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“WE THINK THEY 
ARE GOING TO 

HAVE TO BE 
THOUGHTFUL 
ABOUT WHAT 

INTERFACES WITH 
A BICAMERAL, 

BIPARTISAN BILL 
LIKE MACRA .”

MACRA and ACA Might or Might 
Not Affect ASCs in 2017
Healthcare providers left somewhat in limbo

The Affordable Care Act (ACA) 
did not affect ambulatory 
surgery centers (ASCs) as much 

as hospitals, physicians, health clinics, 
and other providers. It is possible that 
a repealed or revised 
ACA also will have a 
lesser effect on ASC 
operations.

But the ACA 
and Medicare 
Access and CHIP 
Reauthorization Act 
of 2015 (MACRA) 
are designed to 
affect all healthcare 
facilities, including 
same-day surgery 
centers, in the areas of 
safety, quality of care, 
and patient outcomes. One method 
is through the Merit-based Incentive 
Payment System (MIPS).

The ACA has so many tendrils, no 
one — including President Donald 
Trump’s administration — can say 

exactly what will happen when some 
are severed. For instance, how might 
MACRA change?

“We don’t think the [new] 
administration has fully appreciated 

all of the many 
provisions that are 
in the Affordable 
Care Act,” says 
Frank Opelka, 
MD, FACS, medical 
director of quality 
and health policy 
at the American 
College of Surgeons.

“There are 
well over 300 
provisions in that 
law, along with a 

lot of supporting 
regulations,” Opelka says. “We think 
they are going to have to be thoughtful 
about what interfaces with a bicameral, 
bipartisan bill like MACRA.”

MACRA provides two new 
methodologies for paying physicians. 
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EXECUTIVE SUMMARY

Ambulatory surgery centers (ASCs), like other healthcare providers, are 

waiting to see how expected change or repeal of the Affordable Care Act 

(ACA) might affect MACRA, surgeons, and ASCs. Some experts predict:

• surgeons should prepare to make the change required under MACRA, at 

least until more information is available;

• MACRA has two new payment systems: the Merit-based Incentive Payment 

System (MIPS) and the Advanced Alternative Payment Models (APMs);

• under the quality measures, some surgeons will win while others will lose.

CMS provides the following two 
tracks from its quality payment 
program:

• the Merit-based Incentive 
Payment System (MIPS), and

• Advanced Alternative Payment 
Models (APMs).

MACRA has taken the place of 
the sustainable growth rate (SGR) 
formula for setting Medicare’s 
physician payment rates, says Keith 
S. Naunheim, MD, professor of 
surgery at Saint Louis University 
School of Medicine in St. Louis.

“It will no longer be a yearly fight 
over a possible 20% cut,” Naunheim 
says. “It’s allowing for a 0.5% 
increase each of the next three years, 
so there won’t be any cuts.”

MACRA or MIPS?

The big change under MACRA 
is the way in which Medicare will 
evaluate physicians. There are 
bonuses and penalties built in to the 
quality payment program, he says.

“The alternative payment model 
is not available to most thoracic 
surgeons unless they’re already a 
member of an accountable care 
organization,” Naunheim says. 
“The Society of Thoracic Surgeons 
has been working with Medicare 
to try to get them to allow us to 
put together a specialty-specific 

alternative payment methodology, 
and those negotiations are still 
ongoing.”

Because of the high staff turnover 
at CMS, efforts likely are slowing, 
he notes.

“The person we had done a great 
deal of communicating with may 
not continue, so we’ll have to start 
over again,” Naunheim says.

It’s likely that for at least the 
next two years, almost all thoracic 
surgeons will be lumped into the 
MIPS program, he adds.

The American College of 
Surgeons and the Society of 
Thoracic Surgeons have been 
working to educate surgeons about 
MACRA and how to participate 
successfully in MIPS, even as the 
future of these is uncertain.

“We have to go with what’s 
on the books, and what’s on the 
books is MACRA APM and MIPS 
methodology,” Naunheim says. 
“Unless we can get CMS to work 
with us and approve a specialty-
specific APM, most surgeons will be 
on MIPS, and we have to prepare 
our membership for handling those 
four categories to determine whether 
they get a penalty or bonus.”

MIPS is so complex that it would 
be hard for an individual surgeon 
to know whether there would be a 
reward or punishment, he adds.

“Under the Merit-based 
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Incentive Payment System, bonuses 
from Medicare will be awarded based 
on performance. You have to qualify 
based on quality measures, where 
there are winners and losers — a 
zero-sum game, without specificity 
for TJR,” says Richard Iorio, MD, 
health policy council chair for the 
American Association of Hip and 
Knee Surgeons, and chief of adult 
reconstruction surgery at the New 
York University Langone Medical 
Center in New York City.

“Advanced APMs could include 
the current bundled payment plans 
with some modification and are a 
better alternative to MIPS for adult 
reconstruction orthopedic surgeons,” 
Iorio says. (For more information on 
how MIPS works, see related story on 
page 40.)

The American College of 
Surgeons operates under the premise 
that MACRA will prevail, mostly 
because both political parties have a 
lot invested in it, Opelka says.

“Regardless of what happens 
to the Affordable Care Act, we’re 
planning and operating today as if 
a majority of MACRA continues,” 
Opelka says. “And we’re advising 
surgeons that in the short run, they 
need to be in the MIPS program 
and look for opportunities in the 
advanced alternative payment 
model.”

Prior to MACRA, the primary 
focus had been on high-cost areas, 
including hospital care, post-acute 
care, and chronic care, Opelka says.

“The federal programs have 
attempted to address safety, quality, 
and appropriateness of care in those 
three areas,” he explains. “Under 
MACRA, they’ve cast a wider net, 
putting all physicians under a 
value-based payment architecture or 
framework.”

MACRA adds surgery to the 
net, but does nothing to address 

medication costs, Opelka notes.
“It used to be pharma was less 

expensive than physician services, 
but with slowed growth in physician 
services and accelerated pharma 
growth, medication costs far exceed 
physician expenditures in the 
program,” he says.

As of late February 2017, the 
Trump administration had not 
deleted or canceled any specific ACA 
programs, but there was an executive 
order pertaining to MACRA, 
Naunheim notes.

“An executive order that Trump 
just put out mandated that all 
federal regulatory agencies minimize 
the negative impact of the ACA on 
institutions,” he says. “It was a broad 
order with no specified details, so we 
don’t know whether or not they will 
cancel any of the MACRA rules.”

The executive order about 
the ACA suggests the Trump 
administration is hesitant to endorse 
many of the Obama administration 
policies, Naunheim notes.

“We have to prepare for all 
different eventualities,” he says. 
“As a society, we are continuing on 
that pathway, and we’re working on 
alternative payment methodologies.”

The healthcare industry has spent 
years transitioning from a fee-for-
service model to a value-based or 
quality-based payment model. The 
latter favors a focus on population 
health and bundled payments, 
and it seems unlikely it will return 
entirely to fee-for-service, even if the 
ACA’s financial incentives dry up, 
he says. (For more information on the 
challenges of repealing ACA, see story 
on page 40.)

“Whether the Trump 
administration allows that shift to 
progress and continue is uncertain,” 
Naunheim says. “And that’s what 
MACRA is really aimed at — 
switching from a fee-for-service 
model to a value-based quality 
model.”

If the transition to value-based 
care continues under the Trump 
administration, then it is possible 
physicians will be given more 
flexibility and opportunities.

The new secretary of Health and 
Human Services (HHS), Tom Price, 
MD, was an orthopedic surgeon 
before he was a congressman. Price 
is in favor of limiting the reporting 
demands of the ACA, making 
value-based payment methodologies 
voluntary, empowering physicians to 
take control of the episode of care, 
and moving more surgeries into 
same-day or limited-stay surgery 
situations, including new physician-
run, small orthopedic specialty 
centers, Iorio says.

“Trump and Price preach about 
surgeon empowerment, and they 
think that physicians can manage 
bundled care better than hospitals 
and health plans, and they’ll do 
everything they can to empower 
physicians and allow them to 
innovate, improve outcomes, and cut 
costs,” Iorio says. “They’ll be in favor 
of any program that allows that to 
happen.”  n

“REGARDLESS 
OF WHAT 

HAPPENS TO THE 
AFFORDABLE 

CARE ACT, WE’RE 
PLANNING AND 

OPERATING 
TODAY AS IF 
A MAJORITY 
OF MACRA 

CONTINUES .”
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Here’s What Surgeons Need to Know About MIPS

A ccording to CMS, to earn a 
positive payment adjustment — 

or bonus — under MIPS, physicians 
who participate in Medicare Part B 
can earn the bonus in 2019.

To earn the bonus, physicians 
must show high-quality, efficient care 
by documenting their information for 
the following four metrics:

• quality, which replaces the 
Physician Quality Reporting System 
(PQRS);

• improvement activities, which is 
a new category;

• advancing care information, 
which replaces the Medicare 
electronic health record incentive 
program (Meaningful Use);

• cost, which replaces the value-
based modifier.

Data from 2017 will be used for 
each of the categories, except for cost, 
which instead will use 2018 data.

To earn the first positive MIPS 
payment adjustment, physicians 
must submit 2017 data by March 31, 
2018. Those who participate in an 
advanced APM in 2017 will earn a 
5% incentive payment in 2019.

“MIPS produces a numerical 
score, and depending on that 
score, you qualify for no change in 
payment, a bonus, or a penalty,” says 
Keith S. Naunheim, MD, professor 
of surgery at Saint Louis University 
School of Medicine in St. Louis.

“One-third, or about 30%, of 
that score has to do with something 
that you as a practitioner have a hard 
time really controlling, and that is the 
resource utilization,” he says. “That 
will be determined by CMS.”

CMS calculates the resource 
utilization. “They look at patients 
attributed to you and say, ‘Around the 
time of this person’s surgery, you used 
these resources,’” Naunheim explains.

Sometimes, the list of resources 
CMS displays is a valid list, but 
sometimes it’s not, he notes.

“If I, as a surgeon, am operating 
on someone who is on the cusp of 
renal failure or who is undergoing 
dialysis, and I do the operation and 
then the patient has dialysis for 
two to three months and later has a 
transplant, then CMS will look at this 
and say, ‘Dr. Naunheim’s patient had 

dialysis and a transplant,’ when all I 
did was a bronchoscopy.”

In this example, the surgeon is 
tagged with hundreds of thousands of 
dollars’ worth of resource utilization, 
but the physician did not have 
anything to do with the money 
spent.

“How do you attribute those 
costs and allocate them to different 
practitioners, all of whom saw the 
patient in a 30- to 60-day period,” 
Naunheim asks.

This kind of situation likely will 
lead to doctors cherry-picking their 
patients, he says.

Also, MIPS creates definite losers, 
even if all doctors are improving on 
the metric scores.

“They’re not putting any more 
money into it, so if I get a 5% 
bonus, somebody else gets a 5% cut,” 
Naunheim says. “That’s a model that 
we as a profession don’t like. It’s not 
necessarily fair to people who get 
penalized.”

Some providers could be penalized 
even if they’re providing high-quality 
care, he adds.  n

Replacing or Improving ACA Likely Will Be 
Major Challenge

The ACA isn’t perfect, but it’s 
possible that repealing it could 

create even more issues for patients 
and providers.

“The ACA was funded on the 
backs of the wealthy with a new 
Medicare tax, as well as a tax on the 
device manufacturing and pharma-
ceutical companies,” says Keith S. 
Naunheim, MD, professor of surgery 
at Saint Louis University School of 
Medicine in St. Louis.

“In effect, it was an income redis-

tribution plan,” he explains. “It was 
not necessarily a bad thing, but the 
whole idea was to get a significant 
amount of the uninsured on some 
sort of insurance plan, whether it’s 
Medicaid or a government-subsidized 
plan, and somebody had to pay for 
that.”

It remains unclear what will hap-
pen to the taxes that subsidize the 
ACA, although some suggest these 
will be cut, Naunheim notes. It’s clear 
the ACA ran into some problems in 

meeting its ambitious goals.
“I think the Obama adminis-

tration really could not appreciate 
the complexity of the care needed 
for those who previously had been 
uninsured,” says Frank Opelka, MD, 
FACS, medical director of quality and 
health policy for the American Col-
lege of Surgeons.

“By insuring that population with-
out any real actuarial data, we took 
on a liability that, I think, surprised 
everyone,” he explains. “Number 
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two, we did so in such a way that we 
dispersed the risk on many healthy 
young people who had no real means 
to absorb that kind of expense.”

Providing healthcare to low-
income people is a good idea and 
the right thing to do, but the ACA’s 
methodology to do so uncovered 
problems that needed to be addressed, 
he adds.

Now, the GOP, faced with 
fulfilling its repeal-and-replace 
promise, realizes there are no easy 
solutions.

“They have the same population to 
consider and the same extraordinary 
expenses to deliver,” Opelka says. 
“And we need to reduce the burden 
on providers because they can’t carry 
this burden, and we have to reduce 
the burden on the population in 
general, and some of this probably 
will shift to the states.”

If the financial burden of the 
ACA replacement shifts to the states, 
there likely will be some states that 
are fiscally strong enough to absorb 
the burden and others that cannot, 
Opelka says.

“Our concern is about all of 

these patients who need surgical care 
and whether they have appropriate 
coverage and access to care,” Opelka 
says. “Will they have the necessary 
pre- and post-op care to get the best 
outcomes? Will our surgeons be able 
to create sustainable business models 
to care for these patients without 
it being an undue burden on the 
healthcare delivery system?”

These are some of the challenges 
HHS Secretary Tom Price, MD, and 
Speaker of the House Paul Ryan face 
as they construct a solution, he says.

The American College of Surgeons 
is ready to provide information and 
education to everyone in government 
who is working on this issue. “We 
will be both proactive and reactive, 
depending on where the Congress 
goes with the Affordable Care Act 
and how and where they go with 
MACRA,” Opelka says. “We’re not 
taking a position on whether or not 
to repeal the ACA. We’re letting 
Congress determine what it wants 
to do, but if that happens, and they 
have concerns about a replacement, 
we will approach that by offering 
any opportunities to assist them with 

developing care models that optimally 
provide for the surgeon and care of 
the surgical patient.”

Once Congress and President 
Trump are ready for a dialogue, the 
American College of Surgeons will be 
ready, too.

“Our primary focus is on optimal 
care for the surgical patient and to 
stabilize the business environment 
for the surgeon,” Opelka says. “There 
has been a lot of transformation in 
the last eight years, and now there is a 
new administration.”

Surgeons and other physicians 
have not been immune to the 
stress and burnout that comes with 
so much instability and change, 
including the new regulations and the 
transition to electronic health records.

“Surgeons love what they do; 
what burns them out is the level of 
uncertainty and constant change 
of regulations, the inability to get 
into a stable environment,” Opelka 
says. “They want to get to where 
they’re not worried about rules 
and regulations and fraud and can, 
instead, be focused on providing the 
best care.”  n

ASCs Craft Strategies to Help Patients Pay 
Out of Pocket for Surgeries
High-deductible plans can cause problems

ASCs have noticed a rise in patients 
presenting with insurance, but 

these plans often feature high deduct-
ibles and copays, leaving much of the 
procedure costs to the patients to pay. 
This has led to some challenges in col-
lecting payment.

Two ASCs have developed strate-
gies for keeping bad debt low, despite 
the increases in self-pay patients. One 
surgery center is located in an urban, 

blue collar, low-income area, and the 
other treats more affluent clientele. 
Each offers a case study in how to keep 
bad debt low despite challenges.

• Boston Out-Patient Surgical 
Suites: “We don’t have tremendously 
high deductibles yet, but these will 
increase this year,” says Greg DeCon-
ciliis, PAC, CASC, administrator at 
Boston Out-Patient Surgical Suites in 
Waltham, MA.

“We don’t collect a deductible up 
front because we only collect copays,” 
he says. “It’s a logistical nightmare, so 
our policy has been not to collect de-
ductibles and to bill patients, but you 
end up with some bad debt.”

Although ASCs could see increased 
bad debt as a result of higher deduct-
ible health plans, the flip side is that 
they also can see more business — par-
ticularly if they’re a lower-cost surgery 
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EXECUTIVE SUMMARY

Two ASC administrators offer case studies in how to reduce bad debt in the 

era of high insurance deductibles and high patient self-pay.

• One tactic is to provide patients with an electronic payment system option 

after the surgery.

• Another tactic is to provide patients with the option of paying before surgery 

through a registration/payment kiosk.

• Another option is to provide clear, pre-surgery education to patients about 

what their insurance will cover and what they will need to pay out of pocket.

option than other centers in their area.
“As deductibles have gone up — 

and some out of state are $5,000 and 
$10,000 — it’s caused patients to be 
smarter shoppers,” DeConciliis says. 
“We’ve had patients call us to ask 
what’s the cost if they have their sur-
gery done here versus the hospital.”

The surgery center also gained one 
surgeon who came to Boston Out-Pa-
tient to be able to offer his out-of-state 
and high-deductible patients a lower 
cost alternative.

“I tell other administrators to keep 
their eyes open because this could be 
an opportunity for them to work with 
a surgeon who is in tune with costs,” 
DeConciliis says.

At Boston Out-Patient, the clien-
tele are affluent, so bad debt tradition-
ally is low, he notes. “We collect our 
deductibles after the procedure pretty 
efficiently.”

For post-procedure payments, the 
surgery center has an electronic pay-
ment system with an online option 
for setting up a payment plan. Also, 
the preregistration software has a new 
portal in which patients can verify 
online their health insurance benefits, 
including what they owe upfront for 
the copay.

Since patients can pay for their 
surgeries online, they can use their 
credit card and gain points toward cash 
back from the credit card company or 
frequent flier miles.

“Our best options are to communi-

cate with patients prior to the surgery 
that we won’t charge them upfront, 
but will charge them afterward, and 
then to have a payment plan that they 
can set up and pay online,” DeConci-
liis says.

The surgery center’s charges are 
based on Medicare rates, but there is a 
unique contractual relationship with 
each insurance carrier, he says.

“For example, after a claim is 
processed, even if we charge $10,000, 
if the insurance carrier only pays us 
$2,000, we will hold the patient to just 
the $2,000 or the allowed amount,” 
DeConciliis explains. “We wouldn’t 
balance bill them the charge amount.”

Sometimes the surgery center offers 
self-pay options to patients with high 
deductible plans, he adds.

“In general, we only see this 
regarding out-of-network situations,” 
DeConciliis adds.

• Ambulatory Center for En-
doscopy: This ASC is in an urban, 
low-income area in which patients 
often present with insurance but don’t 
entirely understand how their plans 
work, says Sarah Malaniak, admin-
istrator for Ambulatory Center for 
Endoscopy of North Bergen, NJ.

“Fortunately, with the Affordable 
Care Act, when you have a screening 
colonoscopy, it’s covered 100%, so the 
deductible does not apply,” Malaniak 
says. “But a lot of patients are not hav-
ing a screening colonoscopy, so that 
puts them in diagnostic or surveillance 

[categories], and a lot of times it’s not 
covered.”

Those patients end up paying for 
the entire negotiated contract rate of 
the bill if their insurance deductible is 
high.

High deductibles are a big issue for 
the surgery center.

“In 1998, when I started in 
medicine, if a patient came in with a 
$500 deductible plan, that was a lot 
of money, and now some people have 
$10,000 deductibles,” she says. “The 
way insurance companies are moving 
these days, the plans are more cata-
strophic where they can package them 
at a lesser rate because the deductibles 
are so high.”

This means patients bear the brunt 
of costs for ordinary surgeries and 
medical needs, she adds. This trend led 
to greater amounts of bad debt.

“When I first came here, we didn’t 
collect payments up front,” Malaniak 
says. “But our bad debt had risen so 
much, we had to do something.”

So the ASC came up with a new 
strategy that works well for self-pay 
patients. It combines preprocedure 
education with a convenient way for 
patients to pay.

“We do a lot of patient education 
up front,” Malaniak says. “Sometimes, 
I have to step in personally and speak 
with patients, trying my best to make 
them understand that I understand 
where they’re coming from and we’ll 
work with them as far as the payment 
goes.”

The education prepares patients for 
the second part to the new payment 
strategy, which involves using a kiosk 
portal in the surgery center. When 
patients arrive for their surgery, they 
can register on the portal and pay for 
their surgery in advance.

Advance education that includes 
the patient’s specific insurance coverage 
and payment expectations is crucial to 
make the system work. It sometimes 
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results in patients canceling their 
scheduled surgery appointment, but 
that’s better than the patient showing 
up on the day of surgery, registering 
in the kiosk, and canceling because of 
the cost.

“We have an insurance specialist 
here who calls patients before they 
come in to review their benefits,” 
Malaniak says.

“We try to collect a certain dol-
lar amount on the day of service, and 
that’s entered into the kiosk, where it 
prompts the person to make a pay-
ment with a credit card,” Malaniak 
explains.

For example, if a patient will owe 
$1,500 for the procedure after all 
insurance has been charged, then the 
ASC asks the patient to pay $750 in 
advance and set up a payment plan for 
the rest, she says.

“For some reason, and I haven’t 
figured out why this has happened, the 
patients will come in and register on 
the kiosk and then pay their entire bal-
ance,” Malaniak says. “Ever since we 
implemented the kiosk, we’ve seen our 
time-of-service payments increase, and 
it has reduced our bad debt.”

The bad debt decreased by 35% in 
the two years since the kiosk opened, 

and no one has objected to the kiosk. 
“I thought we’d get a lot of pushback 
from the older population, and we 
really haven’t,” she says. “People are 
used to kiosks. At the airport, there’s a 
kiosk. At the deli, there’s a kiosk.”

Although the strategy works for 
now, there always is a danger that a 
poor economy or a worse health insur-
ance market, post-ACA, could make 
it too difficult for people to pay out 
of pocket for their surgeries, Malaniak 
says.

“People tend to put their health on 
the back burner when it comes to pay-
ing out of pocket,” she notes.  n

EXECUTIVE SUMMARY

Research shows that aesthetic surgery conducted by accredited sites results 

in very few complications, regardless of whether surgery is performed in an 

office-based site, an ASC, or a hospital-based surgery site.

• Complication rates for office-based surgery centers was 1.3%.

• Complication rates for ASCs was 1.9%.

• Complication rates for hospital-based surgery centers was 2.4%.

Research Finds All Settings for Accredited 
Aesthetic Surgery are Safe
Data also show uptick in ASC surgeries

A new study shows that patients  
 experienced very few complica-

tions post-aesthetic surgery, regardless 
of whether the surgery was performed 
in an office, at an ASC, or in a hospi-
tal. The data were collected only from 
accredited surgery sites.1

The study showed that compli-
cation rates in office-based surgery 
centers was 1.3% vs. 1.9% in ASCs 
and 2.4% in hospital-based surgery 
centers.1

“The data suggest there is a differ-
ence between settings,” says Kent K. 
Higdon, MD, FACS, associate pro-
gram director and assistant professor 
in the department of plastic surgery at 
Vanderbilt University Medical Center 
in Nashville, TN.

The findings likely do not suggest 
a causal relationship in which office-
based surgery is safer, but perhaps 
suggest that surgeons are doing a 
good job of sending patients to the 
surgery setting that would work best 
for them. So the patients with comor-

bid conditions might be scheduled 
for surgery in a hospital-based setting 
because their surgery could have a 
higher risk of complications, Higdon 
explains.

For patients with less risk of 
complications, an ASC is a more eco-
nomical choice, as is the office-based 
surgery, he adds.

The study’s findings were not a 
surprise, Higdon notes.

“We expected the data would 
demonstrate there were low complica-
tion rates, and this paper confirms 
this,” he says. “We expected to find 
that the top two complications were 

hematoma and infection.”
The study was particularly interest-

ing because it involved only accredited 
surgery sites, and it compared board-
certified plastic surgeons performing 
the same procedures, says Hector 
Vila, Jr., MD, an anesthesiologist in 
Tampa, FL. Vila’s commentary about 
the study also was published.1

“The reason I wrote an editorial 
is because I did an article in 2003, 
showing that office surgeries were 10 
times riskier,” Vila says. “The offices in 
the study I did were not accredited, so 
one of the main points in my editorial 
was that if it’s an accredited office, it 
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basically is no different than a hospital 
or surgery center — it doesn’t matter 
where you do the surgery.”

It’s the accreditation that matters 
to ensure safety, he adds.

“There’s a potential of it being 
even safer in the office, and maybe 
that’s because in the office, there’s less 
chance of infection spreading, but we 
can’t say for sure,” Vila says.

Studies like Higdon’s are important 
to add to the collection of evidence 
that informs standards and policies. 
“We need evidence-based standards,” 
Vila says. “If you can’t prove it helps 
patients, then you shouldn’t be 
required to do it because it makes 
things more expensive, and we’re in a 
healthcare funding crisis.”

For two decades, plastic surgeons 
have been moving away from hospital 
settings to performing surgeries in 
ASCs or office-based centers, where 
the same surgeries can be performed 
for less money. The study found that 
between May 2008 and April 2013, 
hospital-based surgeries decreased 
from about 29% to 23%. In the same 
time period, office surgeries remained 
steady at 16%, and the percentage 
of surgeries performed in ASCs grew 
from about 54% to nearly 60%.1

“The cost of surgery in hospitals 
has increased over time,” Higdon 
notes. “Patients can receive the same 
high level of care in an ambulatory 
surgery center, which is more cost-
effective, and it makes sense as people 
increasingly seek cosmetic surgery.”

The Workers Compensation 
Research Institute (WCRI) in 2014 
conducted a study, titled “Comparing 
Payments to Ambulatory Surgery 
Centers and Hospital Outpatient 
Departments,” that found that 
payments for common workers’ 
compensation surgeries conducted 
at ASCs were less expensive than 
hospital outpatient surgeries, although 
there are some exceptions. (More 

information on the study can be found 
at: http://bit.ly/2lSTACE.)

The question the study authors 
sought to answer was whether this 
shift away from hospitals resulted 
in more surgical complications and 
infections.

Using very robust data, researchers 
wanted to conduct a prospective 
data study that compared surgeries 
and surgery-related problems across 
settings. “Nobody has done this 
research to this point, except for 
smaller studies with limitations,” 
Higdon says.

The prospective data used in the 
study included information about 
183,914 procedures for 129,007 
patients. It was gathered from a 
database from CosmetAssure, a 
company that provides insurance to 
cover aesthetic surgical complications.1

The database includes only board-
certified surgeons eligible for Cos-
metAssure membership. Candidates 
for membership must pass a written 
test and have high technical and ethi-
cal skills, Higdon says.

CosmetAssure provides insurance 

to patients to cover aesthetic surgi-
cal complications that might not be 
covered by standard insurance and 
might otherwise require the patient to 
pay out of pocket. Patients pay a small 
premium for the mandatory coverage 
at many aesthetic surgery centers.

The database is huge and has been 
cross-validated by other organiza-
tions, including Tracking Operations 
and Outcomes for Plastic Surgeons 
(TOPS).

“Cosmetic surgery routinely is 
not covered by insurance, so this is a 
different cohort than other ambula-
tory surgery data, such as ENT and 
orthopedic,” Higdon says.

Higdon and co-investigators 
reviewed the data for differences be-
tween patients treated in office-based, 
ASC, and hospital-based settings. 
They found that the top two surgeries 
for both office and ASC settings were 
breast augmentation and liposuction; 
for hospital-based surgery centers, the 
top two were breast augmentation and 
tummy tuck/abdominoplasty, Higdon 
says.

The take-home message of the 
study’s findings is that surgery centers, 
including ASCs, have an extremely 
low risk for complications, Higdon 
says.

Also, office-based surgery centers 
are a reasonable alternative to ASCs 
and hospital surgery centers, he says.

“But triage has to be at the discre-
tion of plastic surgeons,” Higdon says. 
“There can be a decrease in cost and 
better patient satisfaction without 
compromising safety.”  n

REFERENCE
1. Gupta V, Parikh R, Nguyen L, et 

al. Is office-based surgery safe? 

Comparing outcomes of 183,914 

aesthetic surgical procedures 

across different types of accredited 

facilities. Aesthet Surg J 2017;37: 

226-235.

“PATIENTS CAN 
RECEIVE THE 

SAME HIGH LEVEL 
OF CARE IN AN 
AMBULATORY 

SURGERY 
CENTER, WHICH 
IS MORE COST-

EFFECTIVE, AND 
IT MAKES SENSE 

AS PEOPLE 
INCREASINGLY 

SEEK COSMETIC 
SURGERY .”
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Reader Feedback: ‘Here Are the Things I Notice’
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

I love feedback from readers. “Things 
I Notice,” which ran in the March 

issue, drew lots of attention. While 
I tried to reply to as many responses 
as I could, I received more than 250 
emails, so if I missed you, I will con-
tinue to reply.

The comments were, as expected, 
polarized.  But I was a little surprised 
at the overwhelming emails of sup-
port for my comments and obser-
vations. I have listed things that I 
noticed from last month, below, and 
excerpts from reader feedback. It is 
always helpful to see where you stand 
among your peers:

1. “Your facility is overstaffed 
by at least 10%.” Almost everyone 
agreed. Most commenters confided 
they had more staff than needed for 
a normal surgical schedule, but they 
admitted that they have “extra” staff 
employed in case of increased activ-
ity, staff with flu or other illness, 
maternity leaves, surgeon requests, 
etc. Many respondents agreed that 
no one in management seemed to 
notice or complain. When you are 
making money, you can do just about 
anything, but when you are not, you 
cannot do anything.

2. “Your inventory is too large.” 
No one disagreed except to say they 
had very little storage area to put the 
supplies.

3. “Most of your staff is insensi-
tive to patient needs and rude when 
questioned by patients.” Although 
some agreed with this, most didn’t 
feel that was the case at their facili-
ties. Comments like, “Every one of 

our patients is treated with respect 
and dignity,” and “We have had more 
negative comments by patients than 
normal,” were common. However, 
with rare exception, most believed 
they had more work to do in this 
area. Some took offense at the state-
ment and chastised me for it, but 
most commenters believed their staff 
is overworked and sometimes short 
on courtesy to family members who 
complain about waiting time, etc. 
(See my response next month’s SDS on 
“Requiring your patients to come to 
your facility two hours before surgery is 
ridiculous.”)

4. “Most of your professional 
staff is underpaid.” No one 
disagreed. There were three comments 
from receptionists who believe 
they are underpaid and should be 
considered part of the professional 
staff. The short answer is to go back 
to school and become licensed if you 
want to run with the pack. The long 
answer is that receptionists, even 
though they are not professional 
or licensed, have an important 
role to play in the success of their 
centers, and they should be paid 
appropriately.

5. “Your waiting rooms are 
third-world environments.” This 
point elicited no comments at all. I 
don’t know why that didn’t strike a 
nerve. I have been in some very nice 
waiting rooms, but they are rare. 
Most leave it to the outside cleaning 
staff, but someone should be assigned 
to walk through the waiting rooms 
once a day to make sure they are 

acceptable.
6. “Anesthesia will not help 

you in cost control.” There was 
overwhelming agreement, except 
from one anesthesiologist who is in 
charge of cost control for a facility.

7. “If you charge your patients 
to park while they use your facility, 
you are cheap and gouging them.” 
This drew the ire of, I think, senior 
managers from several hospital 
systems. They made attempts to 
justify why the charge is necessary 
and that it is outsourced to other 
companies (not the hospital) and 
other lame excuses. There was 
overwhelming support from surgical 
staff and three patients (apparently, 
a copy of SDS was in the waiting 
room), which I thought was very 
cool.

8. “Surgeons make no money 
between room turnover or waiting 
for delayed cases.” This was 
supported by a couple of dozen 
doctors who basically said that they 
don’t think that staff understands that 
they are the only people not being 
paid during these down times. Most 
other comments were attempted 
justifications for delays. Same old 
excuses for inefficiency.

9. “Most ‘pre-op’ testing is 
revenue-based and not in the 
patient’s interest or for their 
protection.” This statement irritated 
some, but not that many. Most 
agreed that spending $350 on pre-
op lab work for a 10-minute local 
anesthesia for cataract removal and 
other minor procedures is ridiculous. 
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Here’s a quick reminder that pre-op 
testing protocols typically fall under 
anesthesia and not the facility. It’s 
always nice to know where to point 
the finger.

10. “Hospitals offer no time 
incentives for their staff to turn 
over rooms quickly and start cases 
on time.” There were no negative 
responses except from hospital staff 
members who don’t understand why 

incentives cannot be offered. Several 
hospital department heads said that 
they do offer incentives, but the 
incentives they cited didn’t sound like 
incentives to me — more like just 
“feel-good chatter.”

Space will not allow response to all 
19 of the “Things I Notice,” but I will 
do that next month.

Again, thanks for all the feedback. 
It’s nice to know people are reading 

and responding, and it’s all I can ask.
Earnhart & Associates is a 

consulting firm specializing in 
all aspects of outpatient surgery 
development and management. 
Earnhart & Associates can be reached 
at 5114 Balcones Woods Drive, Suite 
307-203, Austin, TX 78759. Phone: 
(512) 297-7575. Fax: (512) 233-
2979. Email: searnhart@earnhart.
com.Web: www.earnhart.com.  n

ASC Patients Do Well Without IV Acetaminophen, 
Study Shows
Length of stay is not higher

R esearchers found that when 
IV acetaminophen (APAP) 

was removed from the ambulatory 
surgical setting formulary, there was 
not an increase in post-anesthesia care 
unit length of stay (LOS), although 
postoperative pain might have been 
higher.1

The ASC routinely used IV 
APAP for all eye, ear, nose, or throat 
(EENT) procedures because providers 
thought the drug would improve 
recovery and decrease post-anesthesia 
care unit length of time.1

Although opioids were the 
primary analgesics for post-operative 
pain control, this changed in recent 
years due to opioids’ adverse effects 
of central nervous system and 
respiratory depression.1

“Usually after surgery, patients 
were given an opioid, like morphine, 
and those can be sedating,” says Asad 
Patanwala, PharmD, a researcher 
with the University of Arizona 
College of Pharmacy in Tucson.

The price of IV APAP doubled, 
bringing the total cost of analgesics 
with IV APAP to 15 times the cost of 
analgesics without it. The total cost 
of analgesics that included IV APAP 

was $15 vs. $1 for the non-APAP 
analgesics, Patanwala says.

Other adjunctive agents included 
oral APAP, lidocaine, ketorolac, 
and ketamine. Nonsteroidal anti-
inflammatory agents and rectal APAP 
were not used.1

“These analgesics don’t cost 
a lot of money,” he says. “Only 
acetaminophen contributed to the 
cost.”

The pharmacy formulary 
committee, including pharmacists 
and other members, reviewed the use 
of IV APAP as part of ongoing efforts 
to improve cost-effectiveness.

“We had to remove the 
intravenous acetaminophen from 
the formulary in July 2014 due 
to an increase in the price of this 
medication,” says Moteb Khobrani, 
PharmD, a research scholar with the 
University of Arizona.

“In this circumstance, it was 
removed from the formulary because 
we didn’t think there was evidence to 
support its use,” Patanwala says.

“The physicians who used 
this medication argued that this 
medication would decrease length 
of stay and decrease the opioid 

consumption,” Khobrani says.
A literature review did not 

produce enough data to support 
the use of APAP for the purpose of 
reducing LOS, so researchers designed 
the retrospective cohort study to see if 
APAP did reduce LOS.

“It’s a good practice to evaluate 
what happens when you make a 
change, especially when there isn’t a 
lot of literature out there,” Patanwala 
says.

There were two groups of 87 
patients who received an EENT 
procedure at the ASC. One group 
received the IV APAP and the other 
did not. The EENT population was 
chosen, in part, because it was the 
only population in which IV APAP 
was used routinely, from January 
2014 until July 2014, when it was 
removed from the formulary.1

Also, the non-APAP group 
contained more patients with 
coronary artery disease, chronic 
obstructive pulmonary disease, and 
anxiety disorders than the APAP 
group. Most of the patients in the IV 
APAP group received a single dose of 
1,000 mg APAP intravenously. The 
median length of stay was 66 minutes 
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in the APAP group and 71 minutes in 
the non-APAP group.1

Researchers found that one reason 
the LOS was not lower with the IV 
APAP group was because using IV 
APAP did not lead to less opioid 
consumption. This belied the theory 
that APAP usage reduces opioid 
consumption, leading to decreased 
recovery time.1

“The study’s results showed that 
the non-use of acetaminophen did 
not influence length of stay. It was 
similar,” Patanwala says. “There did 

appear to be more pain without the 
intravenous acetaminophen, and 
that’s a meaningful finding.”

The increased pain could be the 
result of other pain agents not being 
optimized. “Some of the other agents 
were not being used to the extent they 
could have been used,” Patanwala 
notes.

“The only advice I’d give to 
centers, based on this data, is if 
you’re not using IV acetaminophen, 
it’s worth making sure patients are 
getting adequate amounts of other 

analgesics to make sure pain control 
does not decline,” Patanwala says.

Patients could receive an oral form 
of APAP before surgery to help keep 
pain levels lower, he adds.  n
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Consumers Can Check Website for Names 
of Best and Worst Surgeons

A nonprofit consumer group in  
 late February released the names 

of surgeons who have the nation’s 
best and worst outcomes in major 
surgeries.

The Consumers’ Checkbook/Cen-
ter for the Study of Services com-
piled the list based on its analysis of 
detailed federal records and informa-
tion, including the following:

• How often did the surgeon’s 
patients die in the hospital or within 
90 days of hospital discharge?

• How many serious complications 
did the surgeon’s patients experience 
in the hospital?

• Did the surgeon’s patients need 
to be readmitted to the hospital with-
in 90 days of discharge for problems 
connected to the surgery?

The group highlighted the need 
for transparency because of the 
200,000 medical error deaths that 
occur annually in the United States. 
The organization also noted that it 
spent years suing the government for 
release of the information and finally 
received data of more than 5 million 
surgeries performed by 50,000 
doctors.

Available for view at no charge, the 
surgeon ratings are divided by surgery 
type and geographic area. They’re 
available at: www.checkbook.org/
surgeonratings.

The analysis included the 
following surgeries:

• angioplasty or pacemaker 
surgery,

• aortic or lower extremity vascular 
surgery,

• carotid endarterectomy or 
angioplasty,

• femur fracture repair,
• gallbladder removal surgery,
• gastric/bariatric (obesity) surgery,
• heart valve or heart bypass 

surgery,
• hip or knee replacement surgery,
• lung surgery,
• major bowel surgery,
• prostatectomy/cystectomy/

nephrectomy, and
• spinal cord exploration and spine 

fusion surgery.
The organization reported that 

for total hip and knee replacement, 
where deaths are rare, the best-rated 
one-tenth of surgeons had overall 
bad outcome rates of less than 10%. 

These included deaths, complications, 
and readmissions. By contrast, the 
worst-rated one-tenth had overall bad 
outcome rates of 24% or more.

The organization said the dif-
ferences between top and bottom 
surgeons is dramatic, even when tak-
ing into account the frailness of their 
patient populations.

Touting itself as a meaningful 
information site, the organization also 
provides data about the hospitals at 
which the top-performing surgeons 
work and how well those hospitals 
perform.

“The more information we have, 
the stronger our ratings are,” said 
Robert Krughoff, Checkbook’s presi-
dent, in a news statement.

“With this new installment of 
data, we are even more confident that 
we will be able to help many thou-
sands of patients avoid unnecessary 
deaths and other bad outcomes, and 
the information will help doctors 
improve.”

Consumers’ Checkbook also 
provides GuidetoHospitals.org, 
GuidetoTopDoctors.org, and 
HealthPlanRatings.org.  n
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CME/CE INSTRUCTIONS

CME/CE QUESTIONS

1. Which of the following is not 

one of the new methodologies 

for paying physicians under 

the Medicare Access and CHIP 

Reauthorization Act of 2015 

(MACRA)?

a. The Merit-based Incentive 

Payment System (MIPS)

b. Advanced Alternative Payment 

Models (APMs)

c. Sustainable growth rate (SGR) 

formula

d. All of the above are new 

methodologies.

2. Which of the following is a 

metric in MIPS?

a. Quality

b. Improvement activities

c. Advancing care information

d. All of the above are metrics in 

MIPS.

3. In a recent study, researchers 

found that patients experienced 

very few complications post-

aesthetic surgery, regardless 

of where the surgery was 

performed between the choices 

of office, ASC, and hospital. All 

sites had which of the following 

in common?

a. All were not-for-profit surgery 

centers.

b. All were accredited surgery 

sites.

c. All had patients under age 65.

d. All had Medicare patients.

4. When an ASC removed one pain 

medication from its formulary, 

the change reduced costs, but 

did not result in an increase 

in length of stay, according to 

a recently published article. 

Which of the medications was 

the drug that was removed?

a. Lidocaine

b. Ketorolac

c. IV acetaminophen

d. Ketamine


