costing (cost per case by CPT code),
which is vital to understanding your center’s business profile (and) how much
operating profit you make per case type,” says Mr, Faust. “We often find centers
surprised to discover that a procedure that they are doing such a high volume of
is actually costing them money.”
13. Accounts receivable (A/R) days
“The calculation we use is actual net A/R divided by daily net revenue for the
past 61 days — use the last two months’ revenue and divided by 61,” says Mr.
Zasa. “Our centers run 40.0 to 42.0 days on average. If they are above the
national benchmark of 50.0 (Source: ASC Association), you have a problem.
Mr. Zasa suggests you trend the statistics over at least a 12-month period to spot
trends and use accrual accounting for your statistics.
“The matching of revenue and expenses is critical to obtain the most accurate
picture of center finances,” he says. “Additionally, we believe that the barometer
of a business office is A/R days and accrual accounting is essential to determine
a center’s A/R.”
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The Elements of an ASC Turnaround
By Joseph S. Zasa, JD

hile what you are about to read may
seem unbelievable, this is a true story.
And it may be one of the best illustrations of how following fundamental business
principles is critical to effectively operating an
ASC — and of the penalties paid if they are not
followed properly.

W

We received a call in the summer of 2007 from a
former client in a CON state who had invested in a
surgery center. Here’s a short profile of the center:
• The multi-specialty ASC was performing
approximately 10,000 cases per year.
• The specialty mix consisted primarily of orthopedics, otolaryngology, pain management and
endoscopy.
• The payor contracts focusing heavily on Blue
Cross and commercial carriers.
• The center had moved to a new location earlier
in the year in order to handle the expansion of its
business and higher volumes.
• The administrator had recently left the center,
while it was posting a significant loss, nearly bankrupt, and had not paid dividends in two years.
• The bank was considering foreclosing on the
center’s loans.
How could a center of this size and volume be losing money? I agreed to fly to the center at the
request of the surgery center’s governing body to
assess the situation. Here are the steps taken for one
of the most remarkable turnarounds I’ve been
involved in.
Element 1: The Diagnostic
The first thing you must do is perform a financial
diagnostic and benchmark against other centers to
identify areas of concern. This means gathering
financial and operational information including a
staffing analysis, inventory analysis, and collection
and accounts receivable reports.
We used this data to benchmark the center against
similar surgery centers using our database as well as
other widely available benchmark information. The
results were surprising: Staffing and supply costs
were excellent, and well within acceptable standards.
However, we did find several issues:
1. Revenue per case was very low based on the mix
of cases and the payor mix.
2. Accounts receivable were not accurate because the
center was transitioning from cash accounting to
accrual accounting.
3. Expenses in certain categories looked very high
(more detail would be needed to determine what, if
any, rationale was behind this).
4. The center was unable to determine its accounts
payable situation since it did not keep a traditional

general ledger, but rather used an unusual accounting system that only the former administrator
understood.
5. With the center’s current debt, it would be unable
to pay dividends with current bank loan covenants
in place.

billing system, making it difficult for the staff to
have a good handle on accounts receivable. Fourth,
the center did not collect all co-insurance before surgery. Finally, according to the general ledger system
invoices were logged but not released for payment
by the former administrator.

Element 2: The On-Site Assessment
You cannot run a surgery center from a spreadsheet alone. You must meet with the staff, physicians and those in management positions to
understand the issues impacting the center; you
must conduct physician interviews to obtain
feedback on the staff and their impressions of the
center. As you undertake these tasks, focus on
assessing the following areas:

Element 3: The Analysis
Perform a line-item analysis of all expenses. In our
case study, because the accounting was in a flux and
the investors did not receive actual financial statements, accurate numbers became a challenge.
Nevertheless, a line item analysis of all expenses was
performed. Several areas were identified where the
center could avail itself to savings (these will be covered in the next section).

• Business office functions — collections, billing,
coding, cash management, accounts payable, fee
schedule, payer contracts, staff understanding of the
MIS system.

Element 4: The Plan
Based on the aforementioned elements, a 14-step
plan of action was developed and executed.

• Clinical functions — inventory, turnaround
times, policies and procedures, staffing, and adherence to a sound quality assurance and risk management program.
• Accounting and financial reporting — general
ledger system utilization, presentation of the financials and physician understanding.
• Legal and operations structure — identifying
structure used and completing updates as needed.
• On-site managers — abilities of the nursing director and the business office manager.
In our case study, we already knew that inventory
and staffing levels were good. Over the course of the
site visit, we also realized that staff and management
were excellent and had firm grasps on the fundamentals of their jobs.
However, the center lacked administrative leadership and direction, and as a result, bickering
amongst the physicians was rampant. The former
administrator had not paid bills (the facility had no
cash to do so), resulting in vendors placing accounts
on hold, and had not funded the 401(k). The
Internal Revenue Service intended to assess penalties
and audit the surgery center.
In the business office, we noted several critical
problems. First, the center’s contracts with the two
largest payors paid for initial procedures only and no
multiple procedures (especially difficult because the
center performs a high volume of ENT and orthopedic cases). This was the source of the revenue-percase problem. Second, the facility did not have sufficient staff to work collections and denials. Third,
payor contracts were not loaded into the coding and

1. Managed care. Key managed care contracts were
re-negotiated to include multiple procedures and
implant costs. This took about six months, and the
impact is just beginning to be felt. Unless a patient
qualifies as a charity care patient, the center has
ceased performing cases for which expenses exceed
reimbursement.
2. Collections. A front-desk collection policy has
been adopted and is charted each day. In addition, a
full-time collector was hired to aid this process.
Front-desk collections increased from an average of
$7,200 per month to $41,250 per month. Payor
contracts were loaded into the MIS system and
denials and follow-ups from insurance are tracked
daily. Weekly reporting, monthly reporting and, in
some instances, daily reporting to our firm was initiated to track collections.
3. Coding. We performed a coding audit for compliance purposes, identified a few areas of
improvement and implemented an action plan to
address them.
4. Accounts payable and general ledger. A more
efficient general ledger system was purchased and
the staff was trained. Invoices are entered daily and
accounts payable run bi-monthly.
5. Fee schedule. The fee schedule had not been
updated since 1999, so a new one was adopted that
better reflects charges in the community. A new cosmetic fee schedule was also adopted.
6. Employees and bonus program. Before our
arrival, employees were guaranteed 40 hours per
week regardless of whether they worked all of them.
This policy was discontinued and a bonus program
was adopted to allow employee participation in the
center’s success.
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7. Supplies. The surgery center received deeper discounting on drug supplies by
affiliating with our firm, generating significant savings.
8. Accounting. The center moved to accrual accounting and prescribed closing
and reporting standards, as well as hiring a healthcare accounting firm to provide
monthly financials.
9. Regular reporting. On a monthly basis, the investors receive a balance sheet,
statement of cash flows and an income statement along with a benchmark analysis and management report. By keeping them aware of happenings at the center,
shareholders can better understand its fiscal health. The updates also engender loyalty to the center as the investors are informed of decisions and operational and
financial items.
10. Expense control. Significant decreases in monthly overhead for the center
were realized after we implemented action plans for several areas that needed
improvement, including renegotiation of insurance policies to expand coverage, at a lower rate; reduction of legal and accounting expenses; and reduction
of other general and administrative expenses.
11. Bank debt and raising of equity. The surgery center raised equity and used the
proceeds to reduce its debt. The terms of the bank debt were renegotiated to more
favorable terms, debt guarantees were lifted, and the covenants were negotiated to
give the center a clear path to declaring dividends when its fiscal health improved.
12. Employee matters. The center hired a human resources company, which drafted an updated employee handbook and conducted in-services with employees on
risk management items.
13. Legal matters. The surgery center had not changed or adopted its bylaws in
several years. As new investors purchased shares, the subscription agreements
reflected different terms and conditions. At the direction of the new management
team, the center engaged McGuireWoods to draft updated bylaws that reflect the
current regulatory environment.
14. Equity offering. At our behest, the facility raised additional equity from new
and existing shareholders. The proceeds were earmarked to reduce debt, and the
infusion of equity became a condition precedent to the renegotiation of the loan
with the bank on much more favorable terms.
Element 5: The Result
On Aug. 13, nine-and-a-half months after the center was on the verge of bankruptcy, it declared a substantial dividend to the investors and a bonus to the staff.
To date, this is the largest one-time dividend ever declared by a Woodrum/ASD
center. Certainly, this story is especially dramatic due to the size of the center
(10,000 cases per year). However, the keys to success are always the same.
Successful surgery centers are collaborative efforts between the surgeons, anesthesia,
staff, on-site administration and management. At this center, administration was a
problem, resulting in lack of leadership and clear direction. Eventually, the physicians
became disgruntled and began to disagree among themselves, and the collaborative
balance was upset.
The elements of the turnaround always center on the basics of ASC operations
(quality of care; attracting and retaining good staff; turnaround times; inventory
management; controls on supply and staffing costs; billing, coding, and collecting
procedures; proper pricing; payables systems; effective accounting; and many other
items beyond the scope of this article). However, healthcare is a people business,
and installing effective and competent leadership let the center come back into balance by giving it clear direction and purpose.
Mr. Zasa (joezasa@woodrumasd.com) is the co-founder and managing partner
of Woodrum/Ambulatory Systems Development, one of the oldest continually
operating ASC development and management companies in the United States. It
currently manages 25 ASCs with a focus on surgery center turnarounds and
hospital/physician joint-ventures. He can be reached at (214) 369-2996.
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6 Ways to Increase GI Profitability
By Stephanie Wasek

t’s no secret that times are tough for GI, between
the Medicare reimbursement cuts and the seemingly never-ending payment squeeze applied by
third-party payors. But the specialty as a whole
remains profitable; in fact, you can do more than
simply maintain the profits of this high-volume, fastturnover service line. By implementing the six methods described here, you may even be able to increase
GI profitability.

I

1. Increase volume — just a little bit
As anticipated, on the heels of the lower Medicare
reimbursement rates for GI in ASCs, revenue per
case is down. In a sampling of endoscopy centers of
varying size and Medicare volume, Physicians
Endoscopy’s John Poisson and Barry Tanner report
estimated annual reimbursements down from
$18,027 (for a medium-sized center with Medicare
making up 18 percent of volume) to $119,518
(“jumbo” center, 21 percent). At multi-specialty
Algonquin Road Surgery Center in Lake in the
Hills, Ill., administrator Dana McGrath, RN,
MSN, CASC, reports that total net revenue per
case for GI is down $36 per case for Medicare compared with 2007. (Her facility is also facing competition from two new GI centers within 10 miles of
Algonquin Road Surgery Center, as well as migration of one physician’s cases to his office.)

While these figures may seem steep on their faces, they
are not insurmountable with efficient utilization. The
key is to add a handful more procedures per week.
“Volume is the key to a profitable center,” says
Craig J. Bakken, CMPE, the CEO of Denverbased Rocky Mountain Gastroenterology
Associates and Rocky Mountain Endoscopy
Centers. “If you can improve throughput, you can
sustain and even increase profitability.”
Estimating average reimbursement of $550 per
case, just one case per day can go a long way
toward making GI profitable: Five extra cases per
week translates to $143,000. Conversely, assuming
15 cases could be performed in a block, leaving
one room open for just one day costs an ASC
$8,250; one open block weekly for a year would
therefore cost $429,000 in revenue.
Mr. Bakken notes that one way to increase utilization
of empty blocks is to consider opening them up to
other types of cases that can be performed in procedure rooms — a new service line could inject a fresh
revenue stream to your center, he says. Additionally,
if your physicians have more cases to bring, it may be
a matter of opening up more block time; No. 2
discusses one way to go about doing so.
2. Use objective methods to allocate
block time
You attempt to divvy block time evenly among your

physicians. Some will inevitably perform more cases
in the time allotted than others due to differences in
technique and speed. But what can you do when
some physicians fill up and utilize all their block time
and others do not?
“It’s really incumbent upon the board to carefully
monitor, at least quarterly but preferably monthly,
the utilization of all of the rooms that are operating
and make reasonable adjustments to the physician
blocks,” says Mr. Poisson.
The key is to avoid any perception of arbitrary block
time decisions by developing a measurable method
to determine who can request more block time and
who should possibly have his time reduced. One
such method, developed by an administrator at one
of the Physicians Endoscopy’s-partnered centers, uses
a composite score that is determined by the actual
volume of procedures a physician brings to your
facility added to the percentage utilization of his
blocks. In a very efficient GI center, a good benchmark for morning utilization rate is 95 percent and
80 percent for the afternoon. Sixteen cases would be
the benchmark for the morning and 12 for the afternoon. These figures would produce an ideal example
composite score of 15.2 for morning blocks and 9.6
for afternoon blocks; your facility’s board should
adjust these figures based on internal benchmarks to
determine the target composite scores.
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Under this system, physicians must be above the
threshold in order to request more block time. If
block time is available and works into the physician’s
schedule, it is available on a first-come, first-serve
basis. Physicians who consistently fall below the target may have some block time revoked. While physicians might not rejoice at having their block times
taken away, the use of this measurable metric at least
offers a concrete reason for change, can help serve as
justification for reallocation of block time and may
even serve as motivation. If physicians know that an
unused block will affect their composite score, they
may be more inclined to inform the facility when
they’re going to be on vacation, allowing the center
to give those available blocks to other doctors who
are willing to fill them.
Further, if a physician is struggling to fill blocks on a
regular basis, this can give the board an opening and
an opportunity to discuss the cause of this inefficiency
and potentially fix the issue. For example, if a physician is scheduling the right number of patients to fill
the block but seeing regular cancellations, the center
can consider taking the approach of airlines and overbook the block, planning for some cancellations, says
Mr. Poisson. Or it might be an opportunity to look for
ways to improve turnover times.
Note: Before reallocating any block time, make sure
that any changes do not impact your quality of care.
On paper, it may seem practical to take a block
away from a surgeon and ask him or her to cover
more cases in a single block, but you must find out

if the reason why the surgeon is not filling the block
times is related to a process you can change (reporting vacations, slow dictation in between cases, etc.)
and not related to how they treat patients and perform procedures. You will definitely not want to
put your surgeons in a position where they feel they
must rush through and handle more cases just to
keep their block time.
You will also want to avoid instantly rewarding
more block time to surgeons who have not proven
their ability to handle a larger caseload. Giving
these go-getters parts of blocks rather than complete blocks initially will allow you to ensure their
quality does not suffer as they take on more cases.
3. Achieve efficient turnover time
A target benchmark for a colonoscopy patient’s entire
visit, from walk-in to walk-out, is about 97 minutes,
says Mr. Poisson. A good benchmark to target for
turnover time for ORs in between colonoscopies is
four minutes, “butt to butt,” he says.
While keeping a low turnover time can help improve
your center’s efficiency, you want to make sure that
any effort to reduce your time does not sacrifice quality of care in the process. Good OR turnover is not a
matter of speed but rather improving upon existing
processes and strengthening teamwork and communication between staff members.
“There is a time requirement between patients in a
well-run center that lets the doctor do his report,
which typically takes two to three minutes,” says Mr.
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Poisson. “He’s going to go out to discharge a patient
and take the necessary time, usually 3-4 minutes, to
have that discussion with the patient and their designated escort.. By the time he’s done his report and
discharged a patient, another patient should be ready
and waiting in a room.”
Assuming a center is outsourcing its anesthesia, the
patient should be ready for the physician by the time
he or she enters the room. The physician will then
pause for a moment to re-verify the patient name
and scheduled procedure and then likely do the final
patient consent review of the H&P in the chart;
introduce the propofol, which will take effect in 10
to 20 seconds; and then the physician should be
ready to insert the scope.
Here are two simple best practices to help you with
room turnover:
1. For the first set of patients each day, pre-assess
them in the OR. “Free up those admit bays to get
your next round or two of patients all ready to go by
initially using the OR as a bay,” says Mr. Poisson. “It
makes total sense.”
2. Set up your admit and recovery bays so they’re
identically setup with all of the necessary equipment
and supplies for both admissions and recovery.
“This way, in the morning, when you typically have
your influx of patients, you can use some of those
recovery bays as admit bays and then in the afternoon, unused admit bays turn into recovery bays,”
says Mr. Poisson.
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Your staff should adjust the admit flow process based
upon how long a physician takes in between cases,
suggest Mr. Poisson:” If a doctor typically takes seven
to eight minutes, adjust the workload. There’s no
sense in having the patient waiting in the OR for five
minutes with nothing to do.” In addition, when the
patient is in the procedure room briefly waiting for
the GI attending physician to arrive, it is critical that
the CRNA and procedure room staff continue to
monitor and observe the patient at all times.
4. Staff for efficiency of service
and budget
Rocky Mountain Endoscopy Centers comprise
three GI facilities in the Denver metro area performing about 22,000 cases total annually.
“Coincidentally, we have about 22 FTE, which
works out to one per 1,000 cases each year,” says
Mr. Bakken. “We don’t really manage the number
strictly, but it is a number we have found to work
thanks to external and especially our internal
benchmarking processes. Facilities that are not
taking advantage of benchmarking against other
similar facilities are doing themselves a disservice
and would benefit from doing so.”
By monitoring the number of nursing hours per
procedure and total hours in the first center,
Rocky Mountain was able to find appropriate
staffing benchmarks and adjust according to case
volumes as the subsequent centers with identical
processes were opened and began to grow. Mr.
Poisson notes that, if your staff hours per patient
are greater than five, you should revaluate your
staffing pattern or configuration.
With benchmarking, Mr. Bakken also found that
the first center was over-reliant on RN utilization.
“You don’t need that much RN support if you
can train and supervise the next level down. It
varies across the country, but you can use LPNs,
certified techs or nurse assistants, even EMTs —
there are all kinds of people out there who have
basic medical training who can be trained to
assist,” he says. “When we started our first center,
we lacked experience and benchmarking data,
and we staffed up with a higher RN count than
we ultimately ended up with in our third center.
In center No. 1, we’ve basically added techs so the
ratios now look a lot like what is the accepted
level of staffing in center No. 3.
“We may never have seen that as clearly had we not
benchmarked internally. It’s made a big impact on
staffing costs without impacting on quality.”
5. Look to ancillary costs
While the economy has been mired in a downturn, charges for utilities in particular are increasing faster than the expected cost-of-living rises
would dictate.
“The costs of heat and power and cleaning are all
being pushed up,” says Mr. Bakken. “There’s not
a whole lot you can do when the utility bill comes
— you can’t take on the electric company. You
just have to pay it.”

He recommends finding ways to shed space — so
that you’re not paying to power, heat, cool and
provide water to — unused areas, or to find
alternate uses for little-used space to aid adding
revenue-producing procedures. You could also
“update heading and air conditioning systems,
upgrade windows and insulation — all the things
a homeowner would do, depending on the age
and quality of your building,” says Mr. Bakken.

Average Charge and
Payment Data for 9
Upper-GI Procedures
Commonly Performed
in ASCs

Mr. Bakken recently went through a variety of his
service contracts, including health insurance,
office supplies and custom printing, and put
them out for bids. Without exception, he says,
the bids all came in under what the centers
were paying.

ere is the average 2007 Medicare sub
charge (submitted charges divided by
allowed services), average allow charge
(Medicare-allowed charges divided by allowed
services, including co-pays and deductibles paid
by patient), and average payment (Medicare payments divided by allowed services, not including
co-pays and deductibles paid by patient) for nine
upper-GI procedures commonly performed in
ASCs.

“We were pleasantly surprised, but saved over 20
percent of office supplies and 15 percent on custom printing,” he says. “You might not even
think of these as areas in which you can save, but
there are opportunities out there, and they can
help offset some of the things you can’t control as
much. Don’t be afraid to move your business to
the lowest qualified bidder.”
Mr. Poisson also recommends annually renegotiating these contracts for ancillary services, including repair and maintenance agreements, linens
and laundry.
6. Examine capital equipment
expenditures
Since January 2006, Ms. McGrath spent $32,000
on scope and $16,000 on equipment repairs. This
spring, she’d had enough of the scopes, which had
been bought in 2002.
“I needed to purchase new equipment this year;
our scopes and automatic scope processors were
outdated, repairs were becoming cost-prohibitive
and the service agreements on the equipment
were no longer in effect,” she says. “Buying new
equipment was tough decision, because volumes
and net revenue are decreasing in GI, but we
decided to take a chance.”
Algonquin Road bought four new scopes on a costper-case basis; considering that repair bills were
likely only to go up as the equipment got older, the
money saved could well cover the price tag.
To avoid falling into such a situation, Mr. Poisson
recommends instituting an equipment replacement schedule. Mr. Bakken further recommends
examining all manufacturers’ offerings to secure
the best deal for your center.
“If you and your physicians are willing to consider the options, there are savings to be had,” he
says. “Bid out replacement or new equipment
and put the manufacturers to the test. You may
give up for some period of time some aspects of
compatibility and interoperability, and there’s
certainly a cost to that, but my reading of the situation is that facilities are securing better deals
when they start to consider alternatives.”
Contact Stephanie Wasek at stephanie@beckersasc.com.
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1. Upper stomach-intestine scope, simple (CPT
43234)
- average sub charge: $817
- average allow charge: $303
- average payment: $237
2. Upper stomach-intestine scope for diagnosis
(CPT 43235)
- average sub charge: $1,064
- average allow charge: $318
- average payment: $249
3. Stomach-intestine scope, inject intestine wall
(CPT 43236)
- average sub charge: $1,218
- average allow charge: $343
- average payment: $271
4. Upper stomach-intestine scope for biopsy (CPT
43239)
- average sub charge: $1,406
- average allow charge: $424
- average payment: $334
5. Stomach-intestine scope ultrasound guided
biopsy (CPT 43242)
- average sub charge: $1,959
- average allow charge: $443
- average payment: $352
6. Stomach-intestine scope for foreign body
removal (CPT 43247)
- average sub charge: $1,405
- average allow charge: $421
- average payment: $331
7. Stomach-intestine scope with ultrasound exam
(CPT 43259)
- average sub charge: $2,018
- average allow charge: $508
- average payment: $402
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8. Scope of upper small intestine (CPT 44360)
- average sub charge: $1,468
- average allow charge: $433
- average payment: $343
9. Scope of upper small intestine with biopsy
(CPT 44361)
- average sub charge: $1,409
- average allow charge: $414
- average payment: $327
— Stephanie Wasek

Average Charge and
Payment Data for 7
Lower-GI Procedures
Commonly Performed
in ASCs
ere is the average 2007 Medicare sub
charge (submitted charges divided by
allowed services), average allow charge
(Medicare-allowed charges divided by allowed
services, including co-pays and deductibles paid

H

by patient), and average payment (Medicare payments divided by allowed services, not including
co-pays and deductibles paid by patient) for seven
lower-GI procedures commonly performed in
ASCs.
1. Scope of colon thru ostomy for diagnosis (CPT
44388)
- average sub charge: $1,203
- average allow charge: $323
- average payment: $253
2. Scope of colon with biopsy thru ostomy (CPT
44389)
- average sub charge: $1,338
- average allow charge: $308
- average payment: $240
3. Scope of sigmoid colon only with biopsy (CPT
45331)
- average sub charge: $945
- average allow charge: $287
- average payment: $225
4. Scope of colon for diagnosis (CPT 45378)
- average sub charge: $1,403
- average allow charge: $442
- average payment: $345
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5. Scope of colon with biopsy (CPT 45380)
- average sub charge: $1,463
- average allow charge: $407
- average payment: $319
6. Cancer screen colon scope, high risk patient
(HCPCS G0105)
- average sub charge: $1,272
- average allow charge: $441
- average payment: $339
7. Cancer screen colon scope, not high risk patient
(HCPCS G0121)
- average sub charge: $1,327
- average allow charge: $443
- average payment: $340
— Stephanie Wasek
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5 Best Practices for the Correct Coding
and Billing of GI Procedures
By Stephanie Ellis, RN, CPC

ere are five best practices to help you overcome some challenges GI coding and
ensure your ASC is properly reimbursed for
the procedures your surgeons perform.
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1. Upper-GI dilation procedures
Some patients will require dilation procedures when
their esophagus becomes closed because they suffer
from such problems as esophageal varices, achalasia,
reflux esophagitis (GERD), problems after radiation
therapy for esophageal cancer, scarring from drinking
of poisons, certain medications that can cause ulcerations and esophageal “webs.” Some dilation procedures are performed with endoscopy, and coded from
the appropriate endoscopy codes. Some are not, and
when they are not, they are called manipulations
(codes 43450 through 43458). These procedures may
require the use of bougies, which are flexible dilators
with different sizes increasing in thickness.
When performing bougie dilations, if an esophagogastroduodenoscopy (EGD) is performed before a
bougie dilation (where the physician does not perform the procedure through an endoscope) and if a
diagnostic endoscopy is performed before the dila-

tion, it would be coded as 43235-59 (per the AMA
CPT Assistant).
For the dilation, use code 43450 for a dilation of the
esophagus by unguided sound or bougie, single or
multiple passes, or code 43453 for a dilation of the
esophagus over a guidewire. For dilation procedures
performed with a balloon, use codes 43456, 43458 or
43460, as appropriate.
When performing an esophagoscopy, rigid or flexible; with balloon dilation (less than 30-mm diameter), code 43220, the measurement refers to the
maximum diameter of the balloon itself, not the
diameter of the esophagus.
2. PEG tube codes
Codes for percutaneous endoscopic gastrostomy
(PEG) tubes or jejunostomy tubes (J-tubes), which
can also be referred to as buttons, are as follows:
Placement procedures:
• Code 43246 — Upper gastrointestinal
endoscopy including esophagus, stomach,
and either the duodenum and/or jejunum as
appropriate; with directed placement of
percutaneous gastrostomy tube.

• Code 49440 — Insertion of gastrostomy
tube, percutaneous, under fluoroscopic guidance including contrast injection(s).
• Code 49441 — Insertion of duodenostomy
or jejunostomy tube, percutaneous, under fluoroscopic guidance including contrast injection(s).
Replacement procedures:
• Code 49450 — Replacement of gastrostomy
or cecostomy (or other colonic) tube, percutaneous, under fluoroscopic guidance
including contrast injection(s).
• Code 43760 — Change of gastrostomy tube,
percutaneous, without imaging or endoscopic guidance.
• Code 43269 — Endoscopic retrograde
cholangiopancreatography (ERCP); with
endoscopic retrograde removal of foreign
body and/or change of tube or stent.
• Code 49451 — Replacement of duodenostomy or jejunostomy tube, percutaneous, under
fluoroscopic guidance including contrast
injection(s).
• Code 49452 — Replacement of gastrojejunostomy tube, percutaneous, under
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fluoroscopic guidance including contrast
injection(s).
Mechanical removal of tube obstructions:
• Code 49460 — Mechanical removal of
obstructive material from gastrostomy,
duodenostomy, jejunostomy, gastro-jejunostomy, or cecostomy (or other colonic) tube,
any method, under fluoroscopic guidance
including contrast injection(s), if performed.
Tube removal:
• Code 43870 — Closure of gastrostomy,
surgical.
Note: Stitches must be placed with a surgical
closure to use this code. If no stitches are placed,
and the tube is pulled and steri-strips are put over
the gastrostomy opening, use the 49999
unlisted-GI code.
3. Colonoscopy procedures
scheduled as screening with
subsequent invasive procedures
Sometimes cases are scheduled as screening
colonoscopy procedures, but the physician finds a
polyp or performs a biopsy during the procedure,
which changes the coding of both the diagnosis
and CPT codes for billing. The latest Medicare
guidance for the situation where a colonoscopy is
scheduled as a screening colonoscopy, but a polyp
is removed and/or a biopsy is taken is to not bill
the G-code for a screening procedure but bill the
appropriate CPT codes for the procedure(s) performed (45385, etc.).
On the claim listing of the diagnoses, sequence the
screening V76.51 code first, followed by the 211.3
polyp or other appropriate diagnosis code. When
linking the diagnosis to the procedure on the claim
form, only link the 211.3 polyp or other pertinent
code with the 45385 or other colonoscopy procedure code and do not link the screening V-code in
field 24E to any procedure code billed.
4. Scheduling of colonoscopy
procedures
When scheduling colonoscopies, it is important to
know if the patient has symptoms or if it is a screening colonoscopy procedure only. Reimbursement
can vary significantly based on what was performed. What can start out as a screening study can
be entirely different after the procedure is performed. If a screening study turns into a biopsy or
polypectomy procedure, not only will the coding
change, but the patient’s benefits may be different,
possibly increasing how much out-of-pocket the
patient will owe. This benefits issue affects those
patients with insurance other than Medicare more
than it does Medicare patients.
At the time that the colonoscopy is scheduled, the
ASC’s scheduler should find out from the physician’s office if the colonoscopy is being performed
for symptoms or as a screening procedure only. If
it is scheduled as screening, when performing
insurance verification, it is very important to ask
for the benefits information using very specific language, obtaining the benefits for both screening
and diagnostic/surgical colonoscopy procedures.

Explain the benefits for both types of colonoscopy
studies to the patient, so that he understands how
much the he will owe in both scenarios — whether the
test turns out to be a screening or diagnostic/surgical
study. It is very important for the patient’s benefits to be
properly explained to the patient before the procedure
is performed. Patient’s financial responsibility information should be given to the patient in writing and
should detail both benefit possibilities (screening and
diagnostic/surgical benefits, if they differ). It is important to let patients know they have an obligation to pay
what they owe and that what they owe can change
based on what occurs during a colonoscopy procedure.
Detailed scheduling and insurance verification procedures are very important on these types of procedures.
Your facility’s reimbursement fate is in your own
hands. Detailed work on the front-end and
proper/thorough explanations to the patient up-front
can save your facility from bad feelings and adverse
patient reactions after the procedure if the patient
owes more than he/she expected.
5. Colonoscopy procedures
The screening procedures for Medicare high risk
patients (code G0105) are covered every 24 months.
This category for colon cancer means a personal or
family history of polyps or colon cancer. Medicare’s
definition of “family history” only includes the following blood relatives: parents, siblings or children.
The screening codes for non-high risk Medicare
patients (code G0121) is covered once every 10 years.
If the physician detects a growth and performs a biopsy or polyp removal during the colonoscopy, code the
appropriate CPT code for the procedure based on the
method the physician used and do not code the screening G-code. When there are two or more lesions
biopsied or excised, bill the code for each technique
used (biopsy and polypectomy method) once, regardless of the number of lesions removed, as each code is
for the removal of a single or multiple lesions.
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For example, if the colonoscopy is scheduled as a
screening study on a Medicare patient and the GI
physician takes three biopsies, removes two polyps by
hot snare method, does tattooing of one lesion and
removes three polyps using the hot biopsy forceps
method, the coding would be as follows:
• Use code 45385 (once) for the snared polyp
excisions.
• Use code 45381 for the lesion which was
tattooed.
• Use code 45384-59 (once) for the polyps
excised by hot biopsy forceps. This code must
be billed with the -59 modifier because it is
unbundled from the 45385 code in the CCI
mutually exclusive table, but is separately
billable because the three polyps removed by
hot biopsy forceps were in different areas
than those removed by snare.
• Use code 45380-59 (once) for the three areas
biopsied. This code must be billed with the 59 modifier because it is unbundled from
the 45385 and 45384 codes in the CCI table,
but is separately billable because the three
biopsies taken were in different areas than
the polyps removed.
• Code diagnoses as follows: Use code 233.1
for the colon polyps, 562.10 for diverticulosis seen during the procedure and code V76.51 for
a screening study since the colonoscopy was
scheduled as a screening procedure.
CPT codes are copyrighted by the AMA.
Ms. Ellis (sellis@ellismedical.com) is president of Ellis
Medical Consulting (www.ellismedical.com), a healthcare
consulting firm providing chart audits for coding and
documentation issues, business office operational assessments,
research of coverage issues, fee and coding revisions, litigation
support, reimbursement research, coding/billing training,
and the development and implementation of billing compliance programs for healthcare providers.
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39 ASC Women Leaders to Know (continued from pg. 1)

and multi-specialty ASCs has equipped her with
meaningful insights and practical approaches to the
operational and organizational issues and challenges
in the ASC environment. Her goal is to equip her
clients with functional tools and strategies to
increase efficiency, improve outcomes, and enhance
the quality of life in the work environment.
Kathy J. Bryant, JD. Kathy Bryant is the president of the ASC Association and leads the activities of
the nation’s largest ASC membership association. Ms.
Bryant also serves as president of the Ambulatory
Surgery Foundation. Ms. Bryant oversaw the development and implementation of the first ASC-specific
credential — CASC (Certified Administrator Surgery
Center). Between 1998 and 2007, before accepting
her current position with the ASC Association, Ms.
Bryant led FASA, one of the two organizations that
came together to form the ASC Association in 2008.
Previously she headed the government relations program of the American College of Obstetricians and
Gynecologists. Before her 13-year stint with ACOG,
Ms. Bryant worked for the American Medical
Association and the Iowa State Senate.
Marilyn K. Christian, RN, BSN, CNOR,
CASC. Marilyn Christian is president/COO of
Advantage Surgical Partners. Ms. Christian previously
served six years as vice president of clinical operations
and regulatory compliance for a leading ASC company. This followed four years as administrator and
director of nursing for a multi-specialty ASC. Ms.
Christian’s responsibilities in these positions, as well as
others she has held in diagnostic imaging centers and

surgical hospitals, have included all phases of startup,
development, perioperative services, business office
procedures, budgeting, contracting, quality assurance,
benchmarking, plant operations, regulatory compliance, national accreditation, personnel management
and vendor relationships. She is known across the
country for the value she has contributed to the ASC
industry for 20-plus years.
Rebecca S. Dean, MA, FACMPE. Rebecca
Dean currently serves as executive director of
Sportsmedicine Fairbanks (Alaska) and as a healthcare executive consultant and owner of Management
Solutions. Ms. Dean has 20-plus years’ experience in
senior healthcare management. Before her current
management positions, she served as CEO for
Alaskaís largest multi specialty clinic. Ms. Dean
holds the distinction of being the first Alaskan to
attain Fellow status from the American College of
Medical Practice Executives in 1994. She currently
serves as chair-elect for the American College of
Medical Practice Executives and will move to chair of
the ACMPE in October 2008. She is past president
of the MGMA Ambulatory Surgery Management
Society, past chair of the western section of MGMA
and past president of Alaska MGMA. Ms. Dean currently serves on boards for national business industries and often works as a consultant for a national
ASC development firm.
Joyce Deno. Joyce Deno is the COO, eastern
region, for Regent Surgical Health. Ms. Deno has
been working in the healthcare industry for 32 years.
Before joining Regent, she provided private consult-

ing for a turnaround ASC and for a center seeking
accreditation. She developed, opened and served as
the executive director of Loveland Surgery Center in
Colorado. She worked for HealthSouth Corporation
as a regional director of quality improvement and as
an administrator. She was also director of surgical
services for a hospital.
Barbara P. Draves, CASC. Barbara Draves is
the administrator for The Surgery Center in
Middleburg Heights, Ohio, and The Surgery
Center Pearl in Cleveland. She has opened and run
surgery centers for over 20 years and was a valued
administrator and regional director for Medical
Care International in the 1980s and 1990s. She was
operations coordinator for three surgery centers
from 1990-2002. Ms. Draves has held several senior
positions including president/chairwoman of the
Ohio Association of Ambulatory Surgery Centers
and is a board member for the ASC Associations’
Board of Ambulatory Surgery Certification. She is
an asset to the ASC industry.
Stephanie Ellis, RN, CPC. Stephanie Ellis is
the president of Ellis Medical Consulting founded
in 1992. EMC is a healthcare consulting firm providing chart audits for coding and documentation
issues, business office operational assessments,
research of coverage issues, litigation support,
reimbursement research, ASC and physician coding/billing training and the development and implementation of billing compliance programs for
healthcare providers. Ms. Ellis has worked with
most specialties, assisting ASCs, physician practices,
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acute care hospitals, surgical hospitals, IDTFs and
outpatient clinics around the country in her consulting work. In one of her previous positions, she
was a fraud investigator for the Medicaid program in
Tennessee, which is helpful in her compliance work.
Judith English. Judith English is vice president
of business operations and partner in Surgery
Consultants of America and Serbin Surgery Center
Billing. She has more than 35 years experience in the
healthcare industry and has assisted in the development and management of multiple ASCs. She is the
co-author of several articles and columns in industry
publications and has been a featured speaker at
many national ASC association meetings and
seminars. Ms. English is experienced in ASC and
medical practice coding, healthcare billing and
collections, compliance, HIPAA, credentialing and
healthcare billing, and is the collaborative author of
ASC policy and procedure manuals.
Gayle Evans, RN, BSN, MBA, CNOR,
CASC. Gayle Evans is president of Continuum
Healthcare Consultants, a firm that specializes in the
planning, development and operations of ambulatory
surgery centers. With more than 25 years of multi-speciality surgery experience, Ms. Evans is a seasoned professional with management and operations experience
at several leading medical facilities including a 12room surgery department, mobile lithotripsy services
and the first U.S. research unit for biliary lithotripsy.
Her background includes management of surgery
department operations at Kennestone Hospital and
clinical coordinator for the Stone Treatment Center at
Crawford Long Hospital of Emory University where

she developed and managed the research program for
biliary lithotripsy including inpatient and outpatient
protocols. She also served as a clinical specialist for the
Stone Center at HCA Coliseum Medical Centers
where she developed policies and procedures for the
first HCA mobile lithotripter.
Ann Geier, RN, MS, CNOR, CASC. Ann Geier
is the vice president of operations for Ambulatory
Surgical Centers of America (ASCOA). She has worked
in ASCs since the mid-80’s. In her various roles, she has
worked with controlling costs while maintaining the
quality of care provided to patients. Ms. Geier is currently involved on a national level with the Ambulatory
Surgery Foundation, AORN and the ASC Quality
Collaboration Expert Group in setting standards for
quality of care strategies. She teaches in the AORN
Ambulatory Surgery Manager’s Certificate Program
twice a year and teaches the annual financial management for Ambulatory Surgery Managers course. Ms.
Geier is also on the AORN PNDS Data User Base task
force, is a surveyor for AAAHC and speaks at national
and regional meetings several times a year.
Mary Ann Gellenbeck, RN, CASC, CNOR.
Mary Ann Gellenbeck is the COO of Prexus Health,
responsible for operations and quality of care. She
holds degrees in surgical technology, nursing and
healthcare administration She has over 28 years’ experience in the surgical arena. Ms. Gellenbeck is a member of several associations including the ASC
Association and AORN, is an advisory board member for Cincinnati State College and her current certifications include BCLS, ACLS and PALS.

Barbara Ann Harmer, RN, BSN, MHA.
Barbara Ann Harmer is the senior consultant for
Healthcare Consultants International, the for-profit
subsidiary of the Accreditation Association for
Ambulatory Healthcare. She is responsible for providing national and international consulting services for
organizations seeking or maintaining compliance with
national accreditation standards and other services
such as office-based surgery development, assistance
with policy and procedure formation, licensure and
Medicare certification preparation. Ms. Harmer has
worked in healthcare for more than 32 years and has
been involved in ASC development since the late
1970s. Before joining Healthcare Consultants
International, she was a director of surgical services for
Florida Hospital in Orlando and East Pasco Medical
Center in Zephyrhills, Fla.; and executive director of
Surgical Services for Kennedy Health System in
Cherry Hill, N.J. She has worked as administrative
director, administrator and nursing director at surgery
centers in Pennsylvania, New Jersey, Rhode Island,
Virginia, Texas and Massachusetts. She is the provider
chair for the Association of Ophthalmic Registered
Nurses and is a consultant for the business resources
group of Alcon Laboratories.
Sue Hayes. Sue Hayes is the CEO for Colorado
Orthopaedic & Surgical Hospital, a new hospital in
Denver. During this inaugural year, Ms. Hayes has
been busy wearing multiple hats as project manager
and hiring manager, and handling community relations and physician relations. She has led her team,
her board and her facility from a shell to becoming
a fully operational hospital in 10 months. Colorado
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Orthopaedic & Surgical Hospital is the latest project in a career spanning 20-plus years beginning as a
program/case manager for the Triumph Over Pain
Program at the Rehabilitation Hospital in Colorado
Springs. In 1994, Ms. Hayes co-founded Pike Peak
Pain Professionals, where she served as president and
CEO, guiding it through the initial stages to becoming a viable program. From there Ms. Hayes served
as the administrator for Dry Creek Surgery Center
and then onto Rocky Mountain Surgery Center
where, as CEO, she managed the construction,
development and operations.
Donna Jarmusz. Donna Jarmusz serves as senior
vice president for business development and strategic
initiatives of Alter+Care, the healthcare development
arm of The Alter Group. Her responsibilities include
delivering comprehensive outpatient facilities to fulfill
the strategic goals of healthcare providers and physicians. As a senior healthcare administrator, Ms.
Jarmusz developed numerous healthcare projects
such as ASCs; hospital-physician organizations; centers of excellence in cardiology, oncology and orthopedics; and more than a dozen wellness centers. She
was previously the founder and president of The IBIS
Group, a national facility development company specializing in turnkey medically based health and fitness
centers and served as vice president of business development for Edward Health Services.
Milla P. Jones. Milla Jones serves as vice president
of communications and government relations for
United Surgical Partners International. Ms. Jones has
35 years of healthcare experience, most recently with
Baylor Health Care System in Dallas. Her responsibilities include coordinating and managing state and federal advocacy efforts for USPI and its partners and the
development of a communication plan that will tell
the “USPI story” to the community and USPI
employees. Over the last two years — in addition to
her responsibilities at USPI — Ms. Jones developed
and executed the successful inaugural ASC Charity
Day; with the help of 20-plus conference attendees
during the 2007 FASA annual meeting in New
Orleans, sunflowers were planted outside a school in
the 9th Ward. The 2008 ASC Association conference,
held in her home state of Texas, gave her the opportunity to involve the industry in the military efforts at
Fort Sam Houston. Forty conference attendees volunteered at the Fisher House, where the yard and flower
beds were groomed and a Texas BBQ was served to
wounded military men and women and their families.
Sandra J. Jones, CASC, LHRM, CHCQM,
FHFMA. Sandra Jones is principal and director of
management services for Woodrum/ Ambulatory
Systems Development and owner and president of
Ambulatory Strategies. Ms. Jones has 30 years of
experience in the healthcare industry and has overseen or contributed to the successful establishment
and development of over 75 ASC nationwide. Ms.
Jones has also served as president and COO of ASC
consulting firms, administrator of freestanding ASCs,
regional risk manager and managed care director for
a surgery center corporation and president and vice
president of acute care hospitals. She serves on the
board of the ASC Association, is an accreditation surveyor with the AAAHC and legislative liaison and
past president of the surgery center group of the
Medical Group Management Association.

I. Naya Kehayes, MPH. I. Naya Kehayes is the
founder and CEO of Eveia Health Consulting
& Management (formerly Millennium Health
Consulting). She is a nationally recognized expert in
the area of reimbursement and managed care and
insurance contract negotiations for ASCs and surgical
practices. Ms. Kehayes is equally proficient in ASC
operations and financial management and serves as a
financial advisor to several national ASC corporations.
She is intelligent, has a wealth of experience and has
(and continues to) made her mark in the healthcare
sector by helping her clients dramatically improve
their managed care contracts and reimbursements.
Beverly Kirchner, RN, BSN, CNOR,
CASC. Beverly Kirchner serves on the AORN
board of directors, has authored many AORN manuals and leads research in collaboration with the
organization on violence in the nursing workplace.
She serves on a Joint Commission task force charged
with rewriting ASC standards and has been
named to the Ambulatory Surgery Center Quality
Collaboration, which is comprised of individuals,
healthcare organizations and companies that have
joined with CMS and the National Quality Forum to
develop improved quality indicators for ASCs. As the
owner and CEO of Genesee Associates, Ms. Kirchner
has been involved in design, development and management of ASCs since 1985. She also serves on GPO
MedAssets’ advisory board for ambulatory care and
on the board of directors of celebrity medical.
Susan Kizirian, RN. Susan Kizirian is the chief
operating officer for ASCOA. Ms. Kizirian has more
than 17 years’ experience in all aspects of ASC operations, serving as executive director and as a consultant for ASC management and development. Most
recently, she worked with the University of Virginia
Health System ASC program. Ms. Kizirian has 15
years of practice management experience and eight
years of expertise with clinical site research. She currently serves as lifetime past president emeritus on
the board of directors of the Florida Society of
Ambulatory Surgery Centers, and is past treasurer of
the American Association of Ambulatory Surgery
Centers and past president of the Ambulatory
Surgery Management Society of the Medical Group
Management Association.
Catherine W. Kowalski. Catherine Kowalski
is the executive vice president and COO for
Meridian Surgical Partners. Ms. Kowalski has more
than 20 years’ experience in the healthcare industry.
Ms. Kowalski is the former executive vice president
of operations and co-founder of Surgical Alliance
Corporation, a specialty surgical hospital company
founded in 2001. Before Surgical Alliance, Ms.
Kowalski served as a co-founder and vice president,
operations and hospital/ancillary services of
OrthoExcel, a hospital management company
focused on contractual management of orthopedic
hospital business lines. Ms. Kowalski has also served
as vice president, operations of MedCenter
Management Services, a healthcare management
organization specializing in the development and
management of Orthopedic Centers of Excellence.
Joan Lapham. Joan Lapham is the CEO of
Sierra Surgery Hospital, a joint-venture between a
physician investor group and a not-for-profit community hospital that was built and opened in 2005.
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Responsible for comprehensive oversight of the hospital construction from functional design through
completion of construction; transition of the organization and staff from a surgery center to a fully
operational hospital; licensure, certification, and
accreditation; negotiation of the joint venture operating agreement and other required legal documents; arranging financing for the project; and, hiring and development of a competent senior management team. This $21.5 million project was delivered on-time and on-budget.
Julie Lineberger, FACMPE. Julie Lineberger is
the administrator of Idaho Urologic Institute and the
Surgery Center of Idaho. Ms. Lineberger has focused
on medical group practice administration, surgery
center administration, consulting and construction
project management. She has been responsible for the
initial Medicare certification and AAAHC accreditation for an orthopedic surgery center, pain management center and urologic surgery center. She is a certified healthcare executive and a Fellow in the American
College of Medical Practice Executives. Ms.
Lineberger has been a member of the Medical Group
Management Association since 1996 and has served
on the honors selection committee, the leadership
development committee and survey operations committee. She is the ACPME college forum representative for the ASC Assembly and is a past-president for
the Idaho Medical Group Management Association.
Deann Manchester. Deann Manchester is vice
president of development for United Surgical Partners
International. Before this role, she served in various
other roles at USPI, including director of financial
modeling and analysis, where she performed valuations and due diligence for many of USPI’s acquisitions and hospital joint-venture de novo projects. She
is also the financial operations principal and a licensed
registered representative of USP Securities, the broker
dealer entity for USPI. Before joining USPI, Ms.
Manchester was employed by Columbia/HCA, where
she served in various capacities.
Dawn Q. McLane, RN, MSA, CASC,
CNOR. Dawn McLane serves as chief development
officer for Nikitis Resource Group. Ms. McLane was
formerly a vice president for National Surgical Care.
She has developed and managed more than 10 surgery
centers with Aspen Healthcare, NSC and independently. Ms. McLane has worked in the hospital setting
as director of surgical services and as a staff nurse in
surgery, ER and OB. She is also a AAAHC surveyor
for ASC accreditation and Medicare certification, and
is also a book author and frequent speaker.
Melody Mena, RN, CNOR. Melody Mena is
director of surgical services for Southern Regional
Health System and Surgery Center at Mt. Zion,
both located in south metro Atlanta. Ms. Mena
began her career as an x-ray technician, graduated in
1995 as a nurse and went straight to the OR. She
then ran medical consulting firms for several years.
In 2006, Ms. Mena became director of surgical services for the Surgery Center at Mt. Zion, a joint
physician/Southern Regional Health System venture. She turned around the struggling ASC and
transformed it into a successful profit center, relying
heavily on making the center technologically
advanced. Her success there (15 percent growth in
one year, 98 percent patient satisfaction and a 0
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percent infection rate) led to additional responsibilities as she became director of surgical services for the
entire Southern Regional Health System in 2008.
Evelyn S. Miller, CPA. Evie Miller serves as the
vice president of development at United Surgical
Partners International. She is responsible for the company’s strategic direction of USPI’s mergers and acquisitions efforts. She is also responsible for the financial
analysis section of the development department, thus
overseeing financial projections on all de novo projects.
A certified public accountant, Ms. Miller began her
career in healthcare as the System Controller at All
Saints Health System in Fort Worth, Texas (now a part
of the Baylor Healthcare System). Before joining USPI,
she was executive vice president of Medway Health
Systems, overseeing the financial operations of its medical clinics. Ms. Miller received her BA in accounting
and management at York College of Pennsylvania.

and co-owns ambulatory surgical facilities with surgeons. With more than 12 years experience in surgical development, operations and management, Ms.
Ramirez has successfully partnered with more than
350 surgeons, has played a critical role in recruiting
more than 100 new surgeons and has been successful
in restructuring and turning around failing partnerships. She has extensive experience in creating joint
ventures with health systems such as Memorial
Hermann in Houston and CHRISTUS Health
System in South Texas. Prior to founding Elite, Ms.
Ramirez was a senior vice president of United Surgical
Partners International, where she was directly responsible for developing the second-largest network of surgical facilities for USPI in Houston. She oversaw 20plus surgical facilities, including two surgical hospitals, one of which included an imaging center and
three breast imaging centers.

Amy Mowles. Amy Mowles is the owner of
Mowles Medical Management. Ms. Mowles is the
nation’s premier expert with respect to pain management services provided in practices and provided in
surgery centers. She is thoughtful and also has strong
opinions for what works and what does not work. She
is very smart and a talented advisor to pain management physicians. Although she has successfully carved
out a niche in the pain management business she also
has an incredible depth and breadth of knowledge in
general ambulatory surgical services. Her direct, honest and humorous way of answering both general and
specific questions has allowed us to efficiently explore
a number of new opportunities.

Marcy T. Rogers, M.Ed. Mary Rogers is
president and CEO of SpineMark, Management
Technology Resources and American Pain
Management. For more than 30 years she has worked
with leading healthcare professionals, facilities and
medical device manufacturers to advance her goals of
improving patient outcomes and satisfaction, as well as
developing premier Centers of Excellence in multiple
specialties. Ms. Rogers began building Centers of
Excellence 19 years ago in the field of craniofacial surgery. Her focus on awareness and patient advocacy
lead her to spearhead legislation to create a National
Craniofacial Awareness Week. Thanks to her efforts,
U.S. Congress passed the bill in 1990.

Lori Ramirez. Lori Ramirez is founder and CEO
of Elite Surgical Affiliates, which develops, manages

Karen Sablyak, CPA. Karen Sablyak is the
CFO and executive vice president of management

services at Physicians Endoscopy. With 10 years’
experience in healthcare finance and operations, Ms.
Sablyak’s leadership skills and financial acumen have
resulted in tremendous results in reporting and
management at Physicians Endoscopy. She has particular expertise in billing processes, the development of policies and procedures, and the analysis
and interpretation of healthcare financial data.
Molly Sandvig, JD. Molly Sandvig is the executive director of Physician Hospitals of America. She
has done an outstanding job for physician-owned
hospitals and her leadership on behalf of them has
been instrumental in the ongoing debate about the
rights for physicians to develop and hold ownership
stakes in physician-owned hospitals. Ms. Sandvig
also serves as the president of the South Dakota
Association of Specialty Care Providers, representing
physician-owned hospitals and ASCs in South
Dakota. She is currently serving a second term as a
governor appointee to the South Dakota Healthcare
Commission. Ms. Sandvig is also a co-chair of the
governor-appointed subcommittee on Universal
Healthcare Access in South Dakota.
Caryl Serbin, RN, BSN, LHRM. Caryl Serbin
is the President and founder of Surgery Consultants
of America and Serbin Surgery Center Billing. She
has developed a tremendous team and provides
credible and hard working leadership for her company. She provides consulting services for a variety
of ASCs including orthopedic, ophthalmology,
gastroenterology, pain management, urology, and
multi-specialty. She is one of the best executives in
the ASC industry and a leading woman executive
in the business. Recently, one client commented
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on Ms. Serbin’s efforts as follows, “Her team has been very hard working and
has dramatically helped us turn around our center.”
Debra Stinchcomb, RN, BSN, CASC. Debra Stinchcomb is the
director of operations preparation and transition management for Health
Inventures. She has 25 years of healthcare experience including development,
clinical, administrative, operations and sales. The last 14 years have been
focused exclusively in the ASC industry with a particular emphasis on multispecialty centers. In that time, she has held positions as an ASC administrator,
assistant regional vice president and regional vice president. Her responsibilities have included budget development and management, revenue and
expense management, contract negotiation, licensing/certification/accreditation compliance, marketing, and risk management, quality improvement and
benchmarking. Ms. Stinchcomb is a current board member of the
Ambulatory Surgery Foundation, past chair of the Foundation of Ambulatory
Surgery in America and past board member of FASA. She was an AAAHC
surveyor from 2001 through 2007 and is currently a member of the ambulatory Joint Commission Professional and Technical Advisory Committee.
Donna St. Louis. Donna St. Louis currently serves as a vice president for diagnostics and outpatient services for BayCare Health System. Before joining
BayCare, Ms. St. Louis was a group president for Symbion, with responsibility for
over 45 surgery centers. She presently serves on the board of the ASC Association.
Alsie Sydness-Fitzgerald, RN, CASC. Alsie Sydness-Fitzgerald is
chair of the ASC Association and served on the team that negotiated the
merger of the two national ASC associations (FASA and AAASC). She has
worked hand-in-hand for more than 30 years with ASC professionals
throughout the country, including some of most highly regarded ASC leaders
and advocates from the industryís earliest days. Previous experience includes
serving in a large number of volunteer ASC leadership and advocacy roles,
including serving on Certified Administrator Surgery Center Exam
Committee and chairing the FASA Annual Meeting Program Committee.
Ms. Sydness-Fitzgerald retired from full-time employment as the director of
clinical operations for HCA Ambulatory Surgery Division in 2005 and
presently she owns and operates her own healthcare consulting company, Alsie
Fitzgerald Consulting.
Stephanie S. Tarry. Stephanie Tarry is senior vice president, physician
partnerships, for Nueterra Healthcare. Ms. Tarry lead’s the Nueterra’s
physician business development team. Since joining Nueterra in 2000, she has
successfully recruited physician partners and syndicated 22 ASCs and real
estate private placement offerings, of which six have been joint ventures with
hospitals. Ms. Tarry is a licensed securities representative knowledgeable in
Reg “D” offerings. Her extensive background in finance and accounting
allows her to thoroughly understand and explain the financial structure of the
partnerships. She began her career with 12 years of banking experience.
Before joining Nueterra, she served as the director of treasury for a major
Midwestern integrated health system and, before that, as the treasurer for the
largest school district in Missouri.

Physicians Endoscopy congratulates
Karen Sablyak, CFO & Exec. VP
for being recognized as a top female
leader in the ASC industry.
We are all proud of your outstanding
contributions to PE and within the GI market.

www.endocenters.com
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Dianne B. Wallace, RN, BSM, MBA. Dianne Wallace is executive
director of Menomonee Falls (Wis.) Ambulatory Surgery Center. Her career
as a healthcare executive has included leadership roles in hospitals, home
health agencies, medical groups and ambulatory surgery. During the past ten
years she has served as executive director of a large, freestanding multi-specialty surgery center. During her tenure she has helped grow the facility to a
volume of more than 13,000 cases annually. She has presented nationally on
issues ranging from leadership to managing a profitable surgery center. Ms.
Wallace, a registered nurse, also holds an undergraduate degree in management and a graduate degree in business administration. She is current president of the ASC Assembly of MGMA, past-president of the Surgery Center
Association of Wisconsin and has served on several boards.
Lisa Weston, CPC-H, LHRM. Lisa Weston is the director of the ASC coding division for The Coding Network. She employs 20 certified and ASC-experienced coders who code and audit for over 100 ASCs across the country. Ms.
Weston personally selects, trains, tests the proficiency of, and provides quality
assurance reviews to these coders. Ms. Weston and her coders serve as the
"insourced" coding staff for a number of regional and national ASC management
firms, providing them with a corporate-wide level of uniformity and accuracy,
ongoing coding, continuous quality improvement and compliance audit reviews
of the accuracy of coding performed by others.
Peggy Zampetti, RN. Peggy Zampetti is senior vice president of facility development for Titan Health. Ms. Zampetti joined Titan in 1999 from
HealthSouth where she served as administrator and regional coordinator for
Joint Commission accreditation. Previous positions include administrator
and director of nursing for ASC Network. With more than 20 years’ experience in ambulatory surgery development and operations, Ms. Zampetti has
extensive experience in ASC design and construction to ensure compliance
with regulatory requirements. She has personally developed 30 centers
nationwide from design and construction to first case and has intimate
knowledge of ASC licensure, accreditation and Medicare certification.
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Extending ASC Life Spans: 4 Rules of
Thumb for Mature Centers
By Scott Becker, JD, CPA

highly respected surgeon once told me,
with absolute certainty, that it is
impossible for any ASC business to exist
longer than a dozen years. While I disagree with this
view, it is shared by many stakeholders in our industry, thanks to a combination of regulatory factors,
demographics and a few ineffective management
practices that have become standard operating procedure for many ASCs.

A

Why the 12-year lifespan? The theory goes like this:
Most ASC businesses are formed by groups of eight
to 12 surgeons in their primes (i.e., their 40s).
Within a dozen or so years, most of the doctors are
thinking about retirement and cashing out their
ownership stakes. But in that same time period, the
fair market value of the center is likely to have soared
— especially for successful ASCs. Thus, it becomes
prohibitively expensive for new surgeons (presumably younger ones just launching their careers) to buy
shares of the partnership. So, as the original investors

retire, case volumes and revenue drop, and the business soon falls into a downward spiral that leads, ultimately, the facility’s closing.
Even if new surgeons who can afford to buy the shares
can be found, they may not necessarily be a good fit
— clinically, temperamentally or in terms of caseload
— which can cause the business to suffer. Mega-centers with 20 to 30 partners face the same challenge,
only on a larger scale; as they pass into their second
decades of operation, they may find themselves seeking 10 or more new investors at one time.
As common as these challenges are, I firmly believe
ASCs can prosper for far longer than 12 years. While
it’s true that even successful ASCs face natural fluctuations in case volumes at some point during their
existence, it’s certainly not inevitable that they will
become unprofitable or be forced to shut down. In
fact, there are a number of specific and proactive
steps surgeon-owners can take to extend the life and

long-term profitability of outpatient surgery centers.
The four rules of thumb I share below are emerging
best practices that I have seen in action at leading
centers around the country.
1. Plan ahead and don’t delay
taking action.
Just as investment counselors advise their clients to
start thinking about retirement early in their careers,
ASC businesses should be formed with an eye on
long-term transition plans. Surgeon-owners must
have a clear understanding of the general timelines
and career plans of all partners. In fact, such questions should be part of the process of forming the
original partnership group. This can make it slightly
more difficult and time-consuming to find the right
partners, but, in my experience, the most profitable
ASCs are notable for their strong, cohesive ownership groups; the partners generally like and respect
each other, enjoy practicing together and understand
their responsibilities to the business.
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Mature ASCs that did not form such plans at
inception should move quickly to shape them,
especially if retirement dates of key physicians are
creeping up. If you wait too long before seeking
new surgeons to replace lost case volume, you may
be forced to take on surgeons who are less than
ideal for the business or make a bad deal with a
new partner. The loss of trust among partners can
be as potentially damaging as loss of revenue.
Again, the time to start worrying about cases lost to
owner retirements is — at a minimum — several
years before those retirements take place.
2. Always be recruiting.
Many outpatient facilities run into trouble because
recruitment is not a priority or is conducted only
sporadically. Dr. X’s retirement is viewed as something to worry about in 2010. Unfortunately, the
most attractive ownership prospects may come
along in 2008, and will have their own timeframes
for decision-making. This is why I recommend to
my ASC clients that the right prospects be invited
to join the partnerships whenever they — and not
necessarily the centers — are ready. In other words,
you should always be recruiting.
Further, every surgeon-owner should accept
responsibility for recruitment as a continuous
activity. In practice, this means all partners should
be on the lookout at all times. They should bring
likely candidates and their medical staff to the
center, and cultivate relationships with them.
When there is time to all parties to get to know
one another, it’s more likely that you’ll find the
right new partners, ones you trust and feel comfortable practicing with. And negotiations will be
smoother. If the entire ownership team is always
in recruitment mode, you’re less likely to find
yourself in dire straits, desperately seeking several
new partners simultaneously at one time — or
forced to make hasty decisions. A caveat: If everybody participates in recruiting, everybody must
be aware of the regulatory prohibitions, such as
those that forbid offering inducements to surgeons to bring cases to the center.
If constant recruiting sounds like a lot of work, just
consider that the need for case volume never goes
away. Steady, consistent effort by several owners
actually makes it easier to identify and attract clinically outstanding and appropriate surgeons. Yes, it
takes work, but the payoff is a business structured
for sustainable profitability.
3. Don’t worry about matching buyers
and sellers.
A common misconception in our industry is that
every surgeon who wants to join the partnership
must be matched to or balanced with a surgeon
exiting the group. While such good timing is very
nice to have, you shouldn’t wait on it because you
may lose out on good candidates. Again, the new
surgeon-owner’s timeline should be the priority.
Some partners will be reluctant to dilute the stakes
of existing owners by taking on new partners. It’s

a legitimate concern, but certainly a manageable
one. For instance, if all owners agree to slightly
reduce their stake, the overall dilution effect is minimal. Moving from 100 shares outstanding to, say,
104 is a small price to pay for greater long-term stability for the business.
Plus, such a forward-looking strategy helps ensure
that you remain selective in choosing the best surgeons to participate in the business. Again, ASCs
should take on the right new partners whenever
they find them, even if it means some dilution in
the near term.
4. Target 10 percent annually.
Long-term planning and continuous recruitment are
two ways to help ensure that your ASC ages gracefully. But let’s talk about specifics. The goal should be to
increase the base by 10 percent every year. A group
with 10 surgeons each averaging 150 to 200 cases per
year will want to add at least one new surgeon to
practice at the center every year. That way, if Dr. X
decides to retire a year early, there’s no last-minute
scramble to replace his cases.
The 10 percent target may seem high to surgeons
who hate the idea of diluting shares, but, here
again, there are proven steps to take. For instance,
new partners may receive a smaller number of
shares up front — say, five, as opposed to the 10
each original owner purchased at inception.
Owners may also want to explore tempering the
valuation of the center by paying a one-time dividend to owners, recapitalizing and/or ensuring all
debt is reflected in the center’s valuation.
Other alternatives
These seemingly small steps are proven and powerful
ways that ASCs can extend their lifespan. They are
not, however, the only options. To bolster sagging
case volumes, management of mature ASCs can
bring in a hospital as an ownership partner or adjust
contracts to allow for more managed care procedures
to be handled on an outpatient basis. Restructuring
ASCs as hospitals may make sense for some outpatient facilities. Suffice it to say that each of these
approaches has its own risks.
Another effective option — and one that has helped
many underperforming businesses turn around their
operations — is to work directly with an outside
management company. These relationships are most
effective when there is a high degree of trust between
partners and incentives are properly aligned around
win-win objectives. Experienced partners with the
right mix of skills and knowledge — in contracting,
claims management and billing, to name just a few
critical areas — can really make a difference when
margins get tight at a mature ASC.
The bottom line: A long, happy life
There can be no doubt that ASCs have become staples of the healthcare industry and are likely to
remain so for a very long time. In other words, our
industry is maturing. The critical question for stakeholders is no longer whether to invest in ASCs, but
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rather how to make the most of those investments over
the long term. Typically, that means extending the
lifespan of centers even as partnership groups evolve
and case volumes fluctuate over time. The proactive
management steps outlined above are the emerging
best practices that will help ensure long-term profitability as our industry — and your ASC — moves
into middle age.
Contact Scott Becker at sbecker@mcguirewoods.com.

7 Great ASC
Turnarounds
1. A Florida ASC (name withheld). The
No. 1 lesson of ASC turnarounds is to have patience
and persistence.
“We've experienced a few turnarounds where we
closed the transaction and made our first profit distribution in month three,” says Chris Bishop, vice president of acquisitions for ASCOA. “However, the majority of them require patience on behalf of the developer
and the surgeon partners. Many of these have multiple
flaws that simply require time to reverse.”
This Florida-based center is a case-in-point: The center
lost $300,000 from operations in the year prior to
acquisition. ASCOA built a 10-surgeon group, eliminated the non-safe harbor-compliant surgeons and continued to recruit, adding three terrific surgeons after
the first year. About 27 months after the acquisition
closed, the center began setting monthly record distributions while financial trends continued to improve.
Case volumes increased by 11 percent in year two versus year one; profits increased more than 210 percent.
With overhead costs being met by the first 250 cases
each month, incremental cases were performed at a
considerably higher profit margin.
The lesson learned: “Never stop recruiting, as the
incremental cases — once you break even — drive the
majority of your profits,” says Mr. Bishop.” And if you
continue to make the right long-term decisions, your
center will reach its fullest potential."
2. Fort Myers Ambulatory Surgery Center.
This small, multi-specialty Florida ASC was $2.5 million in debt when Ambulatory Surgical Centers of
America was engaged to evaluate its operations.
Among the center’s issues: an administrative staff with
limited billing experience, poor scheduling, inadequate
surgery fees, old equipment, bad debt and a negative
reputation in the healthcare community.
To remedy the situation, ASCOA compressed the
surgery schedule from five days to two, and had staff
leave when they were not needed; recruited new
physicians; expanded the case mix to include spine,
orthopedic and ENT; canceled inadequate payor
contracts and renegotiated others; revised the fee
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schedule; streamlined supplies; and trained staff in
billing and collecting, especially in regards to the
accounts receivables.
Fort Myers ASC has since been able to accomplish
the following:
• Staffing costs went from 39 percent to 20 percent
of revenue.
• Supply costs went from 27 percent to 14 percent
of revenue.
• Rent went from 8.5 percent to 3 percent of revenue (the rent did not actually decrease but ended
up representing a smaller portion of the increased
revenue).
• A/R went from nine to 39 days outstanding —
but almost no unpaid bills were being written off.
• A/P went from $640,000 to being current (less
than one month outstanding).
• Average revenue per case increased over 300 percent: from $807 to $2,600.
3. Jersey Shore Ambulatory Surgery
Center. This multi-specialty center — which performs orthopedics, ophthalmology, general surgery,
GI, pain, ENT and plastic procedures — engaged
Woodrum/ASD when it was struggling. The company started with a comprehensive operational
audit of all Jersey Shore’s business and clinical functions. Among the issues the audit turned up:
accounts receivable went uncollected; no dividend
had been paid out for five years under previous
management; cost of staffing benefits was very
high; cost per case was high due to high utilization
of items (though GPO pricing level was acceptable); paper processing and other inefficient business office systems led to poor front-end collections; costs for professional liability were terrible;
and there was no budget discipline with no benchmarking done nor accountability to make budget.
With the crucial help of Jersey Shore President
Stephen Uretsky, MD, WASD then put a transition
plan into place. This plan prioritized each item that
needed to be changed; the active MD board signed
off, and the turnaround got under way.
The board addressed specific issues, such as implant
cost and selection, with the surgeons and helped
recruit new physicians while WASD performed the
legal and business tasks of making sure prospective
owners understood the buy-in, and overhauled
bylaws and the operating agreement so that shares
could be sold. WASD reorganized the business
office; improved billing and collections processes to
vastly increase front-end collections; re-did out-ofnetwork processing; renegotiated proper payor contracts with carve outs; redid the fee schedule (which
had not been updated in over three years under the
prior management company); canceled bad payor
contracts; and implemented an employee profitsharing plan based upon performance tied to the
budget and reaching specific goals. Staff reduced
wasteful supplies and inventory by over $80,000 in
six months; reset the proper utilization of items on
case carts using WASD’s best practice preference
cards; and streamlined charting to reduce paper and

processing time. Dr. Uretsky and the director of
nursing led an effort to reorganize scheduling in
order to increase productivity and allow surgeons to
do more cases per week at Jersey Shore.
The center is now successfully humming along and
performing 400 cases per month, compared with
315 pre-turnaround.
4. Melville Surgery Center. This Long
Island, N.Y., multi-specialty ASC was on the brink
of bankruptcy and destitute. It had not made
money or any profit distributions in five years when
ASCOA purchased it for $1.2 million and set to
turn it around. By employing benchmarking and
best practices in staffing, supplies, case costing and
accounts receivables — as well as other strategies to
remedy a high rent and lagging accounts payable —
within seven months, ASCOA was able to turn the
ASC around.
Some other accomplishments: Staffing costs went
from 52 percent to 20 percent of revenue; supply
costs went from 29 percent to 14 percent of revenue; rent went from 14 percent to 5 percent of
revenue; A/R went 94 to 29 days outstanding; A/P
went from three to less than one month outstanding; and average revenue per case increased threefold, from $846 to $2,586.
5. Palos Surgery Center. This multi-specialty center was averaging 3,500 cases per year and
suffered from a distinct lack of utilization, says
Regent Surgical Health, which spearheaded Palos
Surgery Center’s Turnaround. Now, post-turnaround, the center has a volume of 4,400 cases
annualized through July 2008 — a 28 percent
increase. To help enhance utilization, Palos added
GI — which now makes up 30 percent of the total
case volume — to its mix of ophthalmology, orthopedics and pain cases. Orthopedic and pain volumes were also increased.
Finally, Regent renegotiated contracts to be more
favorable to Palos Surgery Center and expanded the
facility’s payor mix. As a result, collections per case
have improved by 25 percent.
6. River Oaks Surgery Center. River Oaks,
located in Houston, is a multi-specialty surgery
center with five ORs currently serving orthopedic
surgery, ophthalmology, pain, gynecology, ENT,
podiatry, urology and general surgery. The center’s
leadership ended a longstanding relationship with
its management company in April 2007, leaving it
without an administrator; soon after, the business
office manager also departed. But the hard times
were not over: A relationship with a new management company lasted fewer than 45 days, and a
third management company’s interim administrator and business office manager did nothing to
boost morale. Financials could not be tied to the
beginning of the year due to gaps in information
left by the revolving-management door, and the
board did not have adequate financial information
to make operational decisions. Efficiency, collections and case volumes slipped.
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RMC Medstone stepped in and worked with all
three management companies and River Oaks’
board to reconcile the financial reports and develop
an accurate balance sheet and supporting detail
reports. Immediately after a sale that brought in new
owners and MedStone, MedStone hired an administrator who brought in a management team comprised of a new business office manager, nursing
director and materials manager. A series of reports
were developed to monitor financial activities and
ensure the financial health of the organization; front
office operations were reviewed; and new procedures
were put in place to ensure scheduling was run efficiently and effectively for physicians’ offices.
Case volumes have since increased and A/R days
were reduced over 20 percent in the first three
months. Purchasing agreements were renegotiated
and credits were taken, resulting in reduced inventory and dramatically lower cost of supplies per case.
Staffing standards have reduced overtime and registry nursing, leading to reduced staff costs per case.
The end result: “River Oaks is now operating at peak
efficiency and is more profitable than any other time
in its 13-year history,” says MedStone.
7. Vincennes Surgery Center. In 2007,
Vincennes Surgery Center did more than just
exceed performance expectations in areas ranging
from finance to employee morale. The Vincennes,
Ind., facility carried out a turnaround that earned it
Symbion's internal turnaround of the year award.
When several well-known area physicians retired,
the center faced declining volumes and increased
competition from the local hospital. Making
matters worse were rising costs and the center’s
dependency on Medicare and Medicaid for
a large portion of its reimbursements.
Administrator Mindy Vieck and her team swung
into action, developing a multi-pronged strategy
to retain and grow volumes while reducing costs
and boosting employee satisfaction.
Ms. Vieck began calling on area physicians to
encourage them to visit the facility. The center also
negotiated contracts with new insurance providers,
making it an option for a larger number of patients,
and adopted a flexible staffing plan.
“Employees are now scheduled in accordance with
our cases, which eliminates costly downtime and
allows staff to enjoy more personal and family
time,” says Ms. Vieck. “It’s a win-win situation for
everyone.”
Today, volumes are up and so is morale. In fact,
Vincennes exceeded its projections by 429 cases this
year, proving it’s never too late for a turnaround.
“Mindy has a positive, can-do attitude and she
rarely takes no for an answer,” says John
Rutherford, regional vice president of operations
for Symbion. “She and her team have done a fabulous job of managing revenue and expenses. They
are the reason the center earned the award.”
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5 Tips for FESS Coding
By Denis Rodriguez, CPC, CIRCC, CCS

ith eight sinuses, six turbinates and two separate
nasal cavities to consider, coding for nasal and
sinus endoscopies can be quite a complicated undertaking. Here are five tips to help you code your functional
endoscopic sinus surgery (FESS) procedures accurately.

W

1. Computer-assisted surgery (CAS)
CPT code 61795 — “Stereotactic computer-assisted volumetric (navigational) procedure, intracranial, extracranial,
or spinal (List separately in addition to code for primary
procedure)” — should be coded when computer-assisted

endoscopies are performed. These instruments can be
quite expensive, and although Medicare considers this
code packaged into the code for the main procedure(s),
commercial payors may reimburse separately for it.
BrainLab, CBYON and InstaTrak are examples of instruments used for computer-assisted FESS.
2. Middle-turbinate surgery
Turbinate surgery codes 30130, 30140 and 30930 are specific to the inferior turbinates and should not be coded for
procedures performed on the middle turbinates. The CPT

manual instructs that you should code
30999 for resection and therapeutic fracture of the middle turbinate. However,
there are two exceptions. According to the
May 2003 CPT Assistant, when excision of
the middle turbinate is performed with
endoscopic ethmoidectomy and/or endoscopic polypectomy, it is considered
included in these procedures and should
not be separately reported.
3. Removal of sinus tissue
Review the note carefully to determine
whether tissue is removed from the sinuses. More extensive codes (i.e. 31267 and
31288) can be assigned when tissue is
removed from the maxillary and sphenoid sinuses. Check the note for references to removal of sinus lining, membrane, mucosa or polyps. Pus and secretions are not considered “tissue,” and
drainage of such does not constitute
removal of tissue.
4. Differentiate between 30130
and 30140
According to the May 2003 CPT
Assistant, in order to code 30140, the surgeon must document that the mucosa
was incised and, for the most part, preserved. The surgeon would remove submucosal turbinate bone through this incision. When radiofrequency (i.e.
Coblation) is used to reduce the inferior
turbinates, code 30802 — “Cautery
and/or ablation, mucosa of inferior
turbinates, unilateral or bilateral, any
method; intramural” — should be
assigned. Do not code 30140-52 for this
procedure (CPT Assistant, March 2008).
5. Make sure the procedures
are performed endoscopically
As simple as this tip may seem, I have audited quite a few cases in which the sinus procedures were performed via Caldwell-Luc
antrotomies or frontal sinusotomies and
not via endoscopy, yet the coder used the
endoscopy codes for these. There are separate codes for non-endoscopic access to all
sinuses (see the 310XX and 312XX series);
familiarize yourself with these and use them
when appropriate.
Note: CPT codes are copyright by the
American Medical Association.
Mr. Rodriguez (denis.rodriguez@email.
com) is a senior ASC coder and compliance
auditor for The Coding Network, the
country’s largest specialty-driven coding and
auditing company. For more information,
visit www.codingnetwork.com.
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9 Best Practices to Grow and Distinguish
ENT in Your ASC
By Rob Kurtz

ere are nine best practices to help you
increase ENT case volume, attract new
physicians and make your ASC the most
desirable setting for your ENT patients and
physicians.

H

1. Community outreach. ENT stands out
from most ASC specialties because a significant portion of the patients you are likely to see in ENT are
children. Because parents of children often play a
critical role in influencing where their children will
have a procedure, it is extremely important that your
ASC reach out into its community and inform these
parents about why your center is a viable, if not better, option to the hospital.
“By and large, half the patients are children, so you
need to play up the extra care you take with your
patients,” says Jeffrey Kunkes, MD, a solo practitioner (Kunkes ENT) and surgeon at Mt. Zion Surgery
Center in Riverdale, Ga. “The bottom line is that we
do everything they do (at the hospital). The problem
is that parents don’t know that. What we need to do
is assure them that we treat their kids like our own
kids and show that we take care of the patient from
top to bottom. Not everyone has a beautiful, peaceful setting like we do.”
Playing up the appeal of your center and performing
effective community outreach can be accomplished in
a number of ways. Developing an informative Web site
that captures the appeal of your center, including information about your surgeons, and then publicizing the
Web site is one effective technique, says Dr. Kunkes.
The St. John’s Clinic: Head and Neck Surgery in
Springfield, Mo., performs regular public relations
outreach, says Lynda Simon, RN, director of nursing
and manager of head and neck surgery for the clinic.
“The Teddy Bear Rally at the zoo (an annual event
for children), senior fairs, health fairs, career fairs …
be out there where they can see you, and they start to
associate you with health, hearing and surgical
needs,” she says.
The doctors at St. John’s also hold outreach clinics in
neighboring communities to expand their potential
patient base.
“They travel from Springfield to Lebanon, Bolivar,
Aurora and Branson,” says Ms. Simon. “(While) the
patients may be seen in an outlying town, they usually come to Springfield for surgery. But the post-op
visit is close to home again, so it’s very convenient.”
2. Publicize your efforts. Another way to
drive more volume to your center is to publish information about the special services you offer, says Ms.
Simon. For example, Ms. Simon suggests publicizing
information about your physicians and highlighting
any special skills or surgeries they perform.

“We also publish information in the local paper
when a nifty new procedure or diagnostic tool is
added, or when one of our doctors has a special
event or award,” she says.
3. Patient satisfaction. Patient satisfaction
is certainly critical for all specialties, but parents
may pay more attention to it when their children’s happiness and comfort is at stake. Explore
ways to make the surgical experience less stressful
for your young patients.
“Invest in music players for the kids,” says Dr.
Kunkes. “It would be nice for them to have iPods or
a choice of music to listen to as they are being
wheeled in — it’s very calming and peaceful. A lot of
dentists do that so you don’t hear the drilling. The
center needs to go a step further and make the whole
experience blissful.”
Little gestures like this can only help spread the word
about the quality of your care.
“Happy mommies and daddies make the best advertisement around,” says Ms. Simon. “You can have
the best and brightest surgeons and the newest bells
and whistles, but happy patients and families really
turn the tide. Our patient satisfaction is running at
97.62 percent, and we are very busy. Patients will call
the ENT office ‘because my niece had her tonsils out
there and (the staff) was so nice.’”
It is important to remember that patient satisfaction
is not just determined by how the patient feels when
he or she is leaving the facility but also the experience
leading up to the surgery. Since many patients may
have never set foot into an ASC, it is important to
ensure that patients — and their families, especially
in pediatric ENT cases — are comfortable with the
surgery center setting. Southwestern ASC in
Pittsburgh, Pa., works to develop a comfort level well
before the day of surgery.
“In our literature, we offer to any patient, especially
to pediatrics, that if the family desires, they are
welcome to bring the children in ahead of time to
take a tour,” says Pam Wrobleski, CRNA, MPM,
CASC, administrator for the center. “We try to play
up that we are very comfortable performing [surgery] on children. We get a lot of calls from parents
who are very apprehensive about their child having
surgery in the first place and some place other than
the hospital. We let them know that we do this
number of cases on children on average in a week,
and that tends to be much higher than most of the
local hospitals.”
The center works to finds ways to maintain this
comfortable feeling from the start to the end of the
patient experience. One way is through involvement

with a few community groups which have an interest in helping to make a surgical experience for a
child a little less frightening.
“There’s one group that does a project called
Project Linus where they have groups of retired
people that actually make little blankets for the
kids,” says Ms. Wrobleski. “They bring the blankets in and we give those out to the kids when
they’re going into the OR and they can take it
home with them; we will try anything we can do
to make it a more pleasant experience.”
4. Nurse practitioners. Ms. Simon says that
having nurse practitioners on staff can help grow an
ENT practice.
“They allow more patients to be seen in a day’s time
and provide assistance to the physician on every
level,” she says. “And many kids are more comfortable with the nurse practitioners. For some reason
they just don’t ‘freak’ as much.”
5. Surgeon outreach. Reaching out the patient
community is certainly important, but perhaps
equally important is connecting with physicians in
your area who can become sources for referrals, and
possibly more.
“All of our doctors go out to meet and greet other
physicians in the region,” says Ms. Simon. “Our
group administrator tags along and they take sweets
for the offices. Having the opportunity to meet with
the ENT specialists allows the other doc to feel comfortable recommending them to their patients.
Hearing a name and connecting that name to a face
and sweet treat is a winning combination.”
These physicians could also eventually become surgeons in your center, and then potentially surgeoninvestors.
“You need to get to the doctors and say, look, we
know you can make money in your (office), but you
can still make money and have a safer environment
and less of an overhead expenditure in our place,”
says Dr. Kunkes.
As new surgeons are brought in to your center and
then see new patients, these patients become more
likely to return to your center for other services if the
first experience goes well.
“My whole thing is the more foot traffic, the more
foot traffic,” says Dr. Kunkes. “Whatever comes in
the door will eventually settle out to a lot of different
people.”
6. Develop physicians’ office staff
appreciation of the ASC. Your surgeons’
office staff and scheduler can play a critical role in
whether a case ends up at your surgery center or the
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hospital, especially if the surgeon is not an investor in your center. Spending a little time to develop a relationship with the office staff and getting them to know
your staff and facility can go a long way.
“We want to make sure the office staff understands the experience level of the
facility and of the staff that works here,” says Ms. Wrobleski. “We spend a lot of
time working with their office managers and their schedulers to have them really
present our facility as the doctor’s first choice to do these cases.”
While it is important for the physician to express to his or her office staff that the
center is the top choice, helping the staff understand why helps justify the choice.
Besides just meeting and talking with office staff, Southwestern ASC usually
holds an breakfast or a lunch at the center for its physicians’ office staff a few
times every year.
“Many of them have never seen a surgery center, let alone the one where their doctor might be working,” says Ms. Wrobleski. “A lot of the staff members don’t
know what to expect when they come and they’re pleasantly surprised. We take
them on a tour and they get a better understanding of what actually happens from
the time the patient walks in the door till they leave. They’re able to explain it better to the patients and they’re able to help market us as their preference for the site
of their surgery. A lot of times I don’t think that would have happened until they
had actually been on site.”
Sometimes the center will combine the meal with a talk from an insurance company representative, so the visit also provides an educational experience, an opportunity often welcomed by both the office staff members and their physicians.
“We really try to make it a good experience,” says Ms. Wrobleski. “Anything you
can do to reach out to them and try to develop a good relationship with them is
always helpful.”
7. Cutting-edge technology and procedures. Patients want to know
that they are getting the finest care and treatment possible, and this often correlates to new procedures and technology. If it is financially practical (and profitable)
for your center to invest in technology and perform new procedures, this can be
an effective way to attract new patients.
“We are using a coblator for tonsillectomies rather than cold knife and cautery,”
says Ms. Simon. “The coblator has dropped the average time for a (tonsil and
adenoid surgery) to about 13 minutes for two of our doctors and 18 minutes
for the other three. People really like that we are using cutting-edge technology.
They will also call the office and go out of their insurance network to take
advantage of our technology.”
The public’s realizing that the surgeons are committing time and resources into
exploring better methods for treatment is appealing.
“Our doctors go to the (American Academy of Otolaryngology — Head and
Neck Surgery meetings) to learn new procedures, rub shoulders with other otolaryngology specialists and to scope out the new equipment,” says Ms. Simon.
“They seem to like being on the cutting edge of ENT. It’s really nice to have that
mind-set in your group. You can always go back to ‘the old way,’ so they are willing to try new and improved techniques. The patients like that they are able to
embrace change and improve outcomes.”
8. Case partnerships between specialties. Southwestern ASC performs a fair amount of plastic surgery, says Ms. Wrobleski. The opportunity exists
for the plastic surgeons and ENT surgeons to perform separate — but related —
procedures on certain patients during the same visit.
“We’ve noticed that sometimes the plastic surgeon, if he does any nasal surgery,
will partner together on particular with one of the ENT surgeons may do the
more functional, therapeutic part, like a rhinoplasty or some nasal/septal surgery
or reconstruction, and the plastic surgeon will do more of the cosmetic part,” says
Ms. Wrobleski. “They sometimes decide to do both at the same time because it
saves time and money, and pain for the patient to have all of that type of surgery
done at the same time. That’s been nice for the patient as it wasn’t an option for
the patient before we really started doing much more ENT.”
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The ASC can bill for both procedures and the joint procedures saves the insurance company money because they only have to pay for one visit. This convenience and savings can potentially be used by the surgery center as a bargaining
chip when negotiating with commercial payors, says Ms. Wrobleski.
9. Find unconventional ways to add cases. You certainly want to be
working to learn about the types of cases your physicians are performing in settings other than your ASC, and identifying whether any of these cases can find
their way into your ASC, even if it entails some “outside of the box” thinking.
For example, some physicians at Southwestern ASC were performing a variety of
small and minor procedures — cheap and quick to perform — but the surgeons
were not considering the surgery center as the appropriate setting as these procedures required frozen sections or other types of pathology, thus requiring the services of hospital pathologist. But Southwestern ASC did not let this requirement
stand in the way of bringing these cases to the center.
“We’re close enough to the local hospital that we were able to work out an
arrangement with their pathology department to be able to have the cases done
that require frozen sections,” says Ms. Wrobleski. “The pathology department will
send us a courier, we will get the specimens to the lab and the results back in no
longer than it would take if (the physician) was in the hospital because we are just
a couple of minutes away from the hospital. Those pathologists are happy to have
the business and we’ve been able to work out a nice arrangement, so that gave us
another option for some cases we wouldn’t normally get.”
If such an opportunity exists for your center, it may be worth exploring.
“There was an increase in a lot of the reimbursement rates in the recent Medicare
changes for some of the ENT cases, so you need to review those and see if there
are cases the doctors’ currently do in the practice that would work in the surgery
center,” says Ms. Wrobleski.
Contact Rob Kurtz at rob@beckersasc.com.
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5 Trends, Developments and Challenges
Affecting ENT
By Rob Kurtz

NT has long been a staple specialty for
ASCs. For surgery centers to continue
finding success and growth with ENT, it is
important to remain informed about the issues
that could contribute to or limit success. Here are
five trends, developments and challenges in ENT
facing ASCs today.

E

1. Patient population “swings”
As with any specialty, a significant swing in patient
population from a high-paying commercial payor to
a lower paying commercial or government payor
may cause financial stress on a center.
For example, the Specialty Surgery Center in San
Antonio, Texas, has faced recent swings in the
percentage of its Medicaid patient population.
“We swung from 19 percent to 25 percent in the
Medicaid population we were treating, and it was
a bit of a punch to the financials,” says Steven
Blom, RN, MAHSM, CASC, regional director
for the center. “When we get a swing in the
Medicaid population, you kind of feel the pinch

because they only reimburse for one procedure
and it’s usually at a fairly low rate.”
While asking surgeons to perform these Medicaid
cases in a different setting would seem to solve the
problem, “cherry-picking” has not been a feasible
option for the center.
“The (surgeons) can’t really split up their time,” says
Mr. Blom. “We can’t say ‘do your Medicaid in the
hospital because the surgery center can’t really make
any money on Medicaid and do your commercial
stuff here;’ they need to do all of their cases in one
setting and move on. That’s a challenge. We just
watch it closely, have to be efficient and do case-costing. When you’re working in the surgery center and
the physicians are owners, everyone pays attention.
You just have to be prepared.”
2. More procedures coming from the
hospital
Mr. Blom has seen a migration of some of the more
complex cases leaving the hospitals and coming to
the surgery center over the past five years. The latest
to significantly shift is thyroidectomies.

“They might have done a partial thyroidectomy
here in the past, but now we’re doing full thyroidectomies; parathyroidectomies as well,” he says.
The reason the Specialty Surgery Center can now
perform these cases does not have to do with the
complexity of the surgery but rather that the patients
were kept in the hospital for the lab testing, such as a
parathyroid hormone test run on the patient before
and after the surgery which then dictates whether the
patient returns home on a calcium medication. The
center realized that it could outsource the labs and,
therefore, perform the cases.
With the ability to outsource the labs and
improving technology, Mr. Blom says he expects
to see more complex cases related to thyroid treatment coming to ASCs.
Even some procedures commonly performed in
the surgery center, such as tonsil and adenoid
removal surgery, are seeing greater migration from
the hospital, says Pam Wrobleski, CRNA, MPM,
CASC, administrator for Southwestern ASC in
Pittsburgh, Pa.
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“Our medical community in the Pittsburgh area tends to be pretty conservative,
so I think there are still a lot of ENT practitioners that like to do those cases in a
hospital setting and like to keep the patients longer,” she says. “But we’re seeing
more of those cases than in the past as I think the (growing) trend is that some of
the younger guys are maybe a little more comfortable in the freestanding setting
and do not feel the need to keep their patients as long.

without the need for fluoro-guidance. Other benefits include elimination of the
need for staff members in the room to wear lead gowns or thyroid collars and no
radiation concern for the patient.

“There have been recent studies that show that outcomes and complications are
the same whether tonsillectomy patients are kept in PACU for two hours or four
hours because most instances of post-op bleeding occur in the very immediate
post-op period or else after several days. Therefore, the perceived need for a hospital backup should become less and less.”

“If they have to do the ethmoids and go farther back, then they would still have
to use the older technology, and all of a sudden you’re using two technologies on
a patient,” he says. “But they’re coming out with derivations of the balloon sinuplasty that might improve it.”

3. Advancements in technology
Newer technology has expanded the type of procedures ASCs can perform, and
new technology on the horizon should continue to grow opportunities for ASCs.
Here are just a few of the new technologies ASCs can consider for their centers.
• ArthoCare wands. The newest piece of technology that Mr. Blom has seen stick
around in the surgery center is a single-use wand developed by ArthoCare.
“It does more like an ablation in taking out the tonsils and adenoids,” he says.
One technique to remove the tonsils and adenoids involves snaring then using a
suture to essentially sew up the hole, which also involves cauterizing.
“This ArthroCare wand does kind of the same thing as the cautery but it seals it
so it doesn’t require any of the suturing,” Mr. Blom says.
It has become popular in his center — with three of his eight ENT surgeons
insisting on using it all of the time — because the device cuts down on instrumentation use. The one concern Mr. Blom has with the device is that it is a single-use instrument and costs about $90 per case, he says, whereas, before, the surgeons using the device used instrumentation that was re-sterilized. The increase
in cost can become very significant, particularly with Medicaid cases.
“But that particular technology seems to be working and it’s moving into the
future,” he says. “The younger guys really like it.”
• CT-guided imaging for sinus. This technology is a few years old and allows
surgeons to perform a scan on the patient, feed the scan into the computer in
the OR and then put a special cap on the patient which allows the surgeon
working in the sinuses to see on the computer exactly where he is in relationship to the brain.
“We didn’t necessarily acquire it for the surgery center, but many surgeons are
using it,” says Mr. Blom. “Some of my surgeons will take these cases to the hospital and will want to use the CT-guided device, but it’s probably 10 percent of
the cases on the sinuses that they do that. We looked at acquiring the device, and
they do have a code for it, but what you would get paid was really a pittance, so
at the time I looked at it, it just didn’t make sense.”
Ms. Wrobleski shares that sentiment.
“It can be pretty cost-prohibitive unless (the center) has a really high volume
of those types of cases and you can work out some type of reasonable lease
arrangement with the companies that would bring in that equipment because
that’s not something that would be used by a lot of other specialists,” she says.
“Depending upon what your insurance contracts are and whether they are
going to reimburse you for any of that kind of very specialized equipment, you
really have to pick and choose carefully.”
• Balloon sinuplasty. This procedure uses balloons that go into the sinuses and
then dilate and expand the sinus cavity.
According to Acclarent, the manufacturer of the Relieva LUMA Sinus
Illumination System for balloon sinuplasty via sinus transillumination, the technology replaces the use of fluoroscopy C-Arm in balloon sinuplasty procedures.
The system shines a lighted guide wire into the sinus to confirm wire location

The challenge of this technology is that its use is limited as it can only be used on
the frontal sinuses, says Mr. Blom.

• Sailendoscopy. This procedure involves removing a stone from a salivary gland
without cutting into the gland and laying open the salivary duct, says Lynda
Simon, RN, director of nursing and manager of head and neck surgery for the St.
John’s Clinic: Head and Neck Surgery in Springfield, Mo. The technology was
developed through Karl Storz.
“It uses a tiny obturator and sheath that goes down the duct; the obturator is
removed and a fine endoscope is passed down the sheath,” she says. “You can then
visualize the stone and snare it with a stone basket, much like ureteral stones.”
According to a Karl Storz representative, the procedure is fairly common in
Europe but it has not yet become a standard of care in the United States, with
very few people performing the surgery.
• Radiofrequency reduction of tongue base. This technology comes from
ArthroCare and involves the same equipment used for coblation of tonsils.
“It’s an outpatient procedure and has a post-op course much like a tonsillectomy,”
says Ms. Simon. A challenge for ASCs interested in using this technology is that
physicians may want to keep the patient for at least 23 hours, according to an
ArthoCare representative, so the use of the technology may not be appropriate for
all centers.
4. Sharing equipment across specialties.
The decision to invest in new technology can be made easier if the equipment purchased can serve more than one specialty. In the case of Southwestern ASC, the
capital equipment needed to perform ENT endoscopy cases can also be used by
the center’s orthopedic surgeons.
“We can set up a tower for (the endoscopy procedures) that can also be used for
orthopedic cases like knee arthroscopy,” says Ms. Wrobleski. “So you’re able to
cross that over among other specialties if you don’t have huge ENT or huge
orthopedic volume. That’s another way to (possibly) bring those cases in without having a huge capital outlay for another specialty.”
5. Meeting younger physician demands
If you’re planning to bring in new, young ENT surgeons, the decision
about whether to invest in new technology may be made for you. Many of these
surgeons will likely have learned how to perform procedures using newer technology. If your center wants to offer or grow these cases by bringing in younger physicians, the surgeons may expect to use the new technology from which they
learned their trade.
In the case of ArthoCare wand technology described earlier, Mr. Blom is seeing
surgeon demand for its use growing.
“There are some young guys who are coming out of school who won’t do a case
without it,” he says.
You will want to determine whether your ASC can still profit by performing cases
using the new technology, factoring in the cost of the equipment. If, by investing
in new technology, you profit a little less on some cases but can boost your volume and bring in more physicians, the investment may very well be a wise one
that can reap long-term benefits.
Contact Rob Kurtz at rob@beckersasc.com.
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4 ASC IT Leaders to Know
Brent Ashby. The opening of Audubon ASC at St. Francis in Colorado
Springs, Colo., in Sept. 2008 presented Brent Ashby, administrator of the
facility, with a challenge. The ASC, a second joint-venture between local
physicians and Penrose-St. Francis Health Services, became necessary when
Audubon Surgery Center, eight miles away, started reaching capacity. Mr.
Ashby, who is also administrator of Audubon Surgery Center, wanted to be
able to monitor both facilities regardless of which he was working in, otherwise he would be forced to travel between sites to check on operations.
Mr. Ashby found a vendor that offers ASC clinical and financial software,
which was able to link the IT systems in the two facilities, letting him manage both with a software program. The system lets staff at the facilities
receive and enter payments for either facility. Staff members can also access
patient accounts from either facility, which lets them address any questions
from patients without forcing patients to contact the other center.
Here are four other IT-related projects that Mr. Ashby has overseen at the
two facilities.
• Physician office access to schedule. A high-volume pain management
physician has direct access to Audubon ASC’s scheduling system, letting his
staff to schedule the thousands of cases annually when they are booked,
rather than doubling the work by having the ASC staff enter them later. It’s
an experimental program at the moment, but Mr. Ashby says there is consideration to give other physicians’ offices access as well.
• Web site as a patient tool. The Audubon Surgery Center is using its Web
site as a tool to help patients while helping the center at the same time. On the
Web site, patients can fill out a pre-op questionnaire for their procedures. Mr.
Ashby says the center’s use of the Internet will continue to grow as a tool for
patients. He eventually pictures the ASC’s Web site letting patients access their
account, view its status and possibly to make payments online.
• Reduction of paper records. To deal with rapidly accumulating paper
records, Audubon Surgery Center purchased a scanner. A person comes to
the ASC several times each week and scans charts that are about two to
three months old (if patients do not have outstanding balances). The charts
are scanned and then those medical records are stored on a CD and labeled
by patient numbers. The CDs are searchable and the patient records are
easily retrievable.

the center) and, instead of printing these documents, the center stores them
in a digital format in a folder linked to the patient. So nurses can create and
use paper medical records, but at the end of the day, the center scans the medical record into the system, links it to the patient and the digital folder, then
destroys the paper record.
Chuck Brown, MBA, MHA, Stacey Benson and Christa Hall,
RN. Multi-specialty Bidwell Surgery Center, a joint-venture between local
physicians, Atrium Medical Center and Children’s Hospital of Dayton, just
received Medicare certification May 23, but it is fully equipped for electronic
documentation of everything that happens in its five ORs and one
procedure room.
Bidwell is outfitted with a software package that comprises workflow management, scheduling, registration, A/R control, claims, statement processing, and
automated patient collections and insurance follow-up, denial tracking and
job scheduling, among other tasks. While the center is not yet ramped up to
its full projected case volume, the technology is already making an impact.
“We have minimal staff and are trying to hold off on hiring more FTEs while we
get fully ramped up,” says Stacey Benson, the facility’s business office manager.
“But this has let us not worry about that — we don’t need to have someone handling the time-consuming job of dealing with forms. I can just push a button and
get what I need and handle it myself while we’re in this startup phase.”
In addition, Bidwell chose an ASC-specific electronic medical records system
that could also save one FTE by freeing clinical staff from having to sit and
do charts, in addition to the various other benefits (see “5 Things You Should
Know About EMR in ASCs on p. 47”).
“We wanted something robust yet user-friendly,” says Chuck Brown, MBA,
MHA, administrator. “The thing I really like about the company we chose is its
willingness to listen to clients and make adjustments in the software updates
based on that feedback. Our EMR can do things bigger players can do, but at a
lower cost; and others cost less, but their packages were not comprehensive
enough for us.”
In order to ensure that the facility was wired for success from the beginning,
Bidwell worked with an IT consultant that established infrastructure, hardware and networking components.

• Development of EMR/paper hybrid. To help less-tech-savvy nurses feel
comfortable with the EMR, Mr. Ashby has developed a hybrid method —
a cross between an EMR and a paper record. The takes all documents sent
to it by physician offices, labs or other locations (which are generally faxed
to the facility) and physician operative reports (which are often e-mailed to

“We wanted to hit the ground running on our IT efforts,” says Mr. Brown.
But he and his colleagues don’t plan to leave well enough alone. “We’re going
to make the most of our capabilities as we move toward accreditation and as
we develop and under take QI studies. Those things are very difficult to do,
from a paper copy standpoint, and our technology will help us do them thoroughly and efficiently.

HST Pathways
congratulates Chuck Brown
and Brent Ashby for being top IT leaders.

“ASCs are geared toward efficiency and keeping costs low — employing HIT
certainly fits in with those aims.”
Anthony Coletta, MD, MBA, FACS. Many facilities shy away from
EMR implementation because of the price tag. But Anthony Coletta, MD,
MBA, FACS, president of The Surgery Center of the Main Line in Bryn
Mawr, Pa., encouraged his partners to invest in EMR from the beginning of
their de novo project.
“It was obvious to me at the outset that we should institute EMRs from day
one,” Dr. Coletta says.
He identifies the following four reasons investing in EMR was the right
decision for The Surgery Center of the Main Line.

www.hstpathways.com

• “First and foremost was the fact that I saw paper records as archaic and, given
that there was no hospital system in our area with an electronic record, this was
an opportunity for us to differentiate ourselves in a very tangible way,” he says.
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• “The second was the efficiency a good EMR would provide especially if it
could be linked to our financial systems,” he says.
• “It seemed to me that, if we ever were in a position to sell the enterprise, a
fully integrated EMR along with a knowledgeable staff would clearly increase
our market value,” Dr. Coletta says.
• “I knew that we had the 15 busiest surgeons in the region working at the
center and if we wanted to keep our records current, the EMR provided the
most efficient means to do that,” he says.
While it wasn’t easy to bring all of the surgeons on-board with the idea, the
decision has certainly paid off for the organization.
“At first the partners objected to the added expense, but once I convinced them,
we made the investment and have never regretted it,” says Dr. Coletta.
Stephanie Diem, RN. For the past six years, Stephanie Diem, RN, has
acted as administrator, clinical director, project manager, nurse manager, and
all-around go-to-person for PHGI Associates’ Washington Square
Endoscopy Center, located in the heart of Philadelphia.
After practicing for years in a suite of procedure rooms rented from the
University of Pennsylvania Health System, the PHGI group made plans to
build a new, state-of-the art Endoscopy Center on hospital grounds. With
this move, the group was intent on starting fresh and refining less-than-efficient documentation workflows and processes. Ms. Diem led the charge to
select, implement and drive utilization of the endo center’s scheduling,
billing, EMR and procedure documentation systems. She was critical in
developing the IT infrastructure for both the endoscopy center and the
physician practice, and has led the center’s efforts to maximize the ROI on
its IT investments. She is still responsible for maintaining day-to-day information system functionality.
Among the IT projects Ms. Diem has undertaken:
• She spearheaded implementation and use of the facility’s documentation
software to shorten reporting and billing cycles, deliver faster, more comprehensive reporting to referring doctors, and meet regulatory standards set
forth by organizations like The Joint Commision, AAAHC and the Office of
Inspector General (OIG).
• In 2005, Ms. Diem measured results to find that her implementation of her
chosen vendor’s software had increased patient throughput from 6,400 cases
to 7,400 cases annually, eliminated an average of $3 per procedure in
Mavigraph printing, and significantly increased documentation compliance.
Measuring against an internal performance scale based on standards of care,
CMS requirements, and state licensure requirements and accrediting standards, Ms. Diem found that her efforts to leverage the site’s IT investment
had resulted in a 10 percent improvement in physician charting, a 39 percent
improvement in anesthesiologist charting, and a 39 percent improvement in
nursing and technician charting.
• More recently, Ms. Diem lead a project to build a full forms repository on
the Washington Square Endoscopy’s intranet, which has significantly minimized the need for paper storage and increased staff member efficiency across
the board. She has been deeply involved in the development of a patient portal, as well as the facility’s external Web site (www.pennsygi.com).
• In addition to and in conjunction with her IT efforts, Ms. Diem is responsible for maintaining Joint Commission accreditation and licensure and
patient safety standards, facilitating competency programs for clinical staff,
overseeing professional staff credentialing, and performance improvement
activities, including monthly monitoring activities, managing performance
measurement data and reporting.
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Effective Use of Information Technology
to Optimize Financial Performance
By Paul G. Faraclas, MBA

ealthcare leadership can use information
technology to significantly improve operational, clinical and financial performance.
There are several prerequisites for transforming
screens and data into actionable decision-making
business intelligence — steps that, not taken, will
prevent your IT investment from reaching its
potential (for more on this, see “Essential Steps
Before You Can Reap IT’s Rewards” on p. 43).

H

Once your proper planning is behind you, it’s time
to use IT to improve and transform operations.
That is, financial analysis, which is typically a
cause-effect determination. Your high-level benchmarks provide a summary of performance. How
you arrived at this performance requires drilling
down into your operational components. Both
high-level benchmarks and derivatives require
sound benchmarking and trending to ascertain
potential prescription for improvement.
Here are the four examples of leveraging information technology to monitor and improve financial
performance.

1. Assessing profitability
Whether your CFO looks at EBIT, EBITDA or
another primary profitability measure, the importance lies in the accuracy, legitimacy, relevance and
drill-down capabilities of the benchmark. For example, if EBITDA is 26 percent, what does this really
tell you? Depending on the reader, this may sound
good, fair or poor. Quite frankly, unless a legitimate
and reasonable benchmark is available for comparison, the value of this measure is incomplete. If likefacilities with similar case-, acuity- and payor-mix
average a 34 percent EBITDA, your healthcare entity is under-performing (relatively speaking).
Assuming your data and target(s) are reliable, your
opportunity shifts to determining the root cause of
the under-performance to take steps toward improving financial performance. And, not all revenue and
expense components are self-evident.
2. Revenue measures and drivers
Dissecting profitability begins with revenue. Your
dashboard should be armed with revenue composites
and influencers. Examples include inpatient cases,
outpatient cases and revenue per case. All should

have drill-down capability to attributes such as procedure, gross charge and payor mix to better comprehend the aggregate. Trending revenue over time
models predictability of inpatient and outpatient revenue provided the revenue per case remains reasonably stable. Without a clear understanding of revenue, which is often used as a point of reference, you
are at a significant disadvantage of the ability to dissect other components of your business and assess
their performance.
- Payor mix
The percentage of cases tied to Medicare,
Medicaid and lower-reimbursable payors are
strong predictors of revenue expectations. In
many cases, they clarify why one entity’s financial
performance is superior to another’s. Your chart of
accounts should reflect revenue broken out by
payor type. Your dashboard should include payor
percentages such as commercial, workers’ comp,
self-pay, Medicaid and Medicare. A further drilldown into your commercial payors will help
expose opportunity of reimbursement negotiation, where available. Payor mix may often help
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explain deltas from period to period given the
wide range of reimbursement per case.
- Revenue cycle management
Negotiating better revenue contracts with payors and
having a favorable payor mix is diminished if you are
not able to bring the dollars in the door. Your dashboard should include A/R measures and have aggressive targets with timelines associated. Your blueprint
should illustrate the financial improvement equivalent per A/R day improvement, culminating in the
ROI when you meet your target. Again, being able
to drill-down into A/R provides a better understanding of collection management.
- Charge capture and coding
As you notice change in gross charges you may
wish to examine the accuracy of your coding and
billing. Keeping tags on gross revenue may expose
issues with coding. This could also be an indication that there are missed charges from clinical
documentation. Periodic review of both charge
capture from the OR and coding should be
conducted. Dashboard metrics might proactively
indicate issues in either area.
Capturing charges, proper coding and collections
occur after you have earned your revenue. These are
large risk areas — if executed poorly, you will be
unable to maximize revenue. Denial management
should be conducted in parallel to coding.
- Anesthesia
After an anesthesia software implementation, perform routine audits to ensure the levels of anesthesia administered are both properly documented
and properly coded and charged. Lost revenue can
be attributed to either system set-up or manual
documentation error at the point of care. As the
deltas are large from level to level, your ability to
submit appropriate documentation and reduce
claim rejections is vital for aggregate reimbursement as well as timely payment.
- Operating room
Management of the OR has clear priorities, with the
patient as the primary customer — and, therefore,
patient safety and patient outcomes being first.
Proper management of the OR takes into account
the ancillary customers, the surgeons, staff and entity. The dynamics are complex and correlations of
efficiency and satisfaction are high. Minimizing
delays and increasing access provide satisfaction for
the surgeon. Maximizing staff and materials utilization benefits the entity’s financial performance. In
ASCs and hospitals alike, the OR is the primary
source of revenue, with its direct and indirect management leading to your source of profitability.
- OR utilization and scheduling
OR utilization provides vital revenue information
and is imperative for your executive dashboard.
Leadership needs clear visibility to aggregate utilization, with the ability to drill down to utilization
within each OR suite. Effective use of the OR significantly contributes to revenue opportunity through
potential increase in cases (and improves surgeon sat-

isfaction). Scheduling and utilization effectiveness
are not to be confused with case/utilization efficiency, which is tied to contribution margin.
Depending upon case acuity, use leading-practice
duration (in minutes) for target case time and
turnover time. Bias assesses the accuracy of actual and
estimated case times and is helpful in adjusting your
estimates over time. The definition of availability and
utilization must be clearly defined as scheduled or
actual. If the definition you use is slightly different,
ensure the measure is understood and remains consistent. Both utilization baseline, experience and bestpractice targets are needed. If your baseline utilization
is 61 percent, and target utilization is 75 percent, you
appear to have significant revenue upside upon determining the cause of this delta. Other metrics such as
turnover time, case cancellations, add-on cases, late
starts (and late start reasons, such as supplies, instrumentation, pre-operative assessment, anesthesia readiness, etc.) are important equation components. Each
helps your chief nursing executive or vice president of
perioperative services to determine why targets are
not being met. If you agree that the OR is your source
of revenue, you may need to get granular until you
have a clear understanding, which could include
working backward to scheduling processes and habits
driven by personal dynamics.
- OR utilization and policies
Looking more closely at block scheduling (when
applicable) is a worthwhile use of time. If you have
six OR suites and four are running at 68 to 73 percent utilization (over time), there may be opportunity to pursue driving additional cases. If the other two
OR suites are operating at 48 to 53 percent, you may
have found significant opportunity.
Experience has shown that block scheduling policy is
developed but not strongly enforced. If key surgeons
or groups that have historically driven high case volume (75 percent-plus utilization) and have declined
to 50 percent, you need to ask yourself what has
changed. Trended utilization for the OR suite and
the group controlling the block provide a start. If utilization has hovered around 50 percent for the past
five months, it sounds as though you have not
addressed the utilization decline. Gather all your
facts to have a business discussion with the surgeon
or group. Provide an opportunity to learn if the facility shares in the decline (inability to schedule, poor
service, etc.). An increase in revenue and profit moving from 50 to 75 percent utilization is large and
should be easy for you to calculate.
Your dashboard should proactively alert appropriate
leadership of the decline so this does not become a
retrospective discussion. If a surgeon or group falls X
percent short of the expectations negotiated, one prescription is to shorten their block length and allocate
this time to another surgeon or group. If the surgeon
can demonstrate the ability to increase and sustain
utilization, then you can renegotiate block allocations. Of course, there are personal dynamics that are
part of the solution, but long-term utilization of 50
percent (with some exceptions) is not in the best
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interest of the financial health of your organization.
You should also be surveying your physicians annually to learn of their satisfaction with you; this may
also help proactively address issues head-on.
- OR/case contribution
OR utilization by itself may not coincide with effectiveness. Say two surgeons are each performing ABC
procedure. Surgeon A allocates 120 minutes and
requires 110 to complete the case on average.
Surgeon B allocates 90 minutes and completes their
case in 90 minutes or less. It is possible that, as a
result, surgeon B may have lower OR utilization
than surgeon A. However, the profit or contribution
per minute is much greater for surgeon B. For simplification, during an eight-hour period surgeon B
can likely perform one more case. Also, the staff time
required to support surgeon A is greater per revenue
dollar. Of course, variables other than profit (such as
patient safety) must be considered. Many organizations will use both measures to assess both efficiency
and effectiveness.
- OR over-utilization
One more note on OR utilization: At some point,
OR utilization that is too high could lead to
increased overtime, staff burnout, decreased surgeon
and staff satisfaction, increased safety risks and other
counterproductive issues such as increased patient
wait time. As your surgical volume increases, monitor your capacity to ensure it is reasonable and be
aware of the potential downsides. It would behoove
you to perform a cost-benefit analysis of opening an
additional operating suite, or keeping others open for
longer periods of time.
- Consumer-driven impact through
public reporting
Leadership should keep close tabs on the various
public reporting metrics, such as HCAHPS, SCIP
and ORYX Core Measures. ASCs will soon have
value-based purchasing through the pay-for-performance program, and these measures may impact
consumer choice on facility preference. PQRI has
obvious financial impacts imbedded.
- Other revenue drivers to consider
There are many more metrics and areas to evaluate;
here are a few I recommend you consider: case cancellations (and reasons), staff vacancies and turnover,
PACU delays, clinical documentation, and time to
chart pre-, intra- and post-operative data.
3. Expense Measures and Drivers
While bringing revenue in the door is step No. 1
toward profitability, optimizing the profitability of
the revenue is next. The expense tied to revenue
should become part of cost-avoidance and costreduction strategies. There are always places to efficiently reduce costs without negatively impacting
operational excellence and customer service. Initial
cost-avoidance and cost-reduction strategies are typically found within front-line labor management and
supply chain management.
- Supply chain management and infrastructure
Supply chain management is complex, as there are
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many measures for purchasing power, efficiency and
effectiveness. There are still others for throughput
and accuracy. The interoperability between procurement and your OR is essential. In order to have the
right supply at the right place at the right time and at
the right cost, it is imperative that you have a single
item master file (IMF) of record, and not separate
ordering initiated from the OR and SCM.
Many providers do not properly utilize their item
master file and charge description master (CDM)
crosswalk effectively and pay the consequences. If
you have not maintained your IMF properly, it is
worth investing to “cleanse” it to avoid duplicity;
remove legacy items; correct nomenclature; and evaluate applying UNSPSC standardization. The latter is
being reviewed more frequently as there are opportunities for enhanced bargaining power, as well as significantly improving analysis.
- Perioperative case-costing
Your opportunity to improve financial performance
through case-costing is typically quite large. As you
track case types, you should apply a best-practice
measure you may obtain from a national organization or reputable consulting company. You are likely
to find that aggregately you exceed these case-cost
benchmarks. This provides tremendous cost-reduction opportunity and promotes standardization.
For example, if the leading practice (supply) case cost
for procedure XYZ is $450 per case and your average
for 500 cases performed is $850 per case, you stand

to save approximately $200,000. Upon discovering
these scenarios, you should update your SCM blueprint scorecard. Again, drill-down lets you compare
surgeon specific case-cost, where you will likely find
a large range. Begin by approaching the surgeons
with the highest and lowest case costs (or highest case
volumes) to gain a better understanding of their supply usage. This educates you as you seek to promote
supply standards recommendations. You need to
ensure the cost you allocate to the supplies is accurate
(you need an accurate charge description master that
is, however, fluid) and you may find generic substitutions using the UNSPSC codes to quickly identify
cost-effective alternatives during this process.
Low-hanging fruit may be found commencing with
the pursuit of your highest-volume cases. If their supply costs are excessive, you have found an immediate
cost-reduction opportunity. By gaining insight to
industry best practices and internal supply utilization, you are armed with actionable data for a business discussion with your surgeons about supply
usage. By having one IMF of record, all items should
be entered and ordered in procurement to avoid the
duplicity of items that negate your item master
cleanse and maintenance.
- Preference card management
Preference card management and standardization
leads to financial performance, patient safety and
customer service improvement. Preference card management should have limited variability, other than
non-standard items. You may begin to create trays or

sets that use a lowest-common-denominator
approach with trays containing cost-effective items.
As standardization increases, case picking becomes
more efficient and accurate. There is a greater likelihood that the right supplies will be delivered to the
OR, creating better surgeon satisfaction and fewer
late starts due to missing supplies and instrumentation. You should periodically review your preference
cards and consider purging those that have not been
used in the past 18 months.
- Purchasing power
As you clean your item master file and standardize
your items, you may find that you are placing 5
separate orders of 1,000 similar or interchangeable
items. Your negotiating power increases as you
order 5,000 units instead of 1,000 when duplicity
and confusion is removed. If you are part of an
IDN or enterprise, you stand to recognize a more
significant increase in purchasing power due to
volume. Your supply vendor will not bring these
opportunities to your attention (combining like
items) nor if better pricing exists. The more supply duplication and incorrect naming you have can
cost you several thousands of dollars, if not millions for larger organizations. From a resource utilization management perspective, you are less likely to run out of an item if you have 5,000 of the
same on hand to be picked as opposed to five
groups of 1,000. As mentioned, working with less
items improves accuracy of the picked supply.
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- Prompt payment
Too few providers take advantage of available
prompt payment incentives. In fact, many
providers have a very small percentage of supplies
negotiated with prompt pay. Insight to promptpay opportunities can result in FIFO disbursements that reduce your outlays simply by prioritizing payment. Executive insight to lost opportunity
either to payment or lack of negotiation can also be
low-hanging fruit. The benefit realization of
prompt-pay opportunity as with all other metrics
should be noted in your scorecards.
- Front-line labor management
Your management of employees balances customer
service, financial performance, operational excellence, resource utilization management and patient
safety. First and foremost, you need the right person
with the right competencies and credentials at the
right place at the right time. IT has advanced significantly within the past five years to develop acuitybased scheduling for nursing personnel.
The ability to schedule out six to 12 weeks provides
employee satisfaction to staff, as they have the opportunity to discuss shift exchange. Proper configuration
of your scheduling system tied to your chart of
accounts and employee master file (for salaries) provides you the opportunity to clearly see financial
exposure as it pertains to salary and wages. You now
have the opportunity to concurrently manage overtime liability and supplemental staff requirements.
Proper configuration of the credentials and competencies of your staff affords modeling scenarios to
match acuity. Lower supplemental-staff requirements (without overworking employees) improve
surgeon satisfaction given the familiarity of working
with staff they know and have confidence in.
- Wages and benefits
Be careful when creating staff-based benchmarks. If
you choose FTEs, you need to consider supplemental staff. For supplemental staff, if you are outsourcing an entire function, remember that the function
may have a component that includes wages as well as
other components or deliverables. Supplementalnurse staffing has a discrete wage component as compared to outsourced housekeeping, dietary or instrument asset management services.
Further, productivity measures may use time worked,
whereas cost measures need to include fringe (inclusive of tax and WC liability) and overtime. As long as
you use consistent measures, you will be able to ascertain the direction you are trending. Comparing yourself with industry benchmarks requires that you clearly understand the industry benchmark’s definition of
parameters. As mentioned previously, salary-exposure
modeling can take place once your infrastructure is
complete and accurate.
- Overtime
I usually see over-complication of salary/pay rules
within provider organizations; too many rule variations are in place in many time and attendance systems. Where 15 pay rules may have sufficed, I have
seen well over 100. Simplify these structures to

easily place non-union and union staff into constructs that properly calculate overtime when warranted. You do not want incorrect pay rules to result
in time-and-a-half for an employee’s nine hours’
work if he/she began work one hour early.
Overtime calculations need to be reviewed for staff
satisfaction and financial exposure. Some of your
employees may want the overtime while others may
prefer accruing personal days. Staff retention has
become increasingly expensive, and you cannot
afford both overtime exposure and to lose employees.
Overtime can also be the product of inefficient case
management, gaps in scheduling and several other
fixable scenarios.
- Other expense drivers to consider
Enterprise content (document) management can be
quite expensive, and the archival and retrieval of
business and clinical documentation requires planning to address customer service, legal requirements
and physical space constraints. Instrument asset
management’s primary customer is the OR.
Providing incorrect or damaged instruments to the
OR can cause case delays and decrease surgeon satisfaction. Asset management and tracking is important
as well. Your inventory should not exceed a target
number of dollars as compared to the number of OR
suites and other requirements of your organization.
Days in inventory is also a very useful metric.
4. Summarizing
There are no clear-cut answers to managing financial
performance as the data constantly changes.
However, if you invest properly in information technology your ROI from the insight gained will far
outweigh the cost of IT. Your opportunity to trend,
benchmark and expose improvement opportunities
is a welcome annuity. The direct and indirect benefits to the patient, surgeon and entity are essential for
sustaining long-term excellence.
- Ensure you are using ‘like’ points of reference
It is important to use ‘like’ denominators or points
of reference when calculating and comparing
revenue and expense. If you are looking at the
financial effectiveness of specific cases you need to
ensure revenue and expense are per case, per OR
minute or whatever is used as a point of reference
that is the same for each.
- Balancing key performance indicators
As you build your scorecards it is easy to get metriccrazy. My first suggestion is to start small and add
metrics gradually. Equally important is to understand the interdependencies or impact of one measure on another, which is an entirely separate topic on
your various internal investments. As you look to
improve, you need to question any impact a delta
may have on operational effectiveness, patient safety,
financial performance and customer service. Patient
safety always comes first.
- Operational excellence, customer service, and
education and development lead to financial
performance
As you look into sustained financial performance,
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the realization is that it comes last. If you make
changes to improve financial performance, but negatively impact your other organizational investments
you will only win in the short term. Quality, service
and excellence win out in the long-term. That,
however, does not preclude you from increasing
profitability when these are not impacted
adversely.
Mr. Faraclas (pfaraclas@ctqsolutions.com) is the
president and CEO of CTQ Solutions.

Essential Steps
Before You Can
Reap IT’s Rewards
primary misnomer initiated by the
software vendor during software selection is “the promise.” Software demonstrations present healthcare providers a façade of
turn-key solutions. The pretense is immediate ROI from investment in electronic record
programs, and clinical, perioperative and
ancillary healthcare information systems.
The “promise” can indeed be achieved, but
you must commit to carrying out four essential prerequisites:

A

• developing an operational blueprint;
• engaging key stakeholders and process-owners
to operationalize your blueprint through design,
implementation and testing;
• enforcing proper use of your system through
appropriate governance; and
• populating and maintaining all key tables and
structures.
Developing an operational blueprint —
start with the end in mind
An accurate operational blueprint provides the
greatest opportunity to realize ROI. Conversely,
the absence of a blueprint poses your largest
risk. In fact, if you do not have a completed
blueprint accepted by your key stakeholders,
you have no business being in the selection
process at all.
Your blueprint represents your business. It
should contain operational workflow diagrams
and narratives, balanced scorecards (business
metrics with measurable targets), and timeline
and accountability documents. The blueprint
reflects your leadership’s perception of operational workflow that optimizes your investments in operational, clinical or financial
performance. Corresponding metrics should
support how your future-state workflow
contributes to each investment. For example, a
decrease in baseline operating room turnover
time from 43 to 30 minutes provides the
opportunity to increase revenue. Targets are not
exclusive to financial performance as decreased
turnover time represents an improvement in
customer service through improved surgeon
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satisfaction. Process workflow required to meet
each goal needs to be clear and specific.
Your ability to configure the software to your specific business processes (your blueprint) as
opposed to retrofitting your processes to
software requirements establishes your
short- and long-term ability to recognize
the “promise.”
Recognizing software as an enabler;
assessing your gaps
Software seldom accommodates all operational blueprint requirements, posing gaps.
Software is built to support industry requirements, and no two organizations are exactly
alike. Any modification or work-arounds
required to meet your needs represent gaps.
Each gap has associated cost in dollars, time,
long-term constraints and user-adoption. A
detailed gap analysis is imperative as part of
any software selection activities. Software typically fits the 80/20 rule, where all users share
relative consistency or standardization in 80
percent of their processes. This translates to
leading practices in the software design and
configuration. Your challenge is to focus on
the 20 percent that makes your entity unique,
to determine how your processes and requirements are different from the norm (thus dispelling the turn-key concept). Gaps are common in reporting or interface requirements.
You need to determine their cost, as well as
determine if any gaps are show-stoppers as
they pertain to your uniqueness.
At the end of the day, your software is only an
enabler. When implemented, it should reflect
specific business operations you determine as
leading practice. If it cannot, you have diminished ROI capability before you’ve even hit
the starting line.
The value of underlying files and tables
Software investments require accurately
defined tables and file structures. Two common healthcare examples are your chart-ofaccounts and an item master file. To gain
financial business intelligence, your CFO
must review your existing chart of accounts
(COA) and take this as an opportunity to
evaluate the level of granularity and specificity required to run your business effectively.
For example, does it make sense to operate
your business through service line aggregates
(orthopedics, GI, cardiac, diagnostic, etc.)?
How will revenue and expense be broken out
and reported, and to what level of granularity?
A defined and accepted COA is at the early
stage of your critical path of design and
implementation. If you have already configured your software and have challenges with
reporting, you may want to revisit your COA.
If you are part of an IDN or enterprise, this is

a perfect opportunity to standardize the COA
to report corporately with ‘like’ definitions of
what is being reported. Your COA and all
other tables become part of your operational
blueprint.
The importance of key performance indicators
Several metrics should be in place in each functional area. If you run operating suites, what is
an acceptable/target turnover time? What is
your target utilization? What percentage of
late-starts is acceptable? Each of these targets
should reflect your definition of excellence.
Your information system should let you easily
summarize key metrics to be compared to these
targets. Begin by collecting your existing, or
baseline, metrics. Either through introspection
or the use of industry benchmarks, define targets that are measurable (definable), reasonable
and attainable. Having 100 percent on-time
starts is not necessarily a reasonable target.
Concurrently, compare your baseline metric to
your target to determine a reasonable timeframe for achieving your target of excellence.
Each key performance indicator should have a
value associated with targeted improvement. If
it currently takes you 51 minutes to turnover
an OR suite and your target is a reduction to 32
minutes, you need to quantify the value of this
improvement. A high-volume outpatient
facility might be able to perform two or three
additional cases in one OR suite alone, plus
improve both patient and surgeon satisfaction.
If you know your average case reimbursement,
you know how much improvement on
financial performance those additional cases
per OR translate to.
Illustrating your benefits from baseline to target
increases your opportunity of staff buy-in. The
phrase “what gets measured, gets managed”
holds true when developing key performance
indicators. And unless you can measure
your KPIs, you truly cannot assess how you
are doing.
Dashboards
Leadership should be empowered with easy
access to concise dashboards comprised of your
most important KPIs. These metrics should be
limited to allow the executive the opportunity
to focus on what matters most. The presentation should be intuitive using a graphical representation that just at a glance provides a snapshot of high-level performance. Your presentation should identify your measure’s relationship
to a target. Color-coding or other simple
graphics should illustrate the magnitude of the
deltas from your target as well as prior period
performance (measure trend). Drill-down, as
discussed in the main article, is also necessary.
— Paul Faraclas

12 IT
Companies
to Know
1. Surgical Notes. A preeminent nationwide
provider of medical transcription, coding and
other related value-added information technology services for the ASC market, Surgical Notes
provides transcription, coding and practice management solutions to over 420 surgery centers
and 6,300 physicians in over 40 states. Surgical
Notes has introduced two new products and
services in 2008: the VMR Express, an electronic medical forms generator and document
imaging solution and MyDoctorsNotes.com, an
online, secure, interactive, personal health record
portal for the general public to compile and
organize all healthcare-related data.
The VMR Express is designed for the ASC market. This proprietary application, interfaces with
the existing practice management system (SIS,
AdvantX, Vision, etc.) to extract the patient label
information (patient ID, last name, first name,
date of birth, SSN, sex, age, physician name, date
of service and case/encounter/account number).
These generated documents print patient
demographics on the facility’s customized forms,
allowing patient forms to be generated per operating physician’s profile or according to specific procedures. Using the barcode from the forms version
on each document, it will index the chart back
into the patient record. Have old charts, or other
loose documents, without a barcode? No problem,
you can use the index fields to associate the paper
work to a patient. This application will allow the
user to perform advance searches for documents
by account code, patient ID, type of document, or
name. The VMR Express cost as little as $16 a day.
Learn more: www.surgicalnotes.com.
2. ProVation Medical. ProVation Medical
has created ProVation EHR, the first electronic
health record designed for busy, cost-conscious
ASCs. ProVation EHR offers robust electronic
documentation and document imaging for all
elements of the patient encounter, from past
records to procedure documentation to followup care. With ProVation EHR, ASCs now have
affordable access to a single, patient-centric documentation system that eliminates printing and
chart storage costs, streamlines workflow and
comes backed by a company ranked No.1 in
KLAS for 2005, 2006 and 2007.
ProVation EHR helps ASCs by
• increasing patient throughput and streamlining
workflow;
• eliminating patient chart storage space and costs;
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• interfacing seamlessly with vitals monitors and
information systems; and
• driving QI and pay-for-performance metrics.
Learn more: www.provationmedical.com.
3. SourceMedical. SourceMedical is the leading
provider of outpatient information solutions and services, collectively serving ASCs and surgical hospitals. Its
unique end-to-end systems improve operational
efficiency and cash flow while empowering healthcare
facilities to deliver a higher standard of patient care.
SourceMedical’s solutions strengthen and enhance
overall clinical, financial and administrative processes.
More than 2,200 ASCs and surgical hospitals nationwide, and 250 management and consulting companies
use SourceMedical’s Vision, AdvantX and SurgiSource
solutions. SourceMedical continues to invest in
research and development to maintain its leadership
position with innovative products and services that satisfy the specific requirements of this unique market.
SourceMedical’s comprehensive arsenal of specialized
solutions let clients automate administrative and
patient care processes:
• leveraging data to improve management decisions
and reimbursement;
• achieving exceptional levels of patient care, physician
satisfaction and retention; and
• improving total return on facility investment.
Source Medical’s outpatient information solutions and
services empower you to succeed through innovative
information management solutions. Learn more:
www.sourcemed.net.
4. Amkai. Amkai is a software company with 20-plus
years of experience delivering administrative and
clinical solutions to ASCs, surgical hospitals and
physician practices. The company’s comprehensive
AmkaiEnterprise manages the workflow and clinical
information for nearly all surgical disciplines, allowing
organizations to become paperless, reduce cost,
improve efficiency, and significantly enhance quality of
care. It is comprised of two products: AmkaiOffice and
AmkaiCharts.
AmkaiOffice is the administrative management component that addresses the outdated nature of existing
business management software in outpatient surgery
facilities. With its deep knowledge gained as the
creators of the popular AdvantX, the Amkai team has
analyzed the leading outpatient surgery legacy software
offerings, adapted and improved many of the best
features, and added a whole host of capabilities and
tools that have been most requested by users over the
past five years.
AmkaiCharts provides a true electronic medical record
tuned specifically for ASCs and surgical practices. It
features clinical data management and full electronic
charting from preadmission questionnaires through
post-operative reports. Alerts to caregivers and a computerized physician order entry module boost patient
safety. Integration with AmkaiOffice ensures that all
information has to be entered only once. AmkaiCharts
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provides total clinical information capture and charting that lets you progress to a paperless environment,
while creating structured data that powers reporting and analytics. Learn more: www.amkai.com.
5. QSE Technologies. QSE Technologies is a premiere IT systems integrator serving the ambulatory
healthcare industry for more than five years. QSE manages all aspects of IT infrastructure design, configuration, installation and ongoing tech support for new and existing ASCs nationwide, including computer
servers, data storage and backup systems, local and wide area networking (including secure WiFi), firewalls,
broadband Internet access, data cabling, security software, workstations and laptops (including tablets and
slates), secure remote access and HIPAA Security compliance.
QSE Technologies has particular expertise and experience in health-care related companies, including new
and existing ambulatory surgery centers, physician medical practices, physician-owned medical office buildings, imaging centers, plus other types of business organizations, including legal, financial service, manufacturing, petrochemical, non-profit, distribution and startups.
QSE works closely at the earliest conceptual stages with ASC management and development companies,
architects, physician owner groups and hospitals to design and implement technology infrastructure systems
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that support both today’s and tomorrow’s healthcare
information technology needs. Learn more:
www.qsetech.com.
6. zChart. It’s incredible that surgical records are
still kept the same way they were almost 150 years ago
when you consider paper charts are messy, wasteful,
expensive and leave room for error or misinterpretation. Further, creating and filing paper charts is timeconsuming and paper storage is inefficient. This robs
resources from patient care. zChart EMR was developed by dozens of healthcare professionals — administrators, office staff, nurses and physicians — at
multi-specialty outpatient surgery centers.
Compatible with your office software, zChart is the
wireless, paperless EMR that brings advanced surgical charging technology to ASCs, letting you execute
charting duties with maximum efficiency.
Importantly, zChart EMR yields a high return on
investment: For example, a three- or four-OR surgery center performing 2,500 cases per year may
expect a five-year ROI of $150,000 or more after all
zChart-related expenses have been paid.
Years of development and everyday use in the realworld surgery center environment have created a
first-rate, intelligent, 21st century surgical chart that
will surprise and delight users. Learn more:
www.zChart.com.
7. ScheduleSurgery. ScheduleSurgery.com’s
SCOR is a multi-purpose communication tool that
works with existing scheduling systems to leverage
the power of the Internet to improve any ASC’s
scheduling efficiency, customer service and ability to
market its services. SCOR does this by improving
upon the phone and fax as the primary scheduling
and communications medium to help ASCs
improve their utilization and bottom line.
As a HIPAA compliant web-based add-on solution,
SCOR works with many existing facility scheduling

systems. Not only does it provide productivity and
efficiency benefits to scheduling and registration
processes, it also serves as a comprehensive communication and time management tool for ASC and
physician office personnel. Physician schedulers can
quickly and easily determine facility openings which
match their scheduling needs, and place “hold
requests” to reserve desired appointment times,
while providing complete case registration information. The ASC retains complete control of the
schedule as all scheduling requests are still
processed and confirmed by the facility scheduler.
Learn more: www.schedulesurgery.com.
8. Mednet. Mednet is a software technology
company, led by a group of professionals from the
ASC market that understand the core of your
business practice and its unique requirements.
Mednet has created a stand alone inventory management application called MIRA (Medical
Inventory Reporting Application), which works
with your existing management application, or
with our soon to be released ASC management
application OASIS (Online Ambulatory Surgical
Information Systems).
Efforts of Mednet’s qualified team, attention to
detail, and years of experience as end users has
helped it develop fully web-based applications
which are not only well architected and designed,
but proven reliable and scalable for enterprise
wide deployment. Its development team has used
the latest technology to create detailed applications that are intuitive and simple to use. Mednet
applications will help improve efficiency, productivity, and profitability at an affordable cost and
can be implemented in a very short period of
time. Learn more: www.mednetus.com.
9. CTQ Solutions. CTQ Solutions provides
cost effective and quality products that help outpatient facilities monitor, benchmark and

improve patient satisfaction, by leveraging innovative online technology. The company is a leading provider of healthcare satisfaction and benchmarking services. CTQ’s EdgeSurvey provides
ASC patient satisfaction targeting quality and
process improvement initiatives, improving
patient loyalty and meeting all industry accreditation requirements.
EdgeSurvey can significantly improve patient
response through innovative online technology
while substantially reducing survey cost and time.
Quality assurance and problem resolution
modules come standard with EdgeSurvey.
Complementary CTQ portfolio products include
physician, referring physician and employee surveying. CTQ is an approved HCAHPS vendor
and presently conducts national clinical benchmarking for the Physician Hospitals of America.
Learn more: www.ctqsolutions.com.
10. MedTek.net. MedTek is a leading
provider of web-based medical transcription solutions for healthcare providers and organizations.
The company’s clients include hospitals, ASCs,
clinics and physician practices.
MedTek’s dynamic, user-friendly and HIPAAready solutions enhance timely medical reporting, increase internal workflow and efficiencies
and significantly reduce medical costs. Key features: guaranteed accuracy, significant cost savings, standard 12-hour turnaround time, STAT
requirements accommodated, HIPAA-compliance for security and confidentiality, and customized solutions.
MedTek’s philosophy is not to be the largest transcription company in the country but to offer the
best service and best product at the best price.
Learn more: www.medtek.net.
11. Experior Healthcare Systems.
Experior is a leading integrator of healthcare
enterprise systems. The company offers three
products: ExpertPM for practice management;
SurgeOn for surgery centers; and WebChart
HER, an electronic health record solution.
ExpertPM practice management software equips
your company with solutions to the most challenging opportunities in healthcare. SurgeOn is a
comprehensive software package designed specially for ASCs. The WebChart portfolio of minimally invasive EMR, RIS/PACS and document
management products is designed for physician
practices and surgery centers.
Learn more: www.experior.com.
12. Count Me In. Count Me In provides large
enterprise time tracking tools and innovative biometric technology solutions scaled for small business needs and budgets.
Time-clock software and labor-tracking systems
are the solution to the attendance-monitoring
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problems in every company. Count Me In’s products are the cleanest and
most efficient way to track employees’ timecards. The company’s award-winning Biometric Fingerprint Time Clock systems bring automated attendance
monitoring to small business. Simple, yet powerful, these time and attendance systems come in a variety of convenient packages making them easier
to fit your needs.
Count Me In products use the exclusive Lightning ID fingerprint engine,
which identifies an individual. Most other biometric products on the market
use biometric verification. Finally, The Door Monitor is Count Me In’s
access-control system. It is used to monitor and control those people who are
allowed to enter into a building or room. It combines Fingerprint
Recognition Technology (Biometrics) with easy-to-use and easy-to-customize
software to offer you a flexible door-access solution.
Learn more: www.countmeinllc.com.

5 Things You Should
Know About EMR in ASCs
By John Goehle

eeling confused by the electronic medical records options for ASCs?
Overwhelmed by the wealth of sometimes-contradictory information and
opinions? Based on 20-plus years’ experience in healthcare and information
technology, I’m going to share what I’ve learned — and, more to the point, what
you need to know — about EMR implementation in ASCs.

F

1. Hardware might be your biggest challenge. Tablet PCs, integral to
the use of EMR, remain too expensive — still more than $1,000 in most cases —
for most ASCs to afford as ASCs are, at their heart, small businesses. Regular PCs
are a dime a dozen; you can buy them fairly inexpensively and even keep two or
three extra lying around in case one breaks — you needn’t be offline very long
(unless your file server is the problem, but that’s another story entirely). Tablet PCs
are still too expensive, and the technology is still too unreliable for that, not to mention they got dropped a whole lot more than desktop PCs. On top of that, you have
the challenge of maintaining passwords and making the transition employeefriendly. To meet all these challenges, you need an expert.
2. But that doesn’t mean you should be the expert. At one
Northeastern U.S. ASC that implemented EMR, the person who became the
expert was the administrator; as a result, all her other job duties fell apart. She was
spending 16 hours a day just keeping the new system up and running. If you are
going to do it right, you are, at the beginning, probably going to have to add one
FTE, either to be your facility’s super-user, or to replace the super-user. Ideally, this
dedicated person is a nurse, and that nurse is probably going to end up training
other staff on the system full-time in the early stages.
3. Hire a consultant to help you with the process. Hire a company
that’s going to help you through this process. Yes, your software vendor is going to
be there to get you set up and to hold training in-services. But I’m talking about
someone to manage that pesky hardware and infrastructure — someone who will
set up your Internet and wireless access, file server, e-mail, faxing, security, HIPAA
compliance, and hardware and software updates. For this job, I prefer to look local,
because you’ll need someone who can be there if your system goes down.
And here’s 3a: Your system will go down eventually. And you need to be prepared
with a backup plan: Know how you will switch to paper, who will do the data entry
and how you will transition back when you system is up and running again.
Support services can run about $150 per short visit, but if you want these system
outages to be as brief as possible, build the cost into the EMR budget.
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The good news is that, in every facility, somebody
good at geeky stuff like this usually pops up at some
point. And over time, this person may be able to step
in to troubleshoot when you have a problem. If you’re
really lucky, it’ll be the same person as your super-user.
More likely, this will be someone separate who can
handle networking and hardware issues on the spot,
while your nurse super-user will handle any issues
among staff with using the software correctly.
4. EMR won’t replace staff — but it will
make your life easier. I’m not sure you’re going
to achieve efficiencies with regard to smaller staff, but
that’s not my purpose when I implement EMR in
a facility. (If you’re going to trim staff, it will probably happen on the medical records side, not the
clinical side.) The aim is to have a more accurate,
complete medical record and to free clinical staff to
do their jobs, rather than be tied up with data entry
and paperwork.
Some of the improvements you’ll see:
• If you forget to fill out a box on the paper record,
nothing happens. With EMR, the software will notify you and, in the case of critical information, prevent
you from doing anything else until that information
is entered or box checked.
• You’re going to find yourself significantly reducing
the amount of writing you have to do and number of
lookups you have to complete. The computer will do
these for you.

• Spelling will be correct, and legibility — a huge issue
in medical records — becomes a non-issue.
• You never lose the medical record, have to send it
off-site or deal with the process (and expense) of having it sent back when a patient returns for a
colonoscopy five years later.
• You will have some great capabilities and tools for
change on your hands. With all the data elements
EMR captures, you can do incredible research studies. Previously, trying to figure out which QI study to
do next took three months of reading logs and records
to see where there may be an opportunity. Then you
had to get everyone to change practice in order to
keep logs and records that track what they do on a
daily basis; and after that, you had to tabulate the
data. With EMR, all that data is there already, and
captured as a matter of course. And a key benefit:
You don’t get a bump from people who know that
a QI study is going on. Under the manual method,
if you tell everyone you’re tracking discharge times,
for example, you might not get a real snapshot of
what discharge times were when people didn’t think
they were being watched.
• Perhaps best of all, EMR ends the ongoing fight
between nurses, surgeons and anesthesia over who
gets the medical record first. And no one can take a
piece of the record out and put it back in the wrong
place. Four people can each be on a computer,
working on the same medical record — and getting

it done more quickly. Speaking of speed, correcting
and completing records at the end of the day is a
snap: The reviewing nurse simply pulls up all the
errors (for example, are you missing implants
used during the procedure?), and makes corrections before forwarding the op reports on to
billing. The turnaround to billing is fast, efficient
and accurate, helping ensure you get paid in full
in a timely manner.
5. You’ll still need a crack coder who
works well off the reports. That being said,
if you have a well-utilized EMR system, it’s a real
boon to a great coder. Imagine the coder has some
questions or doesn’t understand something or
something’s missing from the op report — she can
use the medical record to supplement what she
knows about the procedure. She’s still coding from
the op report, but now she’s got a better understanding of, for example, a new procedure.
Plus, coding and billing staff are quite adept with
technology, because they’ve been using systems for
years — they’re where nurses will be in another five
years with EMR. And that’s when we’ll wonder
how we ever lived without it.
Mr. Goehle (john@goehle.net) is a senior vice
president at Facility Development and Management,
which provides consultative, developmental and
managerial services for outpatient ambulatory surgical
centers throughout the United States.
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Kathy Bryant’s Year in Review
By Kathy Bryant, JD

wo big changes confronted ASCs on Jan.
1, 2008. Medicare began paying ASCs
based on a new payment system that varied greatly from its predecessor, and the new ASC
Association, formed through the merger of the
two previous national ASC associations, began
advocating for ASCs in Washington, D.C., and
in forums across the country. As 2008 draws to a
close, a review of the year is warranted.

T

Medicare payment system
The question many people are asking is how
ASCs actually fared under the new Medicare payment system. What did this massive change really mean to ASCs? The obvious answer is that it
depends on the case mix of your ASC. Although
the new rates resulted in decreases in payment for
nine of the 10 highest-volume ASC procedures,
the impact on specific ASCs depended upon their
case mixes. The impact was somewhat muted by
the use of a four-year phase-in period,
but, nonetheless, gastroenterology payments
decreased by 5 percent in 2008. ASCs with high
percentages of procedures with increasing payments could offset the decreases in gastroenterology and pain management. But it is hard to see

To determine whether ASCs are providing
Medicare beneficiaries with more services in areas
where the payments are increasing and whether
ASCs are moving away from areas where large cuts
were made, we will need to wait until Medicare volume data reports for 2008 are available.

59 percent in 2009, many
fear that their ASCs will not
be viable in the long run.
The real loser when this happens is not ASCs, but the
patients who lose access to
ASCs and who have to pay
more for their care. In the
long run, we will all pay
more if competition disintegrates or disappears entirely.

One bit of evidence suggesting that this new payment system is pushing things in the wrong direction is the increase in ASCs that are becoming
hospital outpatient departments (HOPD). Since
the details of the new system were announced,
calls to the ASC Association inquiring about
becoming an HOPD have increased. With each
visit I make to a state, I hear about an ASC that
has been sold to a hospital. Of course, Medicare
is not the only factor, but there is increasing interest in these transactions since the new payment
system was announced. Seeing payments drop
from more than 86 percent of HOPD payments
in 2003 to 63 percent in 2008, and to a proposed

The congressionally imposed six-year freeze on
ASC payment rates has kept ASC payment rates
artificially low. Had ASC payments been tied to
hospitals in 2003, the year before the freeze
began, ASCs would have received more than 80
percent of hospital payments. In 2008, because of
five years of frozen ASC rates, while HOPD rates
increased annually, the budget neutral rate was
only 65 percent. In the absence of this freeze,
Medicare still would have saved money on ASC
services, and there would have been only
moderate cuts in gastroenterology and pain
management rather than the huge reductions
occurring now.

how a system that resulted in decreases in payment rates for nine of the 10 highest-volume procedures would have an overall positive impact on
the industry.

Kathy Bryant, JD
President,
ASC Association
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Medicare recently proposed ASC payment rates
and policies for 2009. The current proposal
results in payments that are lower than was
expected, primarily because of something called
secondary rescaling. This occurs when CMS uses
relative weights that are 2.47 percent less than
those used for determining HOPD payments to
calculate ASC payments. Combined with the fact
that HOPDs are getting a 3 percent inflation
update and ASCs are receiving none, this results
in ASC payments dropping from 63 percent of
HOPD rates to 59 percent.
The ASC Association has been aggressively fighting these cuts. We have had meetings with CMS,
the Office of Management and Budget and the
White House. We have shared concerns regarding
these changes and ways ASCs can help Medicare
achieve its goals by providing cost-effective and
high quality care. We shared our willingness to
document this through quality reporting. Our
allies in Congress have also been sharing their
concerns with the direction that CMS is moving.
As we go to press, we don’t know whether we will
succeed or fail in this endeavor.
Conditions for Coverage
Medicare’s proposed changes to the Conditions
for Coverage for ASCs may be finalized by the
end of this year. The CMS staff is attempting to
finalize these changes as part of the final payment
rule for 2009. A major concern with this proposed rule is its proposal to change the definition
of “ASC” in a way that would prohibit ASCs
from providing care that requires an overnight
stay. Under current definitions, ASCs can provide
overnight care, if allowed by state law, to patients
other than Medicare patients. CMS has proffered
no explanation for this sudden proposed abandonment of this decades-old definition. The ASC
Association has aggressively fought this proposed
change during meetings with political and career
staff at CMS, staff at the Office of Management
and Budget and White House staff. In addition,
we have worked with members of Congress who
have sent letters to CMS on our behalf. State
ASC associations have also joined us in fighting
the change in Medicare’s definition of an ASC.
Other changes in the Conditions for Coverage
would add three new conditions affecting
patients’ rights, infection control and patient
admission assessment and discharge, and would
more than double the number of standards for
Medicare-certified ASCs. Although the proposal
introduces a huge increase in requirements, many
of the changes reflect what good quality ASCs are
already doing. Unfortunately, the specificity of
the proposed requirements is likely to require
most ASCs to make at least some changes in policies or documentation, some of which will serve
no purpose other than to add to the bureaucracy
involved. As a result, ASCs should be vigilant for
the announcement of the final regulations and
review them quickly with an eye toward the
changes they need to make to comply. A copy of

the proposed changes is available at www.ascassociation.org/redlinecfc.pdf. Because the exact
nature of any changes that may be required are
still unknown, ASCs should wait until the final
regulation is released before making changes.
The ASC Association is arguing that ASCs
should have 120 days to implement the new
changes in standards. It is unknown whether or
not CMS will allow this.
Quality reporting
Although ASCs and others had expected CMS to
begin an ASC quality reporting system in 2009,
CMS did not propose such a system in the proposed rule for 2009 payments. Instead, CMS
said, “While we believe that promoting high
quality care in the ASC setting through quality
reporting is highly desirable and fully in line with
our efforts under other payment systems, we
believed that the transition to the revised payment system in (calendar year) 2008 posed such
a significant challenge to ASCs that it would be
most appropriate to allow some experience with
the revised payment system before introducing
other new requirements.”
The Ambulatory Surgery Foundation and the
ASC Association have worked to assure that
ASCs were prepared to begin quality reporting in
2009. Through a leadership role in the ASC
Quality Collaboration, the Foundation assisted in
developing appropriate ASC quality measures
and a system for reporting such data to CMS.
The ASC Association examined the use of measures identified by the ASC Quality Collaboration
in ASCs through its Outcomes Monitoring
Project and, ultimately, tested how well ASCs
were doing with the measures. This exercise
demonstrated that ASCs are already collecting
quality data. Both the ASC Association and the
ASC Quality Collaboration have met with government officials to promote the adoption of
quality measures and a reporting system that will
provide meaningful information to patients without overburdening ASCs.
ASC Association advocacy
With increasing advocacy in the nation’s capital,
the ASC industry was able to put its ideas about
what a new Medicare payment system ought to
incorporate into a concrete proposal embodied in
legislation. Introduced by Representatives
Kendrick Meek (D-Fla.) and Wally Herger (RCalif.), and Senator Mike Crapo (R-Idaho), this
legislation defined a payment system that would
provide reasonable payments to ASCs while saving the Medicare program and its beneficiaries
money. The legislation also would expand
Medicare beneficiaries’ access to ASCs. By the
end of the 110th Congress, this legislation had a
total of 70 members of Congress demonstrating
support of the provisions. ASCs have never had a
standalone piece of legislation like this before,
much less this kind of support in Congress.
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Although this legislation was like thousands of
other bills that weren’t enacted in this Congress,
this legislation advanced our cause. As CMS put
together a proposal for Medicare’s new ASC payment system, it reviewed this legislation as one
way of determining ASC payments. It took some
concepts from this legislation and adopted the
idea that the ASC system should be based upon
the HOPD system. Unfortunately, CMS did not
adopt the entire package, so most of the problems
with the ASC payment system used by CMS
today are occurring because CMS failed to follow
the legislation’s blueprint more closely and,
instead, introduced convoluted payment mechanisms such as using different relative weights and
inflation updates for ASCs and HOPDs.
The legislation has also supported ASCs by focusing Congressional attention on ASCs in a way it
has not before and creating a cadre of members of
Congress who are now recognized leaders on ASC
issues. In 2003, when Congress enacted the sixyear freeze on ASC rates, there were no specific
members of Congress on the lookout for what
was happening to ASCs. Thus, the six-year freeze
was slipped into a piece of legislation and enacted without objection from Congressional insiders. Although ASCs have no ironclad assurances
that future legislation will not negatively impact
ASCs, what is clear is that ASCs now have highly
regarded, outspoken advocates on Capitol Hill
who will stand up and fight for the industry. This
is a huge step forward for ASCs.
These leaders are also sharing their thoughts with
CMS. This past year, several members of
Congress have weighed in with the current White
House administration on proposed changes to
the payment system and Medicare’s Conditions
for Coverage. These leaders are critical to advancing our cause in the next Congress and the next
administration. The bottom line is that the ASC
industry has a good foundation upon which to
build a solid future.
Ms. Bryant is the president of the ASC Association
and leads the activities of the nation’s largest ASC
membership association. Ms. Bryant also serves as
president of the Ambulatory Surgery Foundation.
Learn more about the ASC Association at
www.ascassociation.org.
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4 Steps to Bring an ASC to
100 Percent Capacity
By Tyler Merrill

hile there are many potential pitfalls
inherent in ASC operations, at the end
of the day, what really matters is
whether your center has a large enough case volume. Without the cases, all other topics become
moot. This article will examine four ways to ramp
up case volume, your ASC’s driving force.

W

1. Determine your break-even number
The break-even refers to the number of cases (and
their concomitant revenues) needed to cover your
center’s fixed costs and debt service. Every
additional case beyond this number is increasingly
more profitable.
It is important to spell out this concept to your
current partners because this is the first place to
sow your seeds of change. I have often heard the
case volumes of the existing partners referred to as
“the low-hanging fruit,” and it’s apt: Logically, if a
physician is an owner in an ASC, why wouldn’t
he/she bring every eligible case to the center?
Without delving into the various political or logistical reasons certain partners’ case volumes may be
less than initially projected, I will instead lay out a
strategy to improve this situation.
2. Capturing partners’ cases
If the physician partners are agreeable, start by meeting with each of their surgical schedulers to examine
the partners’ surgical calendars for the past few
months to determine which cases were brought to
your center and which ones were done elsewhere.
Initially, this may seem like a touchy subject, but
once you explain that this exercise is designed to better accommodate them and not to point a finger,
even the most obstinate of office staff seem to soften.
For example, one center recognized that a particular physician needed more block time at the ASC
to accommodate the overflow of his patients being
booked at the hospital. In another case, an office
didn’t realize that the center had recently contracted with a particular payor; until the situation was
brought to light, all patients with that insurer were
being booked elsewhere. Yet another example: A
general surgeon didn’t realize that a change in the
Medicare fee schedule amended the size of lesions
that could be excised in ASCs — a look at the
surgical schedule showed cases the ASC could
be capturing.
Once the scheduling data from all the offices has
been examined, you can choose the forum in which
to communicate it to the physicians. Personal experience has shown the positive value of peer review at
a monthly board meeting. Some older surgeons have
been working with their schedulers for 20-plus years

and simply go where they are told. Shining a light on
this, with the added information of what just a few
extra cases a month means to the center, can yield
significant rewards.
I have worked at centers where this process is repeated quarterly. To facilitate this exercise in the future,
creating a “patient exception form” is an easy way to
keep track of which ambulatory patients don’t come
to your facility. Simply have the physician’s office surgical scheduler check off the physician, the procedure, the date and a reason your ASC was not the site
of service. At the end of four months, you should
have a (hopefully small) stack of forms for patients
who could not be accommodated at your ASC. This
will let you identify the reasons you are missing out
on these cases and subsequently address the needs of
a particular office, its patients and the surgeon.
Surprise and disbelief are not uncommon when the
data are presented; this is a very real and powerful
tool to retain case volume.
Remember: Capturing cases begins with the surgical
scheduler in your physicians’ offices. There is no
question that certain specialties transition more
smoothly into the ambulatory setting. But the
power rests with the schedulers, and you must
communicate with them to ensure they think of
your ASC first. I know of ASCs that hold monthly breakfast meetings for all surgical schedulers. It’s
an excellent way to update everyone on changes in
contracting or policy; to provide an open forum to
discuss the schedulers’ questions and concerns;
and, as a result, to form personal bonds beneficial
to any working relationship.
3. Reach beyond the inner circle
Now that the surgical volume of your partners has
been maximized, the next step is to examine unaffiliated community physicians. Beyond this point,
recruitment efforts become a collaborative effort. If
you can create synergies within your center, this is an
easy way to increase volume.
It is true that the first and last sign-offs are in the
hands of the physician owners, but there are many
sources to be consulted when identifying the best
candidates. For example, physicians will know
which individuals are a part of the big practices in
your community, but when it comes to efficiency
and OR behavior, they may not have a lot of
insight. Rivalries and competition also exist among
some specialties, so getting an unbiased assessment
can be challenging.
I’ve found that the objective eye belongs to the anesthesiologists — they are the ones who can give you
the straight facts. Who can do four cataracts in an

hour? Who adjusts the drapes and tells jokes for 20
minutes before opening three shavers and proceeding to perform an arthroscopy that could have been
timed with a sundial? Some surgeons are just better
suited for life in a hospital.
Another good source is your nurses; they are another set of eyes and often have good, objective opinions
about who would work well in your ASC.
Finally, equipment reps are a valuable source of information. Not only do they have the pulse of the community, but they are also the ones whose days are
stretched into evenings when the hospital is taking 80
minutes to turn over a room. They feel the frustrations of inefficiency in the OR — and they can tell
you who is fast and efficient and who uses a plethora
of implants. The reps who have worked in your ASC
for any period of time will know the surgeons and
often have insights as to where their allegiances lie.
4. Be tenacious about following up
Once you have put together a wish list, it’s time to
get these physicians into your center. Phone calls,
faxes, letters, dinners and open houses should be last
resorts. Instead, have your physician partners contact
your candidates directly to help you get a foot in the
door: Peer-to-peer interaction carries the most
weight, and a personal invitation from a partner is
often all it takes. At the very least, it cuts through a
lot of the red tape when you visit their offices to
follow up. Getting in touch with these busy practitioners is often the hardest part. Once they tour the
center, get temporary privileges, and book their first
cases, the biggest challenges have been overcome. Of
course, following up after their first days is a good
idea, and the aforementioned relationship with their
surgical scheduler is important. But once the surgeon
can see the significant benefits to an ASC, you
should be well on your way.
Mr. Merrill (tmerrill@ascoa.com) is a vice president of
business development for Ambulatory Surgical Centers
of America.
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11 Leaks to Plug in Your Billing Department
to Ensure Total Reimbursement
By Hunter Howard

ost offices leave from 5 to 42 percent of their potential reimbursement on
the table because they either lack proper processes, are understaffed, their
staff is not adequately trained or appropriately incented, or the office has
not invested in appropriate technologies. This is money that you have already worked
for and should have earned but that insurance companies are keeping from you.

M

We have identified 11 primary “leaks” that cause you to leave money on the table if
you do not plug these holes or optimize each area. Here are these leaks and the common mistakes made that keep you from getting every cent you have earned.
1. Mistakes in patient registration. Revenues are lost from not collecting
or verifying insurance eligibility prior to seeing patients as well as forgetting to
collect co-pays. This is also where and when a practice should address outstanding
patient balances.
2. Missed reimbursable services. Around 3 to 5 percent of the services supplied or provided are typically missed and not billed out even though these procedures
and supplies are reimbursable by the insurance carriers.
3. Inappropriate chargemasters and fee schedules. Depending upon
the surgical specialty, your chargemaster (CDM) should be set to appropriate rates to
make sure you are in line with your cost and regional pricing guidelines and that you
are billing for maximum reimbursement for both in- and out-of-network facilities.
4. Down coding. Not billing and documenting appropriately is very common. If
you are regularly down coding, you will receive less money that you deserve for the
work performed. A coding audit can help you to understand if you are being too conservative or not documenting correctly.
5. Passive claim follow-up. We believe in proactive claim follow-up every 14
to 21 days until the claim is resolved. This allows you to reduce your cash conversion
cycle. It also catches the 2 to 3 percent of claims that insurance payors typically “lose”
since you are proactively following-up versus waiting for returned explanation of benefits (EOB) that will never come back.
6. Poor secondary filing processes. This can be a time consuming process
that many offices or billing companies decline to do as the return on investment
(ROI) on the cost to staff needed to perform this function does not always pay off versus the money you bring in. However, you could be leaving 2 to 4 percent of your
reimbursement on the table, so this may be an area where added staff or adding the
responsibility to a current staff member is worthwhile.
7. Line-item EOB posting. Each line of the EOB must be separately reviewed,
posted and followed up by a member of your staff (if necessary) as opposed to facilities often simply identifying that an EOB had a single payment attached to it and
accepting the entire EOB and all procedures as paid.
8. Poor or non-existent reporting. The billing manager should review key performance metrics on a daily basis and prepare a comprehensive monthly review or set of
reports for each surgeon, cost center and any ancillary services. These monthly reporting packages need to be reviewed by all key stakeholders in the surgery center to understand how their activities are affecting the revenue and profitability of the center. If you
cannot measure it, you cannot manage it. Understanding these details and how they
affect your business are the building blocks for effective practice financial management.
9. Not tracking denial and rejection trends. Each area of the office needs
to understand how their mistakes can affect reimbursement so that the same mistakes
are not made twice. Optimally, you would create approximately 12 denial codes that
identify why a payment was not made and track these codes on a weekly basis to help
identify problem areas to focus on until they are all reduced to an acceptable level.

10. Outdated technology. Are your computers updated? Do
you use a Web-based practice management system? Have you invested in a
coding/claim scrubber? Do you submit claims electronically? Do you have a
document imaging system? Do you use electronic remittance for posting?
Have you reviewed electronic medical record options? The use of outdated
technology may prevent your ASC from running its operations to maximum
efficiency. The long-term benefits and savings of investing in new technology
can often easily surpass the amount invested in the technology.
11. Making a decision on a billing company based upon
price. You should understand the benchmarks and ranges for what billing
companies charge in your area, particularly for your area of specialty, and
understand that not all operations are equal. Oftentimes, a low price option
is able to undercut the competition because the services offered may neglect
some of the labor intensive actions that are required to chase down every
penny you have earned. Check to see if there are hidden costs for items like
billing secondary payors and patient statements that you need to factor in. Do
a point-by-point operational comparison between your options to gain a
complete understanding between the differences in service delivery.
Optimally, you will find or build a service that provides the level of service
detailed above. Saving a little money on the rate charged by the billing company is not a win if they do not collect everything they should.
To achieve all of the money you have already worked for requires fully
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optimizing each of these billing functions above or “plugging” all of these holes.
Each area might only be responsible for between .5 percent up to 10 percent of
your potential revenue. However, if you leave many areas poorly functioning, you
can quickly find your center leaving up to 42 percent of your revenue on the table.
We recommend a thorough review of each area to assess your exposure and then
an ROI analysis to determine how much money you are leaving on the table versus the money it would cost to fully optimize each function.
Benchmark to track your success
You should also be benchmarking your results and tracking these trends. Some
common goals:
• 97 percent collection rate
• Days in A/R less than 40 days
• Receiving 100 percent of your contracted allowables
• Less than 8 percent of A/R aged over 120 days
• 100 percent collection rate at the front desk
• In the top 90 percent in your region for customary reimbursement from your
carriers (since many ASCs are out of network).
We consider the first 85 percent of your payment the low hanging fruit and it
should come in within 21 days if you have a strong billing team. It is the next 12
to 15 percent that is harder to obtain and more expensive for an office or a billing
company to properly staff the functions that are required to retrieve your money.
This is why it is important to ensure that you can profitably manage each of these
billing functions so as to not leave any money on the table. You have earned this
money so make sure that you have a team or a partner that is willing to go out and
fight for every cent that you have earned.
Hunter Howard (hunter@medigain.com) is president of MediGain (www.medigain.com), a company dedicated to helping healthcare providers to preserve profitability with improved and low cost back-office processes.
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Use These
10 Benchmarks
and 10 Best Practices
to Improve Your
Billing and Collections
Efficiency
By Rob Kurtz

fficient billing and collections is critical to the success and profitability of your center, and any efforts you make to improve efficiency can help you better capture money you earn and avoid your
leaving money on the table. To help with your efforts, we give you 10
benchmarks to target for your operations and then offer 10 best practices
to make meeting these benchmarks a reality.

E

Benchmarks
Use the following 10 benchmarks as good targets to consider for your ASC.
1. Days in A/R — Fewer than 45 for ASCs with a combination of paper
and electronic billing; 20 to 35 days for centers conducting mostly electronic billing, which includes submitting electronic patient statements,
suggests Vickie Sanders, vice president of business office services for
Nueterra Healthcare.
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2. Insurance verification — Within three to five
days before date of service, suggests Alexandra
Reyes, RN, administrator for Treasure Coast
Center for Surgery in Stuart, Fla.
“You don’t always get an authorization at the
moment when you make that call,” she says. “But
as soon as insurance verification is completed,
you need to turn around and call patients to notify them of their responsibilities, at least three to
five days prior to their date of service. It’s only fair
to make them aware of what their deductible or
co-pay will be to avoid any problems on the day
of surgery.”
3. Transcription — Within 24 hours or less after
the the procedure is performed, if not before,
suggests Ms. Sanders.
4. Coding — Completed within 48 hours or less.
“The claim should also go out the door the same
day the case is coded and charged,” says
Ms. Sanders.
5. Claims billed out — Within 24 to 72 hours
from date of service, suggests Ms. Sanders, with
the higher-end target to account for possible
delays caused by issues such as time needed to
resolve any discrepancies concerning procedure
information or slow dictation from surgeons, but
72 hours should be the exception and not the
rule. You may want to consider a more aggressive
benchmark — with the understanding that occasional issues will hold up the process — and
target to have claims sent out within 24 hours, as
is the benchmark for Treasure Coast Center for
Surgery.
6. Claims follow-up — Within 28 days for those
that remain unpaid, says Ms. Reyes. “All claims
need to be touched, again, at least every 28 days
until the claim is resolved,” she says.
For centers filing mostly electronic claims, you
may want to keep that benchmark lower.
“We’re always looking to see if (our centers) are
following up on their accounts in a timely manner,” says Ms. Sanders. “If they know they’re getting paid every ten days from a payor, then they
should have a 15-day review if they haven’t
received payment.”
7. Denial rate — 1 to 2 percent, suggest Ms.
Sanders. “Tracking the reason you are not getting
paid the first time a claim is billed is very important,” she says. “You need to identify the reason
for denial and fix whatever the problem might be
so that future claims will be paid the first time
you bill, which will reduce the expense associated
with claim filing and give you access to your cash
that can be used for other expenses.”
8. Accounts per collector — Ms. Sanders suggests that a new center staff one collector per 350

to 400 cases performed per month. When reviewing your outstanding A/R, you should have one
collector assigned per every 800 accounts, with
the business office manager monitoring the collection activity closely to ensure accounts are
being worked at a minimum of every 15 to 30
days, she suggests.
“We look at the number of accounts our centers
have outstanding in their receivables,” she says. If
the center has been open for awhile and there are
2,400 outstanding accounts, and a collector can
only follow up on about 800 accounts per month
or 40 accounts per day you would need three collectors to work through the entire receivable in
one month.
9. Cash collections as a percent of net revenue
— At a minimum, the collection goal should be
100 percent of your monthly average net revenue
for the preceding three months, suggests Ms.
Sanders.
“We track and trend this goal monthly, and if we
are short in our overall collections for the month,
the collection shortfall is added into the next
month’s collection goal,” she says. “By adding
back in the cash shortfall from the prior month to
our current month’s collection goal, we anticipate
at the end of the year we will have reached 100
percent cash to net revenue for that year.”
10. Aged A/R greater than 60 days and aged
A/R greater than 120 days — Less than 25 percent of your A/R in the 60-day bucket and less
than 10 percent in the 120-day bucket, suggest
Ms. Sanders.
“We monitor our A/R closely, watching what percentage of A/R rolls into all buckets but specifically these buckets,” she says. “If the A/R starts to
climb in these two buckets, a manager will review
in detail what might be causing the increase in
AR. The manager may add additional resources if
necessary or identify that there are one or two
accounts that are causing the problem and
escalate the work effort to get these accounts
paid. Monitoring your A/R buckets is critical in
keeping your AR clean and not letting it get out
of control.”
Best practices
Here are 10 best practices you can use to help
meet your benchmarks and improve your overall
efficiency.
1. Post your targets.
A terrific motivator for staff members is to put
their goals on display and reward them when
meet or beating the targets.
“Our business office manager posts goals and targets for the employees in his office,” says Ms.
Reyes. “He does a monthly cash collections goal;
front-end collections goal (percentage) and busi-

ness office goals. It gives the employees the motivation to strive and to do better. If the staff meets
the goal, I reward the center and we’ll go out to
lunch. The entire center feels like they accomplished something.”
2. Post your figures.
A different approach you can take is to display the
actual figures associated with your day’s work.
“We track our reimbursement on a dry-erase
board in the business office area so each day we
see how many cases we’ve performed, how much
in collections was received and how many days
out we are,” which is recalculated every day, says
Di Sweet, administrator for the Brookside
Surgery Center in Battle Creek, Mich. “My surgeon owners like to go by and say ‘wow, we’ve collected that much so far’ or ‘we’re that many days
out, what’s going on?’ It’s a right in-your-face
indication of your business.”
3. Conduct a “core audit.”
If a high percentage of your A/R is falling in the
90-day and over range, consider performing what
Ms. Sanders calls a “core audit,“ which is a comprehensive review of what your revenue cycle,
starting from beginning of the billing and collections process (scheduling) to the end (completing
the medical record).
“We look at everything,” she says. “We make sure
they are verifying insurance benefits timely and
that they are tracking what has and has not been
verified. We want our business office managers to
know whether or not their business office staff
actually called to get verification of benefits so
that nothing falls through the cracks. We make
sure that they’ve done their own precertification
and not let the physician’s office do their precertification for them
“And even if the doctor’s office is getting the precertifications, the center is required to call the
insurance company to confirm that the precertification covers the facility as well as the physician
to avoid any potential pre-certification denials,”
she says. “Also, as part of our core audit, we complete a chart review, which is based on 10 percent
of the center’s monthly volume. We look to
ensure that the chart is in complete order from
gathering demographic information to ensuring
we have adequate follow up documented to
ensure timely payment.”
4. Instruct coders to code everything.
Under the new ASC payment system, ASCs must
now deal with quarterly changes for reimbursement of drugs and ancillary services with
Medicare. With such frequent updates, it can be
easy to miss new opportunities to capture reimbursement.
To help ensure reimbursement isn’t left on the
table, consider instructing your coders to code
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out everything in the operative note, as is the practice of the coders instructed by Serbin Surgery Center Billing, says Dawn Gray, CPC, CCP, its director of operations.
“Then the codes are put (through) CCI edits to ensure there are no bundling
issues,” says Ms. Gray. “They (go) through what is and is not billable.
This way they cannot miss any codes that may have been added to the
approved list.”
5. Pay close attention to secondary payors.
For those cases which you are filing claims with secondary payors, it is important that your business office staff pays close attention to secondary payors’
rules and understands what they will pay you for or you could miss out on
reimbursement opportunities.
This may become particularly important if the primary payor will not cover
implants but the secondary payor will, says Ms. Sweet. If this opportunity
presents itself, encourage your biller to take a little more time to work with
the secondary payor even before sending out the claim for the primary payor.
This will help ensure your biller understands what it is your organization
needs to do to receive complete payment from the secondary payor. You may
need to attach the primary payor’s explanation of benefits to the claim you
file with the secondary payor to prove what procedures and implants the primary payor covered and what it did not.
While such caution may mean that claims take a little longer to go out the
door, if the benefits mean that you capture a few thousand more dollars, the
delay will justify itself.
6. Identify barriers preventing efficient physician dictation.
A common issue that can hold up the billing process is slow physician dictation. If this is the case, you should work to identify the cause and see what
you can do to assist the physician in completing dictation in a more-timely
manner, says Ms. Sanders.
For example, if your center is running three ORs at the same time and have
cases stacked one after another and there are only one or two phones available in the sterile corridor for all of your surgeons to use, you may want to
look into adding a new phone line or two to ensure all physicians performing procedures will definitely have the use of a phone when they want it, says
Ms. Sanders.
“Or if the physician is immediately leaving the ASC (after surgery) to go to
the hospital, look at what you can do to help him make sure he gets his dictation done at the office that evening or from home,” she says. Make it easy
for the physician to dictate. Use a service that allows them to dictate from
anywhere whether it is from the ASC, their office or home.
“Just try to determine what the reason is why the physician wouldn’t be
dictating immediately after the case” and see if there’s a way to remedy the
situation, she says. Your physician will likely appreciate the effort to make
their dictations more convenient and your center will benefit from timelier
dictations.
7. Be careful not to blindly rely on the clearinghouse’s messages.
The relationship between your software (and its vendor), your clearinghouse
and the payors is a constant challenge, says Ms. Gray, with frequent
finger-pointing and passing blame. Your software vendor and clearinghouse
should have a good working relationship. The billing software should have
batch reports that easily match uploaded batches in the clearinghouse
reporting system.
“There are numerous reasons given for claims going into the black hole and
you have to stay on top of the process,” she says. “Don’t assume that just
because it is billed and shows ‘accepted’ by the payor with your clearinghouse
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that this means it is processing. Payors do not have standardized acceptance
reports; every report looks different and often times doesn’t explain rejections. Have you ever seen the ‘loops and segments’ setup portion of electronic billing? If one small thing changes in the way the ASC submits the
claim or the way the payor receives it, the claim seems to fall through the
cracks during claim submission.”
Make sure that any change is communicated to the clearinghouse so they
can properly set up and process the claims. By having this position — and
dedicating a full-time staff member who does nothing but work as the liaison between the ASC software, clearinghouse and payors — Ms. Gray says
the X12 conversion the software had to go through in order to prepare for
the mandatory use of the NPI numbers went much more smoothly.
“Our biggest challenge here was the payors not being ready, and by having
this position, we immediately knew if a payor wasn’t ready and handled the
claim accordingly,” she says.
8. Hold collectors accountable.
With your collectors juggling many accounts, it can be easy for mistakes to
occur. While the occasional error may not significantly harm your ASC, if
it happens repeatedly and is not detected for a significant amount of time,
the impact could be tremendous. Besides some of the methods intended to
catch problems already described, consider ways to hold your staff members
accountable and carefully monitor their work, suggests Ms. Reyes.
“The collections process should be very structured and you have to assign
accountability to the individual that’s doing it,” she says. “You’re doing
checks and balances; you’re making sure that person is actually doing what
they’re supposed to be doing. We monitor (our collector) on a daily basis.
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You look at the schedule and depending on what
cases you have, what your payors are, you’ll know
how you should be doing. For example, for
Medicare patients, there’s no co-pay. If you see
that you have a whole day of Medicare cases, you
know not to expect anything in your money
box.”
At the end of each day, either the business office
manager or a billing staff member comes to the
Treasure Coast Center for Surgery and takes the
money box to the business office and reviews
what was collected during the day, Ms. Reyes
says. Through this process, any mistakes are
caught and fixed sooner, and are less likely to be
repeated the following day.
9. Try to get paid for high-ticket disposables.
Missed opportunities to receive reimbursement
for your implants or disposables could mean losing hundreds to thousands of dollars, which is
why you want to have a strong process in place to
capture implant charges.
“If you don’t have a tight communication
between your materials manager, the business
office manager and the billing person, a lot of
times you can lose money,” says Ms. Reyes. “It’s
just the matter of putting a process together and
making sure everyone is well-versed in it. Here we

do high volume of ophthalmology and orthopedics, both which require high-ticket implants. As
soon as we see that we have used an implant, the
materials manager passes on a form — (describing) the implant that was used for the particular
patient, for the particular case — to the business
office manager and to the billing person so they
know to bill for that implant right away.”
Ms. Reyes suggests implementing such a process
even for those high-ticket disposables which you
do not expect reimbursement. Her staff is
instructed to try bill for any disposable costing
more than $100.
“There’s only a handful of payors that will cover
disposables and most of them won’t even look at
it if it’s under about $100,” she says. “So anything
that’s over $100, when in doubt, put it on. It can’t
hurt. The worst that happens is they’ll save they
won’t cover it, but at least you try.”
There are instances where payors will reimburse
for the disposable and then you have captured
potentially lost dollars with an easy process. Such
a process will help that you do not miss opportunities because of recent changes in a payor’s policy, and it is also helpful to capture reimbursement
when adding new procedures and specialties for
which you are just learning payors’ rules.

“We’re looking to add GYN, which often uses
expensive ($1,000-plus) disposables,” Ms. Reyes
says. “Having the process in place already will
help capture some of these dollars.”
10. Cut down time spent on appeals by documenting payor rules.
Payors may seem like they have their own “top
secret” CCI edits because they are not wiling to
share their rules or your questions about policies
go unanswered or are answered incompletely. If
you do not have a clear understanding of a payor’s
rules, this can lead to significant — and
potentially fruitless — time spent appealing
rejected claims. Since the payors won’t always
help you out, you need to help yourself.
“The best way we cut down on endless appeals
was we spent time documenting the bundling
code pairs and going through the appeal process
for additional reimbursement,” says Ms. Gray.
“In doing this, we were able to identify which
codes will always deny when billed together
regardless of modifier usage for a separately
billable procedure. On those codes, we created a
policy that when those code pairs were billed to
that payor and denied, no further appeals
would be done.”
Contact Rob Kurtz at rob@beckersasc.com.

Sign up for the Becker’s ASC Review E-Weekly at www.beckersasc.com
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Resources
National trade associations

Compounding pharmacies

The ASC Association. The ASC Association is a membership and advocacy organization that

JCB Laboratories. JCB Laboratories is a compounding pharmacy that serves the ASC mar-

provides member benefits and services; combats legislative, regulatory and other challenges at the federal and
state levels; assists state ASC associations; enhances ASC representation at the state and federal levels; and
established a political action committee. The other arm of the ASC Association, the Ambulatory Surgery
Foundation, is an educational and research organization. To learn more, contact Kathy Bryant, president, at
(703) 836-8808 or e-mail ASC@association.org.

Physician Hospitals of America. Physician Hospitals of America offers support, advocacy
and educational services to the physician-owned hospital industry. PHA envisions a healthcare system
focused primarily on patient care, in which physicians are involved in every aspect of delivery. For more
information, visit http://physicianhospitals.org or contact Molly Sandvig, JD, executive director at (605)
275-5349 or e-mail info@physicianhospitals.org.

Accreditation
The Accreditation Association for Ambulatory Health Care. The Accreditation

ketplace. Contact CEO Brian Williamson, PharmD, at (877) 405-8066 or visit www.jcblabs.com for
more information.

Construction and architectural firms
AMB Development Group. AMB Development Group specializes exclusively in the
development of ambulatory care facilities nationwide, including surgery centers, medical office
buildings, clinics, imaging centers and outpatient centers. E-mail Jack Amormino at
jamormino@ambdevelopment.com, call him at (800) 779-4420 or visit www.americanmedicalbuildings.com for more information.

BBL Medical Facilities. BBL Medical Facilities is a single-source business unit with
plan, design, build and development capabilities, and has been developing attractive, efficient
and cost-effective medical facilities for more than 30 years. Learn more at www.bblmedicalfacilities.com or call (888) 450-4225.

Association for Ambulatory Health Care, founded in 1979, has become a leader in ambulatory health care
accreditation with more than 3,800 organizations accredited nationwide. For more information, visit
www.aaahc.org or call (847) 853-6060.

Clayco. Clayco, a privately-owned real estate, architecture, engineering, design-build and

The Joint Commission: Ambulatory Care Accreditation Program. The Joint

Erdman (A Cogdell Spencer Company). For more than 50 years, the name
Erdman has been synonymous with the delivery of innovative healthcare facility solutions. For more
information, visit www.erdman.com or call (608) 410-8000.

Commission has been accrediting ambulatory surgery facilities since 1975, and has more than 1,600
ambulatory organizations accredited nationwide. For more information, visit www.jointcommission.org/ASC
or call (630) 792-5286.

Anesthesia staffing and practice management
Anesthesia Healthcare Partners. Anesthesia Healthcare Partners was established in 1997
as an anesthesia staffing and practice management company. To learn more, visit www.ahphealthcare.com
or call (800) 945-6133.
Somnia. Somnia is a physician-owned and managed leading provider of anesthesia services to hospitals, ASCs, and office-based surgical facilities nationwide. Visit Somnia at www.somniaanesthesiaservices.com or call (877) 476-6642, ext. 3538.

Superior Medical Services. Superior Medical Services is a full-service medical recruitment firm
specializing in permanent and locum tenens placement of anesthesiologists, CRNAs and pain management
physicians nationwide. Visit SMS at www.smsanesthesia.com or call (847) 816-9296.

Back-office management, outsourcing and accounting

construction firm, serves the healthcare industry. For more information, contact Rice A. (Sandy)
Jacobs at (888) 429-3330 or via e-mail at jacobss@claycorp.com or visit www.claycorp.com.

Irmscher Construction. Irmscher is a 115-year-old national healthcare project
development firm specializing in the design and construction of healthcare facilities. For more
information, visit www.irmscherinc.com or call (260) 422-5572.
L3 Healthcare Design. L3 Healthcare Design is a surgery center design and research
firm, focused on ASCs and clinics. To find out more, visit www.l3healthcaredesign.com or call
(866) 929-5353.

Lauth Property Group. Lauth Property Group is a leader in the development, construction, management and ownership of commercial real estate throughout the United States for the
past 30 years. Learn more at www.lauth.net or call (317) 848-6500.

Leopardo Construction. Leopardo Construction is a leading construction company offering preconstruction, general contracting, construction management, design-build and
development services across several vertical industries. Find more information at www.leopardo.com or call (847) 783-3000.

For more information or an introduction to any of the following companies, e-mail
sbecker@mcguirewoods.com, call (800) 417-2035 or fax with the company circled to (866) 678-5755.
Credentialing Corporation of America. Credentialing Corporation of America is a

MedHQ. MedHQ provides accounting, revenue cycle, human resources and credentialing services

Marasco & Associates. Marasco & Associates is a national architecture and consulting
firm, dedicated to providing quality facility design and development assistance for outpatient medical facilities, private physician groups, hospitals and institutional clients. Contact the Marasco &
Associates office at (877) 728-6808 or visit www.marasco-associates.com for more details.

to clients in 10 states. Learn more at www.medhq.net or call (708) 492-0519.

McShane Medical Properties. McShane Medical Properties is an integrated

MediGain. MediGain helps healthcare providers to preserve profitability with improved and low cost

design/build construction and real estate development firm offering comprehensive services for
the healthcare industry. Contact John Daly, vice president, healthcare, at (847) 692-8616 or
visit the firm’s Web site at www.mcshane.com for more information.

credentials verification organization that provides ongoing credentialing services for ASCs and other
healthcare entities. Contact CCA at (866) 222-0034 or visit www.ccacredentialing.com.

back-office processes. Find out more about MediGain at www.medigain.com or call (214) 952-6602.

Somerset CPAs. Somerset’s healthcare team is comprised of more than 20 dedicated professionals serving clients nationwide, including all types of healthcare organizations — ancillary service
providers, surgery, imaging, infusion and dialysis centers, therapy facilities, other relevant ancillaries
and physician groups. For more information, call (800) 469-7206 or visit Somerset CPAs online at
http://healthcare.somersetcpas.com.

MedBridge Development. MedBridge Development is a medical facility development and management company creating state-of-the-art healthcare delivery environments in
partnership with leading physicians. For more information, visit MedBridge online at www.medbridgedevelopment.com or call (805) 679-7560.

Billing, coding and collecting

Consultation and brokerage of ASCs

Advantedge Healthcare Solutions. Advantedge Healthcare Solutions, an IBM Business

ASCs Inc. ASCs Inc. helps physi-

Partner, develops medical billing technology and offers billing and A/R services for ASCs. Visit
www.ahsrcm.com or call (877) 501-1611.

Key Health. Key Health is a leader in providing unique financial solutions to healthcare facilities,
healthcare providers and attorneys, and it funds medical services on a lien/letter of protection basis on
behalf of injured patients. Learn more about Key Health at www.keyhealth.net or call (877) 633-5436.

The Coding Network. The Coding Network is committed to provide cost effective state-ofthe-industry procedural and diagnostic coding support to medical groups, academic practice plans,
hospitals, ambulatory, surgery centers, and billing companies throughout the United States. Learn more
at www.codingnetwork.com or call (888) 263-3633.

National Medical Billing Services. National Medical Billing Services specializes in freestanding
outpatient surgery center coding and billing, offering a cost-effective service, subject matter experts and integrity in business relationships. To learn more about NMBS, call (636) 273-6711 or visit www.asccoding.com.

Pinnacle CBO. Pinnacle Centralized Billing Operations (CBO) offers a cost-effective alternative
to your typical in-office billing department.while positively impacting your bottom line. For more
information, call Ginger, vice president of development, at (303) 550-1132 or visit Pinnacle III online
at www.pinnacleiii.com/services/cbo/cbo_services.htm.

Serbin Surgery Center Billing. Serbin Surgery Center Billing was founded in 2001 to provide
solutions for ASCs’ billing and collection needs. For more information, contact SCB at (866) 889-7722.

Cataract outsourcing
Vantage Technology. Vantage Technology is a turnkey service providing eye programs to both
rural and metropolitan hospitals in 19 states. Visit www.vantage-technology.com or call (217) 342-4171
to learn more.

cian-owners of ASCs form strategic
relationships with leading ASC management companies and hospitals, and
also represents physician-owners of
ASCs and medical office building real
estate. For more information contact
Jon Vick, president, at (760) 7510250 or visit www.ascs-inc.com.

Debt collections
Affiliated Credit Services.
Affiliated Credit Services is a
Colorado-based professional account
receivables management firm which
focuses on increasing businesses’
cash flow by providing superior
collection services. Learn more at
www.acscollects.com or call (970)
867-8521.

Mnet Financial. Mnet Financial, the preferred collection agency service vendor to
United Surgical Partners and Health Inventures, is a receivables management company offering cost effective ways to increase cash flow and reduce debt for professional services.
Contact Mnet Financial at (949) 680-3335 or by visiting www.mnetfinancial.com.
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Professional Finance Company. Professional Finance Company is a full-service
accounts receivable management company serving credit grantors for over 100 years with integrity
and results. Visit PFC online at www.professionalfinancecompany.com or call (970) 352-5000.

Finance
Bank of America. Whether your need is to expand due to growth, acquisition or merger, or
make a strategic investment, Bank of America offers ASCs flexible equipment finance options with
competitive rates. For more information, contact BALHealthcarefinance@bankofamerica.com or
call (800) 835-8488.

QSE Technologies. QSE Technologies is a premiere IT systems integrator serving the ambulatory healthcare industry for more than five years. For more information, contact Marion K. Jenkins,
PhD, QSE’s co-founder and CEO, at (877) 236-0795, or via e-mail at info@qsetech.com or visit
QSE’s Web site at www.qsetech.com.
RedCard Systems. RedCard Systems provides ID card and enrollment correspondence production for payors including TPAs, insurance companies, HMOs, and other market participants. Learn
more at www.redcard.com or call (888) 692-8060.

sory services to companies across the healthcare industry. For more information, please visit www.cithealthcare.com or contact CIT Healthcare at (800) 547-7026.

ScheduleSurgery.com. ScheduleSurgery.com offers SCOR, a multi-purpose communication
and case scheduling tool that leverages the Internet to improve ASC case scheduling
efficiency, customer service and ability to market services. Learn more at http://schedulesurgery.com or call
(888) 463-9058.

CitiCapital. Whether you are looking to construct a two-room ASC, diagnostic imaging center,

SourceMedical Solutions. SourceMedical is a leading provider of outpatient information

CIT Healthcare. CIT Healthcare offers a full spectrum of financing solutions and related advi-

cancer treatment center or build a 20-bed surgical hospital, Citi’s dedicated team of outpatient financing specialists can help make your plans a reality. Learn more at www.citicapital.com/medical-outpatient, or contact Ann Heck by e-mail at ann.e.heck@citi.com or call (877) 276-2249.

solutions and services, collectively serving ASCs, and surgical hospitals. For more information, visit
www.sourcemed.net or call (800) 719-1904.

GE Healthcare Financial Services’ outpatient finance team offers flexible solutions for physicianowned hospitals and outpatient centers. Learn more at www.gehealthcarefinance.com or call
(312) 441-7705.

Surgical Notes. A preeminent nationwide provider of medical transcription, coding and other
related value-added information technology services for the ASC market, Surgical Notes provides transcription, coding and practice management solutions to more than 420 surgery centers and 6,300 physicians in more than 40 states. To learn more, visit Surgical Notes online at www.surgicalnotes.com or call
(214) 821-3850.

MarCap. MarCap puts its 30-plus years of healthcare finance experience to good use every day,
working with its clients to find ways to improve patient care and increase business. Visit MarCap at
www.marcapcorp.com or call (800) 621-1677.

VersaSuite. VersaSuite is a comprehensive integrated software management system which consists
of a number of modules, both healthcare- and business-related. Find more information at www.versasuite.com or call (512) 250-8774.

Physicians Capital. This Nashville-based firm provides loans based solely on the future cash
Physicians Financial Resource. Physicians Fin-ancial Resource is a leading advocate

zChart EMR. zChart EMR, a first-rate, intelligent, 21st-century surgical chart, was developed by
dozens of healthcare professionals — administrators, office staff, nurses and physicians — at multi-specialty outpatient surgery centers. For more information, contact Kent Barber at (866) 924-2787 or visit
www.zchart.com.

for physicians when sourcing capital for commercial investments and providing wealth management. Call (407) 830-7763 or visit www.physiciansfinance.net.

Imaging

GE Healthcare Financial Services.

flow of a surgery or diagnostic center. Learn more at www.PhysiciansCap.com or call (615) 342-0824.

Health information technology providers
Alis Technology. Alis Technology is a consulting company that specializes in helping implement and manage technology to improve the operations and efficiency of outpatient centers. Learn
more at www.alistechnology.com or call (312) 212-8027.

Amkai. Amkai is a software company with 20-plus years of experience delivering administrative
and clinical solutions to ASCs, surgical hospitals and physician practices. Learn more at
www.Amkai.com or call (866) 265-2434.

Count Me In. Count Me In provides large enterprise time tracking tools and innovative

Atlantis Worldwide. Atlantis Worldwide is a full-service provider of pre-owned and refurbished
diagnostic imaging systems — MRI, CT scanner, C-Arm, X-ray, bone densitometer, mammograph,
ultrasound and cath/angio as well as other imaging systems. To find out more, go to www.atlantisworldwide.com or call (800) 533-3356.

Insurance
Affinity Insurance Services. Affinity Insurance Services, a part of Aon Corporation, a
Fortune 250 Corporation, is a top global insurance broker with the market presence and carrier relationships unmatched by smaller brokers to ensure you the best coverage for the most reasonable cost.
To learn more, call (215) 773-4600.

For more information or an introduction to any of the following companies, e-mail
sbecker@mcguirewoods.com, call (800) 417-2035 or fax with the company circled to (866) 678-5755.
biometric technology solutions scaled for small business needs and budgets. Find out more at
www.countmeinllc.com or call (847) 981-8779.

Experior Healthcare Systems. Experior Healthcare Systems is a leading software
developer specializing in practice management (ExpertPM) and electronic health records
(RemedyEHR). Learn more at www.experior.com or call (260) 432-2020.

GHN-Online. GHN-Online is an industry innovator in online enterprise class healthcare transaction processing. Visit www.ghnonline.com or call (214) 696-5717 to learn more.

Laserfiche. Laserfiche offers a suite of products and services that address enterprise-wide challenges from the perspective of executives, records managers, IT staff members and
end-users. Find more information at www.laserfiche.com or call (800) 985-8533.

Mavicor. Mavicor is an ASC technology management company specializing in ASC application services, systems integration and consulting services, as well as the procurement and management of hardware and software. Learn more about Mavicor at www.mavicor.com or call (888)
387-1620.

Mednet. Mednet is a software technology company, led by a group of professionals from the
ASC market who understand the core of your business practice and its unique requirements. Learn
more at www.mednetus.com or call (866) 968-6638.
Medtek.net. Medtek.net is a leading provider of medical transcription solutions for healthcare
providers and healthcare organizations, with clients including hospitals, ASCs, clinics and physician
practices. Visit www.medtek.net or call (818) 673-2900 to learn more.
Med Images. Med Images focuses on the diagnostic and surgical arena, providing state-of-the-
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art, high-quality solutions to
image-based surgical and diagnostic
information acquisition and
management. Learn more at
www.emedimages.com or call
(800) 366-7501.

ProVation Medical. Pro
Vation Medical has created
ProVation EHR, the first electronic
health record designed for busy,
cost-conscious ASCs. For more
information, e-mail Laura Gilbert at
Laura. Gilbert@provationmedical
.com, or visit www.provationmedical.com or call (612) 313-1500.

Heffernan Insurance Brokers. Heffernan Insurance Brokers, formed in 1988, is one of
the largest full service insurance brokerage firms in California and provides comprehensive insurance
and financial services products to a wide range of business and individuals. Learn more about HIB at
www.heffgroup.com or call (800) 234-6787.

Keane Insurance Group. The professional liability consultants at Keane Insurance are
experts in malpractice insurance with more than 200 years of cumulative insurance industry experience,
serving more than 4,000 physician clients. Call (314) 966-7733 or find out more at
www.keanegroup.com.
Medical Protective. Medical Protective is a national leader in primary medical professional liability coverage and risk solutions to healthcare providers. To learn more, call (800) 463-3776 or visit
www.medpro.com.

Managed care contracting
Eveia Health Consulting & Management Company. Founded by I. Naya
Kehayes, MPH, Eveia Health Consulting & Management is comprised of a team of seasoned professionals who are experts in reimbursement management, managed care contracting and business management with a specialization in ASCs and surgical practices. For more information, call Ms. Kehayes
at (425) 657-0494 or visit www.eveia.com.

Management, consulting and strategy
TRY Health Care Solutions. TRY Health provides consulting services to large healthcare
systems, group practices, independent physicians and surgery centers throughout the United States. You
can contact Tom Yerden, president, at (208) 865-2400 or send him an e-mail at TYerden@aol.com.

Management, development and equity firms
Ambulatory Surgery Centers of America. ASCOA is a leader in the surgery center
industry, achieving exceptional quality of care and outstanding financial results. For more information,
visit ASCOA online at www.ascoa.com or call (866) 982-7262.
Blue Chip Surgical Center Partners. Blue Chip Surgical holds an equity stake in its
projects and also serves as a managing partner, with several highly profitable, physician-led centers in
operation around the country and a number of projects in the works. For more information, visit Blue
Chip online at www.bluechipsurgical.com or call (513) 561-8900.
The C/N Group. The C/N Group is a recognized leader in the development, ownership and operation of exceptional healthcare facilities, including ASCs, medical office buildings and diagnostic imaging centers. Visit them at www.thecng.com or call (219) 736-2700.

Facility Development and Management. Facility Development and Management is a
for-profit company that provides consultative, developmental and managerial services for ASCs throughout the United States. To learn more, visit the Web site www.facdevmgt.com or call (845) 770-1883.
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Foundation Surgery Affiliates. Foundation Surgery Affiliates is a healthcare management SpineMark. SpineMark partners with hospitals and physicians across the United States and
organization specializing in project development, innovative facility design, partner recruitment and facility operations for ASCs, medical office buildings, surgical hospitals and bariatric hospitals and healthplexes. More information about FSA can be found at www.foundationsurgery.com or call (405) 608-1700.

globally to develop and operate comprehensive, evidence-based spine centersof excellence. Learn
more about SpineMark at www.spinemark.com or call (858) 623-8412.

throughout the United States by creating joint-ventures with physicians or physicians and hospitals. Please
visit the company Web site at www.healthmarkpartners.com, e-mail Senior Vice President —
Development Kenny Spitler at kspitler@healthmarkpartners.com or call him at (615) 341-0701 to learn
more.

information about SCA, visit them at www.surgecon.com or call (888) 453-1144.

Surgery Consultants of America. Surgery Consultants of America is a highly regardHealthMark Partners. HealthMark Partners owns and operates single and multi-specialty ASCs ed company offering complete ASC development and management services nationwide. For more

Health Inventures. A management and consulting services firm, Health Inventures has been
developing and expanding ambulatory surgery care and other outpatient services since 1976. Learn more
at www.healthinventures.com or call (720) 304-8940.
Instantia. Instantia is a company founded by Jack Amormino and Lisa Freeman to provide
development services to surgical centers. For more information, visit Instantia online at www.instantiahealth.com or call (303) 554-0046.

Medical Facilities Corporation. Medical Facilities Corporation is a publicly traded company and a leading acquirer of majority interests in high-quality specialty hospitals and ASCs. Visit MFC’s
Web site at www.medicalfacilitiescorp.com or contact Steven Hartley at (866) 766-3590, ext. 105.

Surgical Management Professionals. With a seasoned team of healthcare professionals, SMP specializes in the management and development of ASCs and surgical specialty hospitals. For
more information, visit SMP’s Web site at www.surgicalmanprof.com or call (605) 335-4207.

Symbion. Headquartered in Nashville, Tenn., Symbion is a leading provider of high-quality surgical services across many specialties. Visit Symbion at www.symbion.com or call (615) 234-5900 for
more information.
Titan Health. Titan is a nationwide surgery center development, acquisition and management
company that partners with hospitals and physicians to develop successful, multi-specialty ASCs.
Please visit Titan Health online at www.titanhealth.com; you can also e-mail D.J. Hill, chief development officer, at dhill@titanhealth.com, e-mail Kristen Franz at kfranz@titanhealth.com or call
(916) 614-3600.

TpHR. TpHR, a joint venture formed between Paragon Health and Texas Health Resources, is a
healthcare development and management company that serves as a dedicated resource for the

MedStone Capital. RMC MedStone Capital combines the strength of several industry standards analysis, organizational development and operation of specialty healthcare services and
like Mike Lipomi, Tim Noakes and the Stanislaus Surgical Hospital of Modesto, Calif., with one of the
leading real estate companies in Dallas, RM
Crowe, to form a very strong team. You can see
more information on MedStone at
www.MedstoneCapital.com or call Mr.
Lipomi directly at (209) 602-3298.

Meridian Surgical Partners.
Meridian Surgical Partners aligns with physicians in the acquisition, development and
management of multi-specialty ambulatory
surgery centers and surgical facilities. E-mail
Kenny Hancock, president and chief
development officer of Meridian, at khancock@meridiansurg.com or call him at (615)
301-8142 for more information.

hospital/physician joint-ventures. For more information about TpHR, visit www.tphrhealth.com
or call (972) 392-9252.

United Surgical Partners International. United Surgical Partners International
was founded in 1998 by Don Steen and the investment firm, Welsh, Carson, Anderson & Stowe,
to pursue the ownership and management of ASCs in the United States and the ownership and
operation of private surgical hospitals in Europe. Learn more about USPI at www.unitedsurgical.com or call (972) 713-3500.

Woodrum/Ambulatory Systems Develop-ment. Founded in 1986 by healthcare professional managers, Woodrum/ASD has offices in Chicago, Dallas and Los Angeles, and is
one of oldest continuing, national ASC companies in the United States, having developed and managed ASCs in 46 states for more than 20 years. Please e-mail Joe Zasa at joezasa@woodrumasd.com,
call (214) 369-2996 or visit www.woodrumasd.com for more information.

Medical devices — Implants and expedited payment options

National Surgical Care. National Implantable Provider Group. Implantable Provider Group works with providers, facilSurgical Care is a nationwide owner and
operator of ASCs, focuses on addressing the

ities, manufacturers and commercial payors to fully manage all aspects of high-cost implantable
medical devices. For more information about IPG, visit www.IPGSurgical.com or call Michael
Jones at (866) 753-0046.

For more information or an introduction to any of the following companies, e-mail
sbecker@mcguirewoods.com, call (800) 417-2035 or fax with the company circled to (866) 678-5755.
needs and problems confronting surgery centers across the country. Contact Rick Pence at (866) 8662116 at rpence@natsurgcare.com.

Medical devices — Reprocessed and refurbished

Nikitis Resource Group. Nikitis Resource Group is a new ASC development, management MediSISS. MediSISS is a third-party medical device reprocessing company, registered and
and consulting firm with a team that encompasses more than 100 combined years of ASC development
and management experience, HOPD and hospital consultation experience and licensure and accreditation assistance to centers. To learn more, contact Dawn Q. McLane, chief development officer, at
DAQuay@aol.com or call (720) 320-6577.

NovaMed. NovaMed acquires, develops and operates ASCs in partnership with physicians. For more

inspected by the FDA, that serves both hospitals and freestanding ASCs. Visit www.medisiss.com or
call (866) 866-7477.

Mini C Sales. Mini C Sales specializes in providing pre-owned and refurbished FluoroScan,
Xi-Scan and OEC Mini C-Arms at a fraction of the cost of new systems. Visit
www.minicsales.com or call (800) 356-4000.

information, visit NovaMed at www.novamed.com or call (312) 664-4100.
Northern Scientific. Northern Scientific specializes in high-end rebuilt surgical tables and
Nueterra Healthcare. Nueterra Healthcare partners with physicians and hospitals to develop surgical lighting systems, and also offer stainless instrument tables and surgical table accessories. Learn
and manage community hospitals, surgical hospitals, ASCs and physical therapy centers including new
development, joint-ventures, acquisitions and turnarounds. For more information e-mail Denise Mayhew
at dmayhew@nueterra.com, call her at (888) 887-2619 or visit Nueterra’s Web site at www.nueterra.com.

more at www.northernscientific.com, e-mail med@northernscientific.com or call (800) 669-9568.

ment and management by covering all aspects of a project from financial feasibility analysis to site and
operational development. For more information, visit Orion Medical online at www.orionmedicalservices.com or call (541) 431-0665.

the United States. Contact David Potack at (888) 546-3650 or visit www.medtegrity.us.

Medical laundry

Medtegrity. The Medtegrity Medical Laundry Network is a $500 million commercial laundry
Orion Medical Services. Orion Medical Services offers a turnkey approach to ASC develop- network comprised of the largest and most successful independent and family-owned laundries in

Medication program management

Pacific Surgical Partners. Pacific Surgical Partners was created to own and operate Industrial Pharmacy Management. Industrial Pharmacy Management is a completeoutpatient surgery centers exclusively in southern California, primarily in conjunction with
physician partners. For more information, visit www.pacificsurgicalpartners.com or call (818) 881-1106.

ly full-services in-office medication dispensing organization. For more information about Industrial
Pharmacy Management, contact Michael Drobot at (800) 803-7776 or visit its Web site at
www.ipmrx.com.

Physicians Endoscopy. Physicians Endoscopy develops and manages endoscopic ASCs
in partnership with practicing GI physicians and hospitals. Visit the company on the Web at
www.endocenters.com, e-mail John Poisson at jpoisson@endocenters.com or call him at (215) 589-9003.

Outsourced medical implantable device management
solutions

Access MediQuip. Access Medi Quip is one of the largest and most experienced providers of outPinnacle III. Pinnacle III specializes in the operational development, management, select sourced implantable device management solutions to the healthcare industry. For more
management and billing for ASCs. For more information, visit Pinnacle III online at
www.pinnacleiii.com or call Ginger, vice president of development, at (303) 550-1132.

Practice Partners. Practice Partners in Healthcare takes great pride in the development,
management and equity ownership with its physician and hospital partners. E-mail Larry Taylor at
ltaylor@practicepartners.org, visit Practice Partners online at www.practicepartners.org or call
(205) 824-6250.

information, call (877) 985-4850 or visit www.accessmediquip.com.

Pathology Services
Caris Diagnostics. Caris Diagnostics (Caris Dx) offers pathology-related services providing
diagnostic services for GI, dermatopathology and oncologic pathology. For more information and to
get the contact number for your region, visit www.carisdx.com or call (800) 979-8292.

Prexus Health. Prexus Health is a 100 percent physician-owned company that specializes in the Patient financing options
development and management of multi-specialty, physician-owned ASCs and small hospitals. For more CareCredit: Patient Payment Plans. CareCredit lets your patients pay their current
information, call (513) 454-1414, e-mail Prexus at info@phcps.com or visit the Web site at
www.prexushealth.com.

bills in-full immediately with the use of convenient monthly payments. Call (800) 300-3046, ext.
4519, or visit www.carecredit.com for more information.

Regent Surgical Health. As buyers, developers and managers of outpatient surgery centers and Med-Care Solutions. Med-Care Solutions offers accounts receivable purchasing of lien-based
physician-owned hospitals around the country, Regent Surgical Health is an experienced developer and
specialist in turnaround situations. You can learn more by visiting Regent Surgical Health online at
www.regentsurgicalhealth.com or call (708) 492-0531.

accounts primarily for patients involved in vehicle accidents, working primarily with ASCs, hospitals, and
diagnostic centers. For more information, visit www.medcaresolutions.us/index.htm, e-mail
kabdo@medcaresolutions.us or call (702) 870-4013.
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Patient satisfaction
benchmarking

and

CTQ Solutions. CTQ Solutions is a leading provider of healthcare satisfaction and benchmarking services, helping support ASC patient
satisfaction targeting quality and process
improvement initiatives, improving patient loyalty and meeting all industry accreditation
requirements. For more information, visit
www.ctqsolutions.com or call (877) 208-7605.

Surgical Outcomes Information
Exchange. Surgical Outcomes Info rmation Exchange (SOIX) offers services to benchmark performance and outcomes for accreditation, risk management and quality patient care
in surgery centers. Learn more about SOIX at
www.soix.com or call (877) 602-0156.

Pharmaceutical waste management

ARC Medical. ARC Medical, founded in 1990 by Hal Norris, provides ASCs and anesthesia, ICU,
long term acute care and emergency areas of hospitals with products such as its ThermoFlo System, a hygroscopic condensing humidifier. Learn more at www.arcmedical.com or call (800) 950-2721.

Aspen Medical Products. Aspen Medical Products is a leader in the design, development and
marketing of upper and lower spinal immobilization products. Learn more at www.aspenmp.com or call
(800) 295-2776.
AVEC Scientific Design. AVEC Scientific Design is the manufacturer and distributor of fluid
management products for the OR, with products that include Black Hole suction devices and Quick Wick
Floor Mats. For more information, visit www.avecscientific.com or call (800) 944-2525.
B. Braun. For 150 years, B. Braun has developed a rich heritage of knowledge and expertise for
delivering innovative healthcare products, medical devices and programs designed to improve both
patient and health-professional safety. For more information, visit B. Braun online at
www.bbraun.com or call (610) 691-5400.

Cygnus Medical. Cygnus Medical specializes in products and services for the endoscopy suite, the
operating room and the sterile processing department. Learn more about Cygnus at
www.cygnusmedical.com or call (800) 990-7489.
Integra LifeSciences. Through the Jarit, Miltex and Luxtec companies, Integra LifeSciences

ing company that works with facilities on regulatory compliance, cost control and staff satisfaction to
ensure organizations are proper stewards of the environment. Learn more at www.pharmasc-e.com.

offers German-crafted quality and cost-effective surgical instruments, sterilization containers and instrument repair and refurbishment services to meet the needs of every surgery center. You can learn more about
Integra LifeSciences by visiting http://integra-ls.com/, e-mailing David W. Swanson, vice president of ASCs,
at david.swanson@integra-LS.com or calling (800) 654-2873.

Real estate acquisition and real estate investment trusts

Kimberly-Clark. Around the world, medical professionals turn to Kimberly-Clark for a wide port-

McShane Medical Properties. McShane Medical Properties is an integrated design/build

folio of solutions that improve the health, hygiene and well-being of patients and staff. To learn more, visit
www.kimberly-clark.com or call (888) 525-8388.

PharmASC-e Consultants. PharmASC-e is a pharmaceutical waste management consult-

construction and real estate development firm offering comprehensive services for the healthcare industry. Contact John Daly, vice president, healthcare, at (847) 692-8616 or visit the firm’s Web site at
www.mcshane.com for more information.

Montecito Medical Investment Company. Montecito Medical is one of the nation’s

McKesson Medical-Surgical. McKesson Medical-Surgical, based in Richmond, Va., is a leading distributor of medical supplies and equipment to physician practices, surgery centers, home care and
extended care facilities. You can visit McKesson online at www.mckesson.com or call (415) 983-8300.

largest privately-held real estate companies specializing in the acquisition and development of hospitals, medical office buildings, surgery centers, long-term acute-care facilities and skilled nursing facilities. Learn more about Montecito at www.montecitomedical.com or call (805) 568-0862.

Medline Industries. Medline Industries is a manufacturer of medical supplies serving

The Sanders Trust. The Sanders Trust owns, acquires and develops ASC buildings and

Medtronic. Medtronic develops and manufactures a wide range of products and therapies with

medical office buildings nationwide. To learn more about The Sanders Trust, visit it at
www.sanderstrust.com, e-mail Bruce Bright bbright@sanderstrust.com or call him at (205) 298-0809.

Recruitment and search firms
B.E. Smith. B. E. Smith is a leading healthcare executive search and consulting firm, supporting
ASCs across the nation. To learn more, call (877) 802-4593 or visit www.besmith.com.

hospitals, nursing homes and home health agencies. To find out more, visit www.medline.com or
call (800) 633-5463.
emphasis on providing a complete continuum of care to diagnose, prevent and monitor chronic conditions.
Learn more about Medtronic at www.medtronic.com or call (800) 328-2518.

Miltex. Miltex, a business unit of Integra LifeSciences, is a leading provider of surgical and dental hand
instruments to alternate-site facilities including physician and dental offices, and ambulatory surgery care
facilities. Visit Miltex at www.miltex.com or call (800) 645-8000.

For more information or an introduction to any of the following companies, e-mail
sbecker@mcguirewoods.com, call (800) 417-2035 or fax with the company circled to (866) 678-5755.
Kaye/Bassman International. Greg Zoch is a partner and managing director with
Kaye/Bassman International, a 26-year-old executive search firm. You can e-mail Mr. Zoch at
gregz@kbic.com or call him at (972) 931-5242, ext. 5290.
Manning Search Group. Roger Manning, Cathy Montgomery and their healthcare search
consultant team offer middle management and executive search and recruitment with ASC-industryspecific focus. E-mail Roger Manning at roger@manningsearchgroup.com or Cathy Montgomery at
cathy@manningsearchgroup.com, call them at (636) 447-4900 or visit Manning Search Group online
at www.manningsearchgroup.com.

PENTAX Medical Company. PENTAX specializes in the manufacturing, development
and sale of cameras, optics, electronic imaging and endoscopic equipment, survey instruments,
industrial equipment, CAD/CAM/CAT/CAE systems, eyeglass lenses, synthetic bone and tooth
roots, and information services utilizing IT telecommunication networks. Learn more at
www.pentaxmedical.com or call (800) 431-5880.
Progressive Dynamics Medical. Progressive Dynamics Medical manufactures six different types of warming covers to meet various requirements for the operating and recovery rooms.
Learn more at www.progressivedynamicsmedical.com or call (269) 781-4241.

The Spring Group. Primarily focused on the ambulatory surgery industry, Joe Feldman, who

Spine Surgical Innovation. Spine Surgical Innovation designs and markets the Holmed

brings over 35 years of healthcare experience to the recruiting industry, and his team work with corporate, hospital-based and privately owned ASCs throughout the United States. Mr. Feldman is the owner
of AmbulatorySurgery Center Careers.com, a Web-based career board dedicated to the ASC industry,
designed primarily for employers, recruiters and candidates to seek each other out at a single location.
For more information, visit www.ambulatorysurgerycentercareers.com. You can reach Joe Feldman at
(610) 358-5675 or e-mail him at joe@thespringgrp.com.

Swivel Port System, which is designed for ease of use and intended for posterior or lateral lumbar surgery. Read more at www.spinesurgicalinnovation.com or call (800) 350-8188.

Sleep apnea
Ion Healthcare. Ion Healthcare provides a turnkey solution for screening and management of
patients with sleep apnea referred to your surgical center. Contact an Ion Healthcare
professional today at (804) 433-1717 or visit Ion Healthcare online at www.ionhealthcare.com.

Stryker Corporation. Stryker is one of the largest players in the $28.6 billion worldwide
orthopedic market and its products are in use by medical professionals in more than 120 countries.
Visit Stryker at www.stryker.com or call(269) 385-2600.
TransMotion Medical. TransMotion Medical (TMM) designs, manufactures and distributes
a line of specialty medical procedure chairs including the TMM3 Video Fluoroscopy Chair, TMM4
Multi-Purpose Treatment Chair and TMM5 Surgical Stretcher Chair. Learn more about TMM at
www.transmotionmedical.com or call (866) 860-8447.

Surgical supply and equipment manufacturers

Viscot Medical. Viscot Medical manufactures a broad line of disposable products used in acute
care, ASCs, emergency medical and several other settings. Visit www.viscot.com or call (800) 221-0658.

3M. 3M is a diversified technology company serving customers and communities with innovative

Urology and cryoablation

products and services. Visit www.3m. com or call (888) 364-3577.

Acclarent. Acclarent is dedicated to developing innovative solutions for ENT specialists and their
patients. For more information, call (877) 775-2789 or e-mail Acclarent at acclarent@acclarent.com.

Advanced Medical Optics. Advanced Medical Optics (AMO) is focused on providing the
full range of advanced refractive technologies and support to help eye care professionals deliver optimal
vision and lifestyle experiences to patients of all ages. For more information, visit www.amo-inc.com.

Alcon. Alcon engages in the development, manufacture, and marketing of pharmaceuticals, surgical equipment and devices, and consumer eye care products to treat eye diseases and disorders. Learn
more at www.alcon.com or call (800) 862-5266.

Galil Medical. Galil Medical is leading a new era of minimally invasive cryotherapy solutions
that enhance patient quality of life. Learn more about Galil at www.galil-medical.com or call (877)
639-2796.

Valuation
HealthCare Appraisers. HealthCare Appraisers is a nationally recognized valuation and
consulting firm providing services exclusively to the healthcare industry. Visit Healthcare Appraisers’
Web site at www.healthcareappraisers.com or call the Delray Beach, Fla., office at (561) 330-3488 or
the Denver, Colo., office at (303) 688-0700 to learn more.

Allen Medical Systems. The newest innovation from Allen Medical Systems, a Hill-Rom Company,
is the Allen Spine System, which manages patient skin pressure during four-post spine surgery, supports various body types, and enables the surgeon to flex the patient’s spine using the power of the ORtable. Learn more
about Allen Medical Systems at www.allenmedical.com or call (800) 433-5774.

Principle Valuation. Principle Valuation specializes in the valuation of all types of healthcare

Alpine Surgical Equipment. Alpine Surgical provides its clients with a wide array of both new
and refurbished medical equipment for the entire ASC by working closely with many of the leading medical
equipment manufacturers and specialty refurbishing companies nationwide. For more information, contact
Matt Sweitzer at (916) 933-2863 or visit Alpine Surgical on the Web at www.alpinesurgical.com.

VMG Health. VMG Health is recognized by leading healthcare providers as one of the most

real estate including hospitals, independent-living communities, assisted living residences, skilled-nursing facilities, continuing-care retirement communities, medical office buildings, ASCs, pharmacies and
rehabilitation facilities. To learn more, visit www.principlevaluation.com or call (312) 422-1010.
trusted valuation and transaction advisors in the United States. For more information, visit VMG’s
Web site at www.vmghealth.com or e-mail Jon O’Sullivan at osullivan@vmghealth.com or call
(214) 369-4888.
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