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Leaders Seek Balanced View  
of Surgery Center Safety Records
ASCs point to statistics amid bad publicity

Ambulatory surgery center (ASC) 
officials are clamoring for a  
 more balanced view after a re-

cent USA Today article highlighted tales 
of patient deaths following outpatient 
surgery. Reeling over the potential loss 
of goodwill, ASC executives point to 
quality and safety statistics that paint a 
more complete picture of overall surgery 
success rates.

ASC leaders are working to share the 
many positive outcomes from surgery 
in their centers to balance what they say 
is a misleading impression left by these 
tragic stories in the March 2 article 
(https://usat.ly/2F7RrRn). They want 
prospective patients in their communi-
ties to know how safe outpatient surgery 
actually is and to compare the risks with 
those from surgery in hospitals.

“My first impression when I saw 
the USA Today article was they did 
a disservice to ambulatory surgery 
centers,” says Trista Sandoval, vice 
president of business development and 
physician relations at Pinnacle III LLC 

in Lakewood, CO. “While the deaths 
they cited were a tragedy, many of the 
allegations are under review or were 
never proven.”

It’s difficult to compare safety results 
between surgical settings because no 
organization collects all the data needed 
for an exact comparison. But data from 
two major sources suggest that surgical 
adverse events are uncommon in ASC 
settings, and deaths are very rare.

A Medicare Payment Advisory Com-
mission (MEDPAC) report to Congress 
in March 2017 says that 5,500 ASCs 
treated 3.4 million Medicare benefi-
ciaries in 2015. Noting that hospital 
outpatient departments tend to treat 
more medically complex patients than 
ASCs, the MEDPAC report found the 
average risk score for ASC patients to be 
1.13 compared with 1.57 for patients of 
hospital outpatient departments.

Medicare patients make up about 
one-third of all ASC patients, so the 
overall number of ASC patients is 
more than 10 million per year. Of the 
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Medicare cases, 1.1% resulted in a 
hospitalization within three days of 
discharge from surgery (http://bit.
ly/2q2vIjX).

Also, the ASC Quality Collabo-
ration’s latest data on all patients 
admitted to the hospital after being 
discharged from an ASC were about 
one person in 1,000 ASC admissions 
(http://bit.ly/2JhA4M4).

Based on research conducted by 
the USA Today Network and Kai-
ser Health News, the recent news 
article highlighted 260-plus deaths 
since 2013 associated with ASCs. It 
did not compare deaths post-ASC 
surgery with deaths after surgery in a 
hospital. Researchers in one hospital 
found the postoperative mortality 
rate 30 days after inpatient surgery 
was 2.1% in a 2008 study (http://bit.
ly/2q7uDqz).

Expressing the viewpoint that 
measurement scores provide needed 
context for the tragic anecdotes 
in the news, Ambulatory Surgery 
Center Association (ASCA) CEO 
Bill Prentice advocates looking at 
the data to find specific areas for 
improvement at individual sites of 
service.

“There are a handful of bad actors 
in every site of service, and there 
are unfortunate errors that occur 
in every site of service that we all 
need to know about,” he says. “We 
need a system that makes that more 
transparent because current report-
ing does provide actionable informa-
tion.”

ASCA made accurate information 
and facts about ASC safety and qual-
ity available to its members before 
the article was published.

“We did a lot of work in prepara-
tion, knowing this story was coming 
and knowing in all likelihood that it 
would be reckless,” Prentice notes.

“We do not have the reporting 
framework we need in healthcare, in 

general,” Prentice explains. “We need 
to ensure patients have all the infor-
mation they deserve to determine 
where to get care.”

He supports asking regulators to 
help fix the problem of reporting 
gaps across all types of healthcare 
providers.

Although looking only at patient 
deaths does ASCs a disservice, there 
is continued need for surgery centers 
to take safety issues very seriously, 
says John Goehle, MBA, CPA, 
CASC, chief operating officer of 
Ambulatory Healthcare Strategies, 
a surgery center consulting firm in 
Rochester, NY.

Surgery centers also need to com-
municate their safety and quality 
activities to their patients.

If news stories prompt questions, 
staff can provide more information 
to emphasize provider expertise, 
safety measures, and continual 
training. 

“When a patient comes in with 
concerns, staff should express under-
standing,” Goehle suggests.

Explain that there’s a lot more in-
formation about the ASC’s care and 
patients will get quality treatment at 
the surgery center, he adds.

The ASCA published its response 
to the USA Today article on its 
website March 2. Noting that the 
newspaper and Kaiser Health News 
focused on 260 adverse events al-
leged to have occurred as a result of 
ASC care over the past five years, the 
association asserted in its response 
that the article should have noted 
that ASCs safely performed many 
millions of procedures over that time 
period (http://bit.ly/2GdNk5T). 

“The implication that ASCs 
somehow pose a higher level of risk 
to the patients they serve is false and 
unsupported by both data and the 
medical literature,” the statement 
says.  

mailto:CustomerService@AHCMedia.com
mailto:Groups@AHCMedia.com
http://bit.ly/2q2vIjX
http://bit.ly/2q2vIjX
http://bit.ly/2JhA4M4
http://bit.ly/2q7uDqz
http://bit.ly/2q7uDqz
http://bit.ly/2GdNk5T


50   |   SAME-DAY SURGERY® / May 2018 SAME-DAY SURGERY® / May 2018   |   51

Tips for Improving an ASC’s Public Image
Act transparently and highlight positive outcomes

ASC directors and physicians 
can act proactively in build-

ing a positive public image for their 
center. There’s no need to wait until 
bad news occurs or a disaster strikes 
to think about public relations. Below 
are some strategies for promoting an 
ASC in the community and answer-
ing patient and public worries after 
negative media coverage:

• Write a letter to patients. After 
negative media coverage, some ASCs 
might send patients a letter or make 
one available when they enter the 
surgery center. Its first paragraph 
could reference the recent USA Today 
story about ASCs. The letter also 
might note that not all the safety facts 
and information were included in the 
article. 

Providing details of that missing 
information might be helpful, says 
Trista Sandoval, vice president of 
business development and physician 
relations at Pinnacle III.

“The surgery center could say, 
‘Here’s what we’d like you to know: 
Most surgery centers are highly 
regulated by the state and federal 
government. We report to the Centers 
for Medicare and Medicaid Services 
[CMS] annually, which reviews pa-
tient outcomes and experiences. We 
report on quality measures. We con-
duct investigations and implement 
corrective action plans,’” she explains. 
“The letter can go into how our 
nurses and physicians are licensed and 
board-certified and what that means 
for patient care.” The letter also might 
outline the ASC’s risk of infections 
and encourage anyone with concerns 
to ask to speak to the administrator.

• Explain the center’s safety drills 
and training procedures. “Statistics 

aren’t as helpful to our patients, so 
we show the training we put staff 
through so they can see what happens 
in an emergency,” says John Goehle, 
MBA, CPA, CASC, chief operating 
officer of Ambulatory Healthcare 
Strategies.

Surgery centers rarely experience 
an emergency. The best way to prac-
tice for one is by conducting a drill 
and handling any issues that arise, he 
says.

“For example, we did a drill where 
the doctors opened up a code cart and 
simulated having a patient in cardiac 
arrest,” Goehle recalls. “The doctor 
reached for a trach set to intubate the 
patient and found everything disorga-
nized — all thrown at the bottom of 
the cart.”

The emergency drill became a 
quality improvement project. The 
ASC reorganized the cart to make it 
easier for doctors to use.

“The patient would have survived 
— even if we had to bend down to 
get the equipment, but we found 
a way to make it faster and more 
convenient,” Goehle reports.

Surgery centers managed by Pin-
nacle III tout their track records of 
patient safety, Sandoval says.

“We let patients know that we are 
meticulously regulated by oversight 
bodies and undergo rigorous accredi-
tation, which puts safety first and 
foremost,” she says. “ASCs can high-
light these credentials and emphasize 
safety. And they should be open to 
talking with their patients about it.”

ASC staff can explain to patients 
what it means to employ physicians 
who are board certified and a facil-
ity that is credentialed, she says. “It 
helps patients feel comfortable about 

the care they receive at the center,” 
Sandoval adds.

• Explain to patients how 
transfers work. One of the confusing 
things in the USA Today article about 
adverse outcomes in ASCs was the 
suggestion that an ASC has somehow 
failed when surgery patients are 
transferred to EDs, says Bill Prentice, 
CEO of the Ambulatory Surgery 
Center Association (ASCA).

“It leaves readers with the idea that 
any transfer is a bad transfer,” Pren-
tice says. “But many transfers occur 
before surgery. A patient might have 
an elevated heart rate, and the doctors 
say this should be looked at before we 
perform the surgery.”

This nuance between transfers that 
happen before surgery and those that 
occur during or after surgery is not 
clear to the general public, and physi-
cians can explain how this works if a 
patient asks questions about transfers.

• Prepare an action plan. Surgery 
centers should appoint a person to 
handle public relations when there’s 
a disaster or bad publicity. The 
administrator or director of opera-
tions could be in charge. This person 
should use information provided by 
the ASCA and other ASC organiza-
tions, Sandoval suggests.

“In times like this, you need a 
united front. Having the industry 
behind you is important,” she says.

The administrator should set up 
an action plan that includes provid-
ing front-line staff with answers and 
preparing them to properly deal with 
patients’ concerns and questions, she 
says.

“Ensure your messaging targets 
patients’ concerns,” Sandoval says. 
“Front desk staff could hand patients 
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a letter, for example.” Or, they could 
be trained to respond with words that 
are simple and honest, such as, “Yes, 
we’re aware of recent news that has 
been cited. We value quality and wel-
come inquiries on safety measures,” 
she says.

ASC surgeons could tell patients 
about the center’s own record of safe-
ty and quality, as well as the industry’s 
record, Prentice suggests.

“ASCs perform more than 20 mil-
lion procedures and the overwhelm-
ing majority of their patients have 
safe, high-quality experiences,” he 
says. “The fact that so many patients 
have put their trust in ASCs over the 
years and have been rewarded with 
the outcome they expect is the actual 
barometer of safety and quality in 
surgery centers.”

• Collect metrics. ASCs that are 
accredited already are collecting the 
kind of data and metrics that demon-
strate their safety and quality. Accred-
ited surgery centers should be using 
their data to make improvements, 
Sandoval says.

“If you have not collected that 
data, now is an opportune time to 
become better,” she adds. “Collect 
data on safety measures, such as in-
fection rates and hospital transfers.”

ASCs also can benchmark their 
safety and quality metrics against 
other surgery centers, Prentice 
suggests.

“With clinical, operational, and 
financial issues, they can benchmark 
themselves and make sure they’re 
staying at the top of their game,” 
Prentice says.

ASCs need even more opportuni-
ties and incentives to collect data, 
which is why the ASCA lobbied 
to create a CMS Medicare quality 
reporting program, he says.

“We wanted a neutral database to 
collect measures on what everyone 
agrees is important so we can learn 

from that,” Prentice says. “Now, we 
need a more comprehensive way of 
using these measures and using this 
data.” 

The ideal regulatory change would 
direct hospital quality reporting 
programs, physician quality reporting 
programs, hospital outpatient surgery 
programs, and others to collect many 
of the same metrics so the data are 
no longer isolated, Prentice says, 
adding that this change would make 
it possible to compare across sector 
services. 

Also, CMS should gather more 
outcomes metrics in the data it col-
lects from hospitals. Currently, most 
of the data collected relate to process-
es, such as whether a certain activity 
was performed within a certain time 
frame.

“We report more outcomes 
measures than do hospital outpatient 
surgery centers,” Prentice says. “It 
makes no sense to me that both are 
not reporting on the same measures.”

• Try positive branding efforts. 
“Positive publicity reflects on a 
company’s culture and brand image,” 
Sandoval says. “We host commu-
nity talks and highlight, from an 
educational standpoint, the types of 
procedures that can be performed in 
ASCs. We want people to have a clear 
understanding of who we are and 
what we’re doing.”

Community talks can be centered 
around awareness months, such as 
colon cancer awareness month in 
March, Sandoval suggests. 

“Some colonoscopy practices will 
hold talks and let patients know the 
importance of getting their colon 
screened.”

It’s important to present simple 
educational messages, including 
telling people why they should 
undergo screening for colon cancer, 
giving them statistics, and noting that 
the surgery center is an appropriate 

place to undergo such a screening 
procedure, she adds. Surgery centers 
can improve branding through their 
own website and by posting their 
center’s positive news about awards, 
credentials, accreditation, and safety 
and quality outcomes. They can post 
information about their participation 
in any upcoming health fair and 
community activities.

“Anytime we introduce a new ser-
vice, like new GI procedures, or new 
equipment, we call local newspapers 
and TV stations to talk about it and 
say this is the newest procedure here,” 
Goehle says. “Participate in health 
screenings and health information 
fairs. Have a table at the local health 
fair and give out handouts with your 
logo and pictures of your facility.”

Social media can be useful, too. 
For instance, Goehle uses LinkedIn 
to air a podcast about the ASC 
industry.

“Some ASCs invest in social me-
dia outlets,” Sandoval says. “Be con-
sistent with your messages. Have one 
or two trusted individuals monitor-
ing it to keep messaging consistent.”

The goal is to educate patients 
about the surgery center’s vision, mis-
sion, and values, she adds.

• Maintain persistent 
maintenance. “The strategy is to 
sustain persistent maintenance, 
ensuring all aspects of the business 
are running appropriately. 
Consistently deliver the best patient 
experience possible” Sandoval says. 
“Make sure you have all the tools, 
processes, information, and know-
how to handle patient inquiries about 
safety.”

The ASC’s operational process 
should be tight, up to standards, and 
accredited, she adds. 

“There always will be bad public-
ity, but highlight the positive, and 
make sure you provide quality patient 
care.”  
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Disposing of Hazardous Waste and Drugs:  
A Confusing Challenge for ASCs
Complex rules and the involvement of multiple agencies muddy the water

Just about anyone can be mistaken 
or confused about the correct 

way to dispose of hazardous waste, 
hazardous drugs, and controlled 
substances. They might even be a 
little uncertain about the definitions 
of these terms.

“There is a lot of confusion 
around hazardous drugs vs. hazardous 
waste,” says Monica Livingston, 
senior implementation manager for 
PharmEcology Services at Waste 
Management Sustainability Services 
(WMSS) in Houston.

Soon, new guidelines from the 
United States Pharmacopeia (USP), 
in the USP 800, will be made 
official. They’ll outline how facilities 
handle hazardous drugs (https://bit.
ly/2pIAmCT). The USP 800 provides 
specifics on all aspects of hazardous 
drug handling. USP 800 is a section 
of standards that will be implemented 
on Dec. 1, 2019. The deadline had 
been June 2018, but it was extended, 
Livingston notes.

ASC administrators and staff 
should know the main definitions, 
regulations, and standards regarding 
hazardous waste, drugs, and 
controlled substances. Livingston 
provides some clarity:

• What is the difference between 
hazardous drugs and hazardous 
(medication) waste?

“In a healthcare setting, hazardous 
drugs to an employee would mean, 
‘I need to be protective of myself, 
me as a person, administering this 
drug,’” she says. “Chemotherapy is 
on this list. The National Institute 
for Occupational Safety and Health 
[NIOSH] produces a list of hazardous 
drugs every two years.” NIOSH 

provides six definitions of hazardous 
drugs, including carcinogenicity, 
organ toxicity, and reproductive 
toxicity, taking into consideration 
absorption through the skin, 
Livingston notes.

“Employees also could be at risk 
of inhaling it through their nose or 
getting it in their eyes,” she adds.

All employees who handle these 
hazardous drugs must follow NIOSH 
guidelines for wearing personal 
protective equipment (PPE), as well 
as deactivating, decontaminating, 
cleaning, spill control, and 
documenting the hazardous drug’s use 
and disposal.

On the other hand, hazardous 
waste takes into consideration what 
is hazardous to the environment, 
Livingston says. Hazardous 
pharmaceutical waste is defined 
by the Environmental Protection 
Agency’s Resource Conservation 
and Recovery Act (RCRA) laws and 
regulations. Not all hazardous drugs 
are also hazardous waste, but while 
only a few chemotherapy drugs are 
defined as hazardous waste, all are 
NIOSH hazardous drugs. Employees 
should follow safe handling and 
proper disposal.

Controlled substances are 
drugs that are listed by the Drug 
Enforcement Agency (DEA) as drugs 
that could be abused, and they’re 
treated differently — depending on 
whether they’re inventory vs. wastage.

“A couple of years ago, the DEA 
Drug Disposal Rule implied that 
all controlled substances not given 
to patients must be treated by 
incineration,” Livingston says. “It 
posed a humongous problem from 

an operational perspective.” The 
DEA published a clarification letter 
on Oct. 17, 2014, that distinguishes 
between inventory and wastage 
(https://bit.ly/2I58f8w). In healthcare 
organizations, a controlled substance 
is in the inventory of the licensed 
healthcare facility until the product 
is dispensed to a patient. Once it 
is taken out of inventory, then any 
leftover product is waste, which is 
no longer regulated by the DEA. It 
can’t be used for any other patient 
and must be rendered non-divertible, 
Livingston explains.

The DEA letter states that if a 
controlled substance “is not fully 
exhausted (e.g., some of the substance 
remains in a vial, tube, or syringe 
after administration but cannot 
or may not be used further), then 
the DEA registrant is obligated to 
destroy the remaining, unusable 
controlled substances, and record the 
destruction.”

The DEA also emphasizes 
that practitioners must record the 
destruction of pharmaceutical 
wastage.

“We were all surprised when 
the clarification letter came out 
because it leaves the onus of keeping 
all employees and the public safe 
from these drugs on the healthcare 
location,” Livingston says.

• What problems might ASCs 
face when disposing controlled 
substances waste?

There is always the possibility 
of medication diversion. If a nurse 
retrieves a controlled substance from 
the inventory, then gives only part 
of the drug to the patient, there is 
the possibility the remaining waste 

https://bit.ly/2pIAmCT
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product could be diverted. “Given 
that these items are highly abused and 
have street value, the industry must 
be aware of the risk, but the DEA says 
it’s out of their jurisdiction at that 
point,” Livingston says. 

Plus, some staff might throw away 
leftover medications in a hazardous 
waste container or a red sharps 
container because they don’t know the 
correct disposal process, she notes.

“If it’s disposed of somewhere 
that’s open, then someone can get 
their hands on it, and the patient 
population is at risk,” Livingston 
warns.

Some new companies provide a 
technological solution to disposing of 
controlled substances. One strategy is 
a drug deactivation pouch or device 
in which leftover product can be 
placed for neutralization. It mixes the 
controlled substance with chemicals 
that make it no longer useful as a 
drug. 

The end product does have to be 
disposed of as pharmaceutical waste, 
because it no longer poses a danger 

to the public and staff, Livingston 
explains.

• What should ASC staff wear 
when handling hazardous drugs?

In a surgery center, all staff 
handling a hazardous tablet must 
wear gloves. If the hazardous drug is 
liquid, then they need a gown and 
gloves, and perhaps goggles or a face 
mask, Livingston notes.

Most healthcare professionals 
know these rules apply to 
chemotherapy drugs. But there are 
medications on the hazardous drug 
list that they might not consider, such 
as steroids, she explains.

“Steroids would be bad for 
pregnant women to have come in 
contact with their skin,” she says. 
“There are more than 200 items they 
need to take into consideration for 
pregnant women or for staff that are 
immune-suppressed.”

The safest strategy is to review 
NIOSH’s list of drugs that are 
dangerous to employees (http://bit.
ly/2pxcymh). “It can be complicated 
and overwhelming,” Livingston says, 

noting that experts can help ASCs 
develop a compliance plan.

• If an ASC follows all federal 
health, safety, occupational, and 
environmental laws, will that keep 
the surgery center in compliance?

Unfortunately, in addition to all 
federal requirements, some states have 
created even stricter rules, Livingston 
says.

“The state has the authority to 
be stricter, so the healthcare facility 
has the responsibility to follow the 
highest level of regulations,” she 
says. “If the EPA has the higher level 
of regulations, the state follows the 
EPA.”

Also, keep in mind that it will be 
state inspectors the surgery center will 
see most.

Another area of compliance 
involves accreditation. Centers that 
are accredited must follow their 
accreditation body’s hazardous drugs 
and waste rules, as well as all federal, 
state, and local laws.  

ASCs That Don’t Negotiate for More  
Out-of-network Dollars Will Lose
Payers look for every advantage to avoid reimbursing at 100%

Three decades ago, ASCs didn’t 
have to negotiate to receive full 

reimbursement for out-of-network 
services. By definition, out of network 
meant that providers had not negoti-
ated a contracted rate for reimburse-
ments. Therefore, they should be paid 
100% of their rate.

But those days are gone. Now, pro-
viders have to negotiate with vendors 
used by payers to reduce the out-of-
network charges. These negotiated 
payment offers are single-case rate 

agreements. If ASCs are not actively 
involved in negotiating these rates, 
then they might end up with as little 
as 20% of their bill charges.

“Out of network should be reim-
bursed at 100% of charges because 
there is no contract, but over the 
years the payers have implemented 
all of these bill-minimization tactics,” 
explains Richa Singh, executive vice 
president of sales and account man-
agement at Collect Rx in Bethesda, 
MD. “If you can put together a 

strategy and have the resources, data, 
and time, then negotiations will be 
successful.”

Singh answers ASCs’ frequently 
asked questions about out-of-network 
collections. Here are some of the most 
frequently asked questions:

• What’s the number-one key to 
successful negotiations?

“The number-one key involves 
persistence and data,” Singh says. “It’s 
hard to get data, but everyone can 
control persistence.”

http://bit.ly/2pxcymh
http://bit.ly/2pxcymh
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Vendors make money from nego-
tiations for out-of-network costs, and 
they’re paid on a commission basis.

“They hope to send over the lowest 
reimbursement level, and they hope 
the provider forgets to do anything 
about it,” Singh says.

ASCs can combat that by using 
persistence and making collections of 
out-of-network bills a priority. Some-
one should be a designated negotiator 
at the ASC, and that person should 
make repeated phone calls to the 
vendor, if necessary.

“Respond to every letter, counter-
offer, and every email,” she says. “We 
call it a single case agreement.”

When appealing a payment, 
insurance companies will use delays 
and roadblocks, hoping providers 
will grow frustrated and give up. The 
answer to this is to not give up.

“The insurance companies are 
counting on the providers giving up 
or walking away from the negotiation, 
and if that happens, they basically 
win,” Singh says.

• How do payers determine what 
to pay a provider?

“The problem is that out-of-net-
work reimbursements are all over the 
place with, seemingly, no rhyme or 
reason,” Singh explains. “What pro-
viders don’t know is it’s not the insur-
ance company that decides on it, it’s 
the employer group who purchased 
that plan and determines what type of 
reimbursement their own employees 
get.” Employers who pay more for 
their policies will offer plans that pay 
more to providers.

“But if they pay less for the policy 
— and that’s what’s happening a lot 
recently because employers are cutting 
costs — then the provider gets reim-
bursed lower,” Singh notes.

ASCs must collect data about the 
charges. For example, the same insur-
ance company might have paid at 
80% on an identical case six months 

before. Now, the company wants to 
negotiate 50%. With data, an ASC 
can make the case that 80% is what it 
should be paid.

“I’ve only met two providers who 
have kept track of their negotiations,” 
Singh says. “Data is another key to 
weave into negotiations.”

The third-party vendors keep 
their own data and use it to obtain 
the lowest reimbursement from 
ASCs, she notes. “They keep track of 
everything that’s negotiated, so they 
know that Mary at the office gives 
40% discounts, while Bill gives 50% 
discounts,” Singh says. “So, they’ll try 
to get Bill on the phone instead of 
Mary.”

• Why should I negotiate offers 
from third-party vendors when 
I expect to be paid 100% of bill 
charges?

“In a perfect world and in the 
early 1990’s, this is how it used to 
be,” Singh says. 

But now, insurers will reimburse 
providers at only a fraction of the 
charge, and if providers do not 
negotiate, then payers will price it at 
whatever they want, which typically 
is close to Medicare rates and not 
100%, she explains. This leaves ASCs 
with two difficult choices: spend staff 
time and energy negotiating and 
persevering, or don’t negotiate and 
receive a far worse reimbursement.

“These negotiations occur before 
the payer makes a payment to the 
provider,” Singh says. “Basically, if 
you just say you expect to receive 
100% reimbursement, the third-party 
vendor will take the case back to the 
insurance company and have them 
price it at whatever they want.”

• Won’t negotiating aggressively 
ruin my relationship with third-
party vendors?

Vendors employed by insurance 
companies make money off the 
discount they negotiate — and they’ll 

pull all kinds of tricks to ensure the 
biggest discounted rate.

“They literally will make it seem 
like they’re best friends with the pro-
vider,” Singh notes.

Here’s one example: A negotia-
tor for the third-party vendor would 
research a provider’s business office 
manager on social media.

“She found out the business office 
manager loves shoes, so the negotia-
tor looked up shoes before calling her, 
and then called and talked with her 
about shoes for 10 to 20 minutes,” 
Singh recalls. “Then, the negotiator 
reimbursed the provider at 20% of 
their bill charges.”

It’s manipulative, but this is how 
the negotiator and her employer are 
paid — by obtaining as low a reim-
bursement as possible, Singh says. 
“They’re compensated on how much 
money they save their clients, the 
insurance companies.”

ASCs are not their customers, the 
customer is the insurance company, 
and ASCs should not forget this. 
Even when ASCs hire a contractor to 
handle these negotiations for them, 
the third-party vendors will try to 
find a way around that relationship. 

“One of our negotiators used to 
be a vendor on the other side of the 
insurance company, and she would 
sabotage us, using the sweetest little 
voice where you could believe any-
thing she says,” Singh says. “She’d tell 
our clients, ‘I tried to call CollectRx 
five times and they never responded. I 
think you’re too small for them,’ and 
she had not tried to call us once.”

When working with a collection 
contractor, ASCs should be sure to 
refer all calls to the contractor and ig-
nore what the vendors say. “We know 
the tactics they’re playing,” Singh 
adds. “It keeps you on your toes.”

• Is it better to decline an offer if 
you think the reimbursements are 
too low?
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“Yes and no,” Singh says. “It de-
pends on the policy type and how it 
would be reimbursed otherwise.”

This is where an ASC needs data. 
“It’s important to keep track of the 
different insurance companies you’re 
negotiating with,” she says. “Some-
times, you will have to accept a lower 
amount if the policy is limited, like if 
it allows 110% of Medicare.”

If the policy says ASCs have to 
accept the usual and customary rate, 
this is a vague term that is open to 
interpretation and negotiation, she 
notes.

“If the policy says reimbursement 
is based on usual and customary, then 
payment is whatever they say it is,” 
Singh explains. “So, you need to have 
data to prove, ‘Hey, no, this is what 
you decided was usual and customary, 
but last time you reimbursed this type 
of case at X, and this time you’re try-
ing to give us a much lower amount.”

When Singh discusses this topic 
at national conferences, it’s typically 
at this point that someone will shout 
out, “Why would I ever want to be 
out of network?”

Her answer is, “That’s my point. 
It’s difficult. It used to be easier, and 
people think it should be easy, but it’s 
not anymore.”

Insurance companies have gotten 
tougher on out-of-network costs, and 
ASCs must be more persistent.

“In the end, it will make you more 
money with significantly higher-than-
network rates and Medicare rates, and 
that’s why someone would want to be 
out of network,” Singh says.

But it’s not as easy as it once was.
• Why take the trouble to nego-

tiate when the ASC doesn’t encoun-
ter that many out-of-network cases?

Some ASCs will not care because 
they don’t see volume in this area. But 
suppose the ASC handles 300 cases 

per month, five of which are out of 
network, Singh asks.

“We tell them to always negotiate 
out-of-network bills because the op-
portunity to increase the reimburse-
ment is so wide,” she says.

For example, suppose each out-
of-network case is worth $10,000. 
By not taking time to negotiate, the 
ASC is offered 20% and accepts only 
$2,000 per case for a total of $10,000 
out of the $50,000 in surgery services. 
But if the ASC employs a strong ne-
gotiator who can bring that 20% up 
to 80% on the $10,000 claim, then 
the five cases will bring in $40,000, 
which is $30,000 more than if the 
ASC had not entered into negotia-
tions, Singh explains.

“There’s so much room for im-
provement there that they should at 
least try, because even one bill could 
have a hefty effect,” she says. “Any ad-
ditional money is worth it here.”  

ASCs Can Benchmark With Nursing Indicators
A complete picture of outcomes data can reveal how all members of the team contribute

G roundbreaking work to build 
a benchmarking database of 

ambulatory nursing outcomes is 
beginning to benefit ASCs across the 
United States.

To date, most available national 
metrics are reflective of physician par-
ticipation. Now, people are beginning 
to understand that it’s important for 
every member of the team to contrib-
ute to overall outcomes and reflect 
their contribution in outcomes data.

Inpatient organizations have 
been encouraged for years to collect 
outcomes data that reflects nursing 
and other healthcare contributions. 
Such data can present a better picture 
about how important each healthcare 
professional is to patient care. But the 

same has not been true of ambulatory 
sites until recently, says Rachel Start, 
MSN, RN, NE-BC, director, ambu-
latory nursing and nursing practice, 
Rush Oak Park Hospital in Oak Park, 
IL.

“One key way to support nurses’ 
role and to help them evolve is to 
provide them with data that allows 
them to look at where they need to 
improve,” Start says.

There have been inpatient nurs-
ing indicators for 15 to 20 years, 
says Ann Marie Matlock, DNP, 
RN, NE-BC, service chief for medi-
cal surgical specialties and captain, 
United States Public Health Service, 
National Institutes of Health (NIH) 
Clinical Center in Bethesda, MD, 

noting that data indicators in the 
ambulatory surgery arena are new. 
“Until we collect data, we are unable 
to make that value argument that we 
need to compare both what staffing 
levels look like, as well as indicators to 
say whether or not there are benefits 
when you have X number of RNs or 
certified staff.”

Matlock, Start, and data manage-
ment professionals from the Collabor-
ative Alliance for Nursing Outcomes 
(CALNOC) of San Ramon, CA, have 
completed pilot testing of nursing 
indicators for ASC settings. Any 
ASC can participate in the nonprofit 
CALNOC for a fee, says Harriet 
Udin Aronow, PhD, director of data 
management services for CALNOC.
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“We started a couple of years ago 
doing pilot testing for ASCs because 
they’re the closest cousins to inpa-
tient,” Aronow says. “We started 
with a set of measures that include 
measures developed by ASC quality 
collaboration, such as burns, patient 
falls, injuries, wrong site side for 
implant, and unplanned hospital 
admissions.”

In all, about 300 facilities — both 
inpatient and ambulatory — partici-
pate in the CALNOC database, she 
adds.

“The development of an ambula-
tory service line is novel and ground-
breaking. It’s an opportunity for sur-
gery centers to be on the vanguard,” 
says Lynn M. Soban, PhD, MPH, 
RN, associate director of data man-
agement services, CALNOC.

A few ASCs participated in the 
pilot study. Its goal was to ascertain 
feasibility of the outcomes measures, 
the process, and structure, including 
the mix of RNs, LPNs, and unli-
censed personnel. Participating ASCs 
also collected data on cancellations 
and no-shows, Aronow says. 

“We still have 10 to 12 facilities 
reporting ambulatory surgery center 
data,” Aronow adds. “But collection 
of ambulatory center data has 

exploded since we expanded our work 
to include primary care and specialty 
clinics.”

Meanwhile, the pilot testing for 
ASCs is complete, and benchmarking 
data are readily available for surgery 
centers, Start says. 

“We can distinguish between hos-
pital-based and freestanding surgery 
centers, as well,” Aronow notes.

Here are some measures that were 
used in the pilot program and/or are 
available now for ASCs and hospi-
tal outpatient surgery centers: pain 
assessment and follow-up; falls risk 
screening; BMI; hypertension; depres-
sion screening; patient burns; staffing, 
skill mix, patient care hours; surgery 
adverse outcomes of care: wrong site, 
wrong side, wrong patient, wrong 
procedure, wrong implant; and sur-
gery hospital transfer/admission.

“If any ASCs are participating in 
quality improvement and need to jus-
tify their staffing matrix in that realm, 
they can take heart knowing there is 
a national benchmark for ambulatory 
surgery centers,” she says. “Data per-
tinent to the surgery setting are ready 
and up and running.”

For information about ASC data 
collection and benchmarking, ASCs 
can contact info@calnoc.org, to 

request a link to upload information, 
or they can visit the website: www.
calnoc.org.

“It’s really important to us, 
especially with ambulatory nursing, 
that we have partners in this work 
that value the expertise of nurses 
in this setting,” Start says. “Data 
collection and benchmarking give us 
the ability to say to our patients and 
our board and many entities, ‘This is 
how we performed; this is what we’re 
good at, and this is how we serve 
you.’”

Access to benchmarking adds 
value that cannot be found solely 
with internal databases, she adds.

“We have to benchmark to make 
valid arguments about what we’re do-
ing and how we exceed and improve,” 
Start adds. “The way our teams are 
using this data is to see how they 
benchmark against other similar 
facilities.”

One of the metrics that draws the 
most discussion and interest is the un-
planned transfer to the hospital, Start 
says. “We see an opportunity with 
nursing and the team to see what 
we can do to improve on unplanned 
transfers so our outcomes are what 
patients anticipated.”  

Opioid Use Assessment Can Reduce  
Overprescribing

Opioids are cheap and effective 
in reducing post-surgery pain, 

but they’re also dangerously addictive 
for some patients. This is why some 
hospitals and doctors nationwide 
are reducing or eliminating opioid 
prescriptions. For ASCs, opioids still 
serve an important purpose. How-
ever, providers should ask whether 
an opioid prescription is what’s best 

for patients at risk of addiction to the 
drug.

“There need to be pointed con-
versations about pain and medica-
tion,” says Elisabeth Johnson, FNP, 
PhD, director of health services for 
the University of North Carolina 
(UNC) at Chapel Hill Horizons, a 
substance abuse treatment program 
for women and children. Johnson was 

a scheduled speaker on the topic of 
assessing and identifying patients at 
risk for substance use at the 29th An-
nual PACU and Ambulatory Surgery 
Conference, held March 10, 2018, in 
Chapel Hill.

“Sometimes, these questions don’t 
get asked because people are uncom-
fortable,” she says. “But if you keep 
asking the questions, then it becomes 

mailto:info@calnoc.org
http://www.calnoc.org
http://www.calnoc.org
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as normal as asking who a patient 
lives with and what their pain is, 
today, on a scale of one to 10.”

Physicians and ASC staff must 
remember that substance abuse is not 
a morality issue, Johnson says.

“It’s a brain disease, and pain is a 
naturally occurring thing,” she says. 
“People will have different responses, 
and these are complicated — physical 
and emotional responses.”

Johnson asks patients direct 
questions about whether they have 
a history of misusing medications or 
alcohol or whether anyone in their 
family has this history. She also asks 
whether they’ve had any psychiatric 
diagnoses.

“If you make it a routine part of 
what you do, then you are comfort-
able with this,” Johnson says. “It’s 
similar to asking about sexual activ-
ity when you’re screening for AIDS; 
if you ask everybody, it becomes as 
normal as asking if someone has high 
blood pressure or diabetes.” There’s an 
opioid risk tool that provides simple 

guidelines to assessing the potential 
opioid misuse (http://bit.ly/2stdj3s). It 
was developed by Lynn R. Webster, 
MD, to assess risk of opioid addic-
tion. The opioid risk tool features 
a matrix with room to assess risk, 
giving each answer a number. The 
clinician would circle the boxes where 
a patient said “yes,” and then total 
those numbers. A total score of three 
or lower indicates low risk for future 
opioid abuse. A score of four to seven 
indicates moderate risk, and anything 
eight or above suggests high risk.

The questions concern the follow-
ing information:

- Family history of substance 
abuse, including alcohol, illegal drugs, 
and prescription drugs;

- Personal history of substance 
abuse, including alcohol, illegal drugs, 
and prescription drugs;

- Age between 16 and 45 years;
- History of preadolescent sexual 

abuse;
- Psychological disease, including 

ADD, OCD, bipolar, schizophrenia, 

and depression. If a patient’s answers 
on the risk tool indicate a potential 
opioid abuse problem, then the ASC 
should consult with an expert on pain 
and substance use issues or talk with 
the patient about alternative ways to 
manage their post-surgical pain.

One strategy is to strictly limit 
the number of opioid pills a patient 
is prescribed. In North Carolina, a 
recent law called the STOP Act limits 
the number of days of medication 
that someone can be given for post-
surgical pain or for acute pain, such as 
a broken finger, Johnson says.

“I think that sort of trend is hap-
pening across the country as people 
are trying to put in measures to guide 
people,” she says. “On the substance 
abuse side, I hear a lot of stories about 
people who get started on opioid 
medication that’s prescribed by well-
meaning healthcare providers for back 
pain, dental pain, etc., and then they 
get a refill and things spiral down 
after that.”  

Payer Contracts, Billing, Collections,  
and Surgeon Incentives
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

I recently received several dozen 
emails about billing, contracts, and 

how to build incentives for surgeons 
to use your facility, both hospitals 
and ASCs. Here is some more 
information:

• Payer Contracts. How many 
of you have good payer contracts? 
Probably not many. We have 

contracted with two new clients in a 
large, Midwestern city about 20 miles 
apart. Each independently negotiated 
their payer contracts. One facility 
with a major payer is receiving 125% 
of Medicare while the other receives 
249% for the same specialties. Guess 
who hired a professional company to 
handle the negotiations?

Surprisingly, both hired 
professionals, but they used two 
different companies. Clearly, mistakes 
were made. The first facility blindly 
accepted 125% without conducting 
their own due diligence on the rates. 
Newbies should not be allowed to 
accept a contract. All payer contracts 
must be approved by the governing 

http://bit.ly/2stdj3s


58   |   SAME-DAY SURGERY® / May 2018 SAME-DAY SURGERY® / May 2018   |   59

  New Jersey regulation change 
could close some ASCs

  Effect culture change for safety in 
ASCs

  Q&A with ASCA on new 
certification program

  Best practices on accreditation 
survey preparation

COMING IN FUTURE MONTHS

body of the hospital or surgery center. 
The problem is that this group of 
individuals typically has no idea of 
what makes a good contract or a 
bad contract. That is management’s 
responsibility to advise them.

Never sign a bad contract. Walk 
away, and keep trying until you get 
one that is fair and you can live with. 
By the way, one of those two facility 
administrators has been terminated.

• Billing. I am sure most of you 
deal with billing issues. In fact, I 
would love to hear from someone 
who does not experience problems in 
this area. Even if outsourced, billing 
and collections require a full-time 
person just to check all transactions. 
It is your money, not the billing 
company’s. The “low-hanging fruit” 
usually is easy to for anyone to col-
lect, and the smaller dollars often 
are overlooked. But a lot of smaller 
dollars add up very quickly. Inspect 
billing activity often (every day, ide-
ally) to make sure you are getting the 
money you have negotiated and due 
to you.

• Collections. Do you send 
delinquent patients to a collection 
agency? Why not? It is your money, 
and everyone knew up front what 
their responsibilities were, so why 
aren’t you going after what is 
rightfully yours? I know that surgeons 
often are hesitant to send patients 
to collections if they don’t pay their 
surgery bills. But I would bet that 
they have collected their professional 
fee already. I always ask surgeons who 
wants to provide free surgery and 
whether they are waiving their own 
professional fee, too.

There is a way you can avoid send-
ing patients to collections: Ask them 
to pay up front — and not just their 
deductible, but also their copayment. 
There is software that can track what 
it due from the patient at the time 
of posting the case. Can you go to 
supermarket, take the food home, and 
eat it, and then pay the store after it is 
gone? Of course not. Why should this 
be any different? You will probably 
hear complaints from some patients 
about paying for their surgery up 

front, but those probably are the same 
patients who will not pay their copay 
anyway. Healthcare providers have 
lots of compassion, but it is also a 
business that runs on cash flow.

• Surgeon Incentives. If you are 
a Medicare-certified surgical facility, 
then you know that CMS sets limits 
on how you can provide incentives 
to surgeons who work in your facil-
ity — hospital or ASC. Read them 
and follow them. Google “surgeon 
incentives for patient referrals.” Some 
facilities use clever readings with regu-
lations, and others don’t even know 
about them. I always advise people to 
take the conservative approach when 
attracting surgeons to hospitals and 
ASCs.  

Earnhart & Associates is a consult-
ing 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.

Duodenoscope Manufacturers Receive FDA  
Warning Letters

In March 2018, the FDA sent warn-
ing letters to the leading manufac-

turers of duodenoscopes: Olympus 
Corp., Fujifilm Medical Systems, and 
Pentax of America. In each case, the 
FDA said the companies had failed to 
comply with requirements under sec-
tion 522 of the Federal Food, Drug 
and Cosmetic Act and Title 21 of the 
Code of Federal Regulations (CFR) 
Part 822. The FDA told the manu-
facturers that they had not conducted 
postmarket surveillance on their duo-
denoscopes. The surveillance order 
was needed “because failure of these 

devices would be reasonably likely 
to cause infection and possibly death 
in patients undergoing endoscopic 
retrograde cholangiopancreatography 
procedures,” the letters said. The com-
panies were told to take specific steps 

to correct the noted violations, docu-
ment those corrective actions, and 
send information to the FDA. Learn 
more by reading our online coverage 
at: http://bit.ly/2pxWWPk.  

http://www.earnhart.com
http://bit.ly/2pxWWPk
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CME/CE INSTRUCTIONS

CME/CE QUESTIONS

1. What might be a good strategy 

to improve a surgery center’s 

brand and reputation, especially 

after unfavorable media 

attention surfaces?

a. Write a letter to patients, 

outlining the facility’s safety 

record, infection risk, and actions 

to improve safety.

b. Discuss the center’s safety drills 

and training, explaining how well-

prepared staff is.

c. Explain to patients how it works 

when a patient is transferred from 

an ASC to the hospital.

d. All of the above 

2. How are hazardous drugs 

different from hazardous 

medication waste?

a. Hazardous drugs are controlled 

substances; hazardous medication 

waste is any medication.

b. Hazardous drugs are 

on the National Institute 

for Occupational Safety 

and Health list; hazardous 

pharmaceutical waste is defined 

by the Environmental Protection 

Agency’s Resource Conservation 

and Recovery Act laws and 

regulations.

c. Hazardous drugs are any drugs 

that could cause a rash or adverse 

reaction in a healthy individual; 

hazardous pharmaceutical 

waste is any drugs that have 

been thrown into the trash or a 

hazardous waste container.

d. None of the above

3. What percentage of an out-of-

network charge should an ASC 

provider expect to be paid if 

the ASC refuses to negotiate 

for a reimbursement?

a. All of it.

b. Half of it.

c. A fraction of the charge, 

whatever the payer decides to 

pay.

d. None of the above

4. Which of the following is a 

benefit of using ambulatory 

nursing indicators in 

benchmarking results with ASC 

peers?

a. Nursing indicators in the 

ambulatory setting help nurses 

evolve by providing them with 

data that outline where they need 

to improve.

b. Nursing indicators allow a 

surgery center to make a value 

argument when determining 

staffing levels.

c. Both a & b

d. None of the above
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