
Plastic surgery soars in popularity, 
but providers ask, ‘Is that good news?’
TV, celebrities fuel interest, but publicized cases indicate risks

Celebrities, such as Today show weatherman Al Roker, tout the
dramatic impact that plastic surgery has had on their lives. So-
called reality television programs show people who say plastic

surgery has changed their lives forever. 
The public has responded with rising interest in the procedures. More

than 8.7 million cosmetic plastic surgery procedures were performed in
2003, which is a 33% increase from 2002.1 The number of males having
cosmetic plastic surgery procedures increased 28% from 2002 to 2003.2

“Most of the [TV] shows are anything but reality in truth, but the
exposure has certainly raised public awareness of what aesthetic plastic
surgery can provide,” says Michael McGuire, MD, FACS, president and
public education chair of the Gurnee, IL-based American Association for
Accreditation of Ambulatory Surgery Facilities (AAAASF).

However, as the numbers have grown, so has publicity about occa-
sional poor outcomes. Two patients died at Manhattan Eye, Ear and
Throat Hospital in New York City after experiencing complications 
during elective cosmetic procedures, according to the New York State
Health Department, which investigated the cases earlier this year. One
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So-called reality television shows and celebrities have spurred public inter-
est in plastic surgery procedures, which increased 33% in 2003. However,
the media has publicized some bad outcomes, including deaths.
• Surgeons and anesthesia providers must have an open dialogue about

patient selection and the facility where cases can be best performed.
• Ensure your plastic surgeons are certified and trained at more than a sim-

ple weekend course before being credentialed to perform new procedures.
• As part of informed consent, be sure that patients have realistic expecta-

tions and understand the complications that can result.
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of the cases was widely publicized because it
involved Olivia Goldsmith, author of the First
Wives Club. After investigating the deaths, the
state department of health fined the hospital
$20,000 for 10 violations of standards of care,
including failure to conduct basic preoperative
assessments, failure to adequately monitor
changes in the patients’ vital signs, and failure 
to effectively respond to adverse incidents.

In another media report, the Florida Center for
Cosmetic Surgery in Fort Lauderdale declared
bankruptcy this summer after several malpractice
lawsuits, including one involving a woman who
claims she went in for liposuction and lost her
legs due to a punctured bowel.

However, a study documenting outcomes for
more than 400,000 surgical procedures performed
in accredited office-based surgery facilities by
board-certified surgeons found the risk of death
comparable to that of surgeries performed in hos-
pital surgery facilities.3 The 2001-2002 data were
collected by the AAAASF. Seven deaths were
reported, occurring in one in 58,810 procedures
(0.0017%). Six of the deaths were related to pul-
monary embolism.

Many physician offices performing plastic
surgery have little regulatory control, sources
point out. According to the Arlington Heights, IL-
based American Society of Plastic Surgeons, 56%
of cosmetic procedures were performed in offices
in 2003, 28% were performed in hospitals, and
16% were performed in freestanding ambulatory
surgical facilities.4

More physicians who are unqualified to per-
form plastic surgery, including dentists, are try-
ing to do these procedures, McGuire notes. “The
reason is money. If you can’t survive doing what
you were originally trained to do, you have a
choice of doing something else in medicine, or
you go drive a bus,” he says.

There are reporting mechanisms in place for
hospitals and surgery centers that experience
poor outcomes, says Kathryn McGoldrick, MD,
FABA, professor and chair of anesthesiology at
New York Medical College and director of anes-
thesiology at Westchester Medical Center, both in
Balhalla, NY.

“But in offices, unless the media gets wind of
something gone awry, frequently serious compli-
cations are not reported,” McGoldrick says, who
adds that about 15 states have regulations for
office-based surgery and anesthesia.

“In other states, it’s like the Wild West, because
there’s little in the way of regulatory control, fol-
low-through for complications, and other over-
sight,” she says. “That’s very troubling.” 

To pursue good outcomes with your plastic
surgery cases, take these steps:

• Select the right patients, and match patients
with the most appropriate facility. 

Patient selection is critical, says Janice Izlar,
certified registered nurse anesthetist at Georgia
Institute for Plastic Surgery in Savannah. 
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“Have an open dialogue between anesthesia
providers and surgeons, to ensure the patient is
assessed properly and is a good candidate for
the procedures,” she advises.

In general, aesthetic plastic surgery procedures
are not appropriate for American Society of
Anesthesiologists (ASA) Class III, IV, or V patients,
McGuire says. However, some plastic surgery pro-
cedures are performed on patients with significant
comorbidities, he says. “One of the major areas of
growth has been post-bariatric surgery.”

Secondly, the patient and the procedure must be
handled by the correct type of facility, McGoldrick
says. “Frequently, plastic surgery procedures can
be done quite safely in an office,” she says. “I think
it’s up to the surgeon, anesthesiologist, and patient
to ensure that they’re having the procedure done
in an appropriate facility.”

If someone is medically fragile, has a coexisting
disease, and is having a lengthy plastic surgery
procedure, then the office probably isn’t the best
location, McGoldrick adds. “Patients like that will
want to be done in a hospital where there are more
layers of protection and backup if something goes
wrong,” she says. 

Also, all physician offices are not created equal,
McGoldrick points out. “Some have the highest
caliber of anesthesia care,” she says. “Others don’t
even have an anesthesiologist on the premises.”

• Have appropriate staff and equipment. 
Facilities should be accredited and have appro-

priate equipment, monitoring, and oversight for
patients, sources say. For example, facilities per-
forming plastic surgery procedures should have a
defibrillator, appropriate emergency drugs, and
airway equipment for an emergency in the facil-
ity, McGoldrick explains. 

Proper credentialing of physicians is key, stresses
McGuire. One applicant for credentials at a hospi-
tal where he is affiliated brought in a large stack of
operative reports, he says.

“When you read them, you discover they didn’t
actually do the procedures; they were observers 
or assistants on those procedures,” McGuire says.
“It’s not just buyer beware, but it’s facility beware.”

Plastic surgeons should be certified by the
Philadelphia-based American Board of Plastic
Surgery, he notes. 

Watch out for physicians who attend weekend
courses, and are referred to as “weekend won-
ders,” who then try to perform liposuction, face
lifts, and/or breast lifts, McGuire warns. “Demand
has stimulated more of these people to do some-
thing they’re not qualified to do,” he says. “The

facility is assuming liability for credentialing them
if an individual is not adequately trained.”

The anesthesia provider is critically important,
says Ronald Iverson, MD, FACS, chair of the
Patient Safety Workgroup for the American Society
of Plastic Surgeons and administrator of The Plastic
Surgery Center in Pleasanton, CA. “Many deaths
in ambulatory surgery are related to anesthesia
care, not surgical care,” he points out.

• Cover all the bases with informed consent.
Reality shows are unrealistic about what can

be done in a typical surgery center, Iverson says.
“Patients haven’t paid attention to the fact that, 
in addition to plastic surgery, they’re getting new
teeth, new makeup, and spending six to eight
weeks in an intense program to get the maximum
out of the plastic surgery segment of the extreme
makeover,” he says. Also, patients often don’t
understand what can be done safely in an outpa-
tient surgery center vs. a major hospital, Iverson
adds.

McGuire also expresses unease. “I’m concerned
about reality shows trivializing aesthetic surgery,
make it seem as if it’s the same thing as getting your
hair done or your teeth capped,” he says. “It’s real
surgery, with real risks, and real anesthesia which
has risks.”

On the reality shows, plastic surgery often is
performed without necessity, McGuire says. “It
gives the image that everything in life is depen-
dent on the shape of your nose, and all of your
problems are related to the fact that you had big
hips,” he says.

These portrayals leave physicians with the
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For more information on plastic surgery, contact:
• Ronald Iverson, MD, FACS, Administrator, The

Plastic Surgery Center, 1387 Santa Rita Road,
Pleasanton, CA 94566. Telephone: (925) 462-
3700. E-mail: reiversonmd@sbcglobal.net.

• Janice Izlar, CRNA, 6 Huntingwood Retreat,
Savannah, GA 31411. Phone: (912) 598-1027.
Fax: (912) 598 9436. E-mail: jjizlar@aol.com.

• Michael McGuire, MD, FACS, 1301 20th St.,
Santa Monica, CA 90404. Phone: (310) 315-
0121. 

• For a list of advisories from the American Society
of Plastic Surgeons, go to www.plasticsurgery.
org and click on “Health Policy.” Under “Office-
Based Surgery Advisories,” see advisories 
on “Procedures in the Office-based Surgery
Settings,” “Patient Selection,” and “Liposuction.”
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burden to offer a very thorough informed con-
sent, McGoldrick says. 

The physician needs to communicate to the
patient that there’s no such thing as a totally risk-
free procedure, she says. “You have to make sure
the patient has a very deep understanding of the
potential complications,” McGoldrick says.

Also, the physician needs to ensure that the
patient has realistic expectations, she says.

“The physician has to make the person realize
that plastic surgery isn’t a panacea for whatever
is bothering them in life,” McGoldrick says. “If
they come out of procedure more attractive, per-
haps it won’t affect their life or their happiness.”
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How do you know if your
billing agency is good?

(Editor’s note: In this second part of a two-part series
on outsourcing your coding, billing, and collections, we
discuss billing benchmarks and tips for how to get paid
by the insurance company. In last month’s issue, we
discussed how to determine whether to outsource.)

Do you know whether your billing agency is
doing a good job? One way to determine that

answer is to examine whether the agency is follow-
ing the “80/20 rule,” said Ann S. Deters, MBA,
CPA, CEO and founder of SevenD & Associates, an
Effingham, IL-based consulting and management
company affiliated with 17 surgery centers. 

Deters spoke at the recent annual meeting of

the Federated Ambulatory Surgery Association.
She explained that when this rule is followed,

80% of receivables are 45 days are less. “Typically,
most billers think the job is done after the bill is
sent, but really their job only has begun,” Deters
added. 

Many surgery centers have 9% to 20% of the
receivables at more than 120 days old, she said.
”That is not acceptable in any other industry.”

However, you have to consider your mix of pay-
ers, says Diana T. Ellison, MBA, CASC, adminis-
trative director of Hamden (CT) Surgery Center.
While Medicare generally pays her facility within
three weeks, Medicare pays only 80% of patient’s
bills, so they have to bill a secondary insurance, 
she explains.

“When you have a lot of Medicare patients,
you’ll automatically have a lot [of receivables] 
at 60 days or higher,” Ellison says. 

It takes at least three or four weeks to receive
payment from the primary payer, and it takes 
at least another three or four weeks to receive
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How to get the payer 
to send in the money

When a claim isn’t paid in a timely manner, your
billers need to document communication with

the payer and follow up with e-mails, said Ann S.
Deters, MBA, CPA, CEO and founder of SevenD &
Associates, an Effingham, IL-based consulting and
management company affiliated with 17 surgery
centers. Deters spoke at the recent annual meeting
of the Federated Ambulatory Surgery Association.

Hold the payers accountable, Deters empha-
sized. Communicate with them regularly, and fol-
low through with your communication. Be friendly,
but firm, she suggested.

“Say, ‘If I don’t receive this in a week, I will be
calling you back so you can check and see where
my check is,’” Deters advised.

Don’t be led astray by excuses, she suggested.
If needed, involve the supervisor of the person
you’re communicating with, she said. If you aren’t
satisfied after talking with that person, speak to the
supervisor at the next level, Deters added.

“They will pay it once you get the higher-ups
involved,” she said.

The last option is to hold them to the contract,
Deters added. “They need to pay you within the
contract terms, which is typically 30-60 days,” she
said. “You need to review your contracts, and your
collector needs to be on top of your contracts to
ensure that they’re not abusing their rights.” ■



payment from the secondary payer, she says. “If
some people have straight commercial or HMO
plans that pay 100%, their days will be shorter,”
Ellison adds.

Another factor that affects your receivables is
whether you bill electronically, which speeds
payment, she says. “Obviously, that’s optimal,”
Ellison says. “But that’s not always financially
feasible, and it’s not always feasible from a sys-
tems standpoint.”

When determining whether to use an agency
for outsourced billing, consider these other indi-
cators suggested by Deters:

• Contract data are entered onto the informa-
tion system.

• Copayment information is provided for each
payer.

• Write-offs are anticipated as charity work
rather than responses to patients who don’t pay. 

• Copayments and deductibles payments are
collected on the day of surgery.

• A credit card payment plan is offered, espe-
cially for metropolitan areas.

• The agency pursues payments for large and
small claims.

• The date of service to the date of billing is
less than 24 hours. 

• Rejections are less than 2%.
• The date of service to the date of collection is

less than 45 days, with the best practice being 35
days.

• The facility receives aged receivables report-
ing. If numbers are improving in one area, such
as 60-90 days, ensure that those claims aren’t sim-
ply falling into the next level of 90-120 days.

• Daily/weekly/monthly reporting is con-
ducted. Billing/coding/collection is a daily
function. The facility receives aged receivables
reporting and payer fee reporting. Other reports
that should be received include net revenue vs.
costing information, and per-procedure and per-
specialty reports.

• A fully integrated billing/coding system is
connected to the center’s computer network. 

“Electronic billing will save you 15 days of col-
lections typically, particularly with Medicare,”
Deters said. 

• Agency aggressively makes collection calls
daily and contacts past-due accounts every seven
to 10 days. Monthly payment plans are offered
with a goal of full payment.

• The facility is offered assistance in payer
negotiations. 

• The agency does daily off-site backup.

• The agency has omissions and errors liability
insurance.

Managing in-house billing requires more
administrative oversight, Deters maintained.

“Probably most importantly, the good billing
services are going to focus on the business side of
things, and that’s the cash management, and you
can focus on the patient side,” she said. “And in
today’s environment, and with surgery centers get-
ting busier, this is more and more of a necessity so
that each one can contribute in its own way.”  ■

Tonsil technology means
less pain, faster recovery
Coblation uses nonheat process to cut and cauterize

Fewer instruments to handle, no risk of electro-
surgical burns, less postoperative pain, and a

speedier recovery are the advantages of a new
tonsillectomy technique that uses radio frequency
waves and salt water to remove tissue without
damaging surrounding healthy tissue, according
to surgeons performing the procedure. 

“Patients who undergo traditional tonsillec-
tomy using a cautery usually have a sore throat
for eight to 10 days,” says Ann K. White, MD, a
pediatric ear, nose, and throat (ENT) surgeon in
Alpharetta, GA. “With coblation, the sore throat
lasts five to seven days,” she says. 

Because coblation utilizes a controlled, nonheat
process that uses radio frequency waves and saline
to cut tissue, there is less damage to surrounding
tissue and less bleeding, White explains. Because it
is not an electrosurgical cautery, there is no risk of
arcing, or contact burns, she adds.

“Once you use coblation, you don’t want to go
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Radio frequency waves and salt water combine to
produce a nonheat process called coblation that
ear, nose, and throat surgeons praise as a new
technology for tonsillectomies. Advantages of the
new technology include:
• faster recovery time following surgery;
• fewer instruments for the surgeons to handle

during the procedure;
• less nursing and staff time to prepare for

surgery and care for patients;
• little training required for staff and surgeons.
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back to traditional cautery,” says Ronald Saxon,
MD, an ENT surgeon in Bloomfield, CT. Saxon
uses coblation to treat adults and pediatric
patients. “With coblation, I have the option to
perform a subtotal tonsillectomy in which I leave
a thin film of tonsil tissue,” he says. 

A subtotal procedure is performed in adults 
or children who suffer sleep apnea due to excess
tissue that may be blocking the airway, Saxon
explains. Because the tissue is healthy, there is no
need to remove it, and leaving some decreases the
amount of bleeding, he adds. “A subtotal tonsillec-
tomy cannot be performed with traditional cautery
because it is not as accurate,” Saxon points out.

As the coblation instrument cuts, it seals the
tissue, which reduces the need for extra instru-
ments and reduces bleeding, White says. 

She has performed more than 300 tonsillec-
tomies in the past two years and has had three
cases of excessive bleeding, or 1% of all cases 
performed, White points out. “This compares to
my experience of 4% bleeding with traditional
cautery,” she adds.

White’s experience has been that postopera-
tively, patients experience less pain and require
fewer narcotics, are able to drink sooner, recover
more quickly, and require less nursing time in
recovery. 

“I didn’t tell the recovery room nurses that I
was changing the equipment I used for tonsillec-
tomies, but after I had been using coblation for
two weeks, they started asking the operating
room staff what I was doing differently,” she
says. “There was a noticeable difference in the
recovery rate of my patients.”

In addition to saving time in recovery, use of
coblation saves time in preparation for surgery by
the operating room staff, White notes. Using only
one hand piece means less equipment to pull 
for each procedure, she explains. This reduced
equipment translates to a quicker turnover time
for the operating room, White adds.

From the surgeon’s point of view, coblation 
is an advantage because of fewer instruments 
to handle, Saxon notes. “You have the machine,
which is usually provided by the company, and
the disposable wand,” he says. “You don’t need 
a ground pad, cautery equipment, or suction. 
The coblation wand does it all.”

Another advantage to the surgeon is fewer
calls to the office for refills of pain medications,
White adds. “Patients don’t experience the same
level of pain, and over-the-counter medication is
usually enough after the first day,” she states.

The procedure itself is quicker, says White. For
a tonsillectomy and adenoidectomy, White can
finish in 11 minutes, or two or three minutes
faster than with traditional cautery that requires
manipulation of more than one piece of equip-
ment, she adds.

From a cost perspective, the same-day surgery
program doesn’t have to invest in the machine. It
usually is provided by the manufacturer, so the
only cost is between $110 to $120 for the dispos-
able wands, says White. (See resource box for
manufacturer information, below.) The cost for
the procedure usually does not increase because
you eliminate the cost for other supplies and
equipment, she says. Because payers still are
billed for tonsillectomy, reimbursement levels
stay the same, she adds. 

Training required to use the coblation equip-
ment is simple, Saxon notes. “The surgical tech-
nique is not any different because the procedure
is the same,” he says. “You just learn to use a new
piece of equipment.”

There is, however, a learning curve, White
warns. “With a cautery, you bear down on the 
tissue to seal the tissue, but coblation requires a
very light touch,” she says. “In fact, if you do
apply the same amount of pressure required for
cautery, you will cause excess bleeding.”

Although there is no need for special certifica-
tion to perform coblation, White recommends
that surgeons work with a manufacturer’s repre-
sentative or another surgeon who is experienced
in coblation for at least five procedures. “It does
take time to develop the light touch required, so a
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For more information about coblation, contact:
• Ronald Saxon, MD, 4 Northwestern Drive,

Suite 300, Bloomfield, CT 06002. Phone: (860)
243-8997. Web: www.nova-saxon-ent.com.

• Ann K. White, MD, Atlanta Children’s ENT, 3400
C Old Milton Parkway, Suite 465, Alpharetta, GA
30005. Phone: (770) 777-1100. Fax: (770) 751-
9089. Web: www.atlantachildrensent.com. 

ArthroCare Corp. manufacturers the ENTec
Coblator Plasma Surgery System that is specifi-
cally designed for ear, nose, and throat applica-
tions. For information, contact:
• ArthroCare Corp., ENTec Division, 680

Vaqueros Ave., Sunnyvale, CA 94085-3523.
Phone: (800) 348-8929 or (408) 736-0224. Fax:
(408) 736-0226. Web: www.arthrocare.com/
entec/ent_surgsys.htm. 
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surgeon needs to be patient,” she adds.
Patients benefit from coblation because they

return to school or to work more quickly, Saxon
says. In fact, some of Saxon’s patients have not
heeded his advice to take it easy for a day or two,
he admits. 

“One patient told me that he ate veal scallopini
for dinner on the day of his surgery, and another
patient went mountain climbing the day after
surgery,” Saxon adds.  ■

9 oft-repeated questions 
from the trenches
By Stephen W. Earnhart, MS
President and CEO
Earnhart & Associates
Austin, TX

Ienjoy answering questions from Same-Day
Surgery subscribers. I try to return as many 

as I can, but I may receive as many as 80 e-mails
or phone calls per column. 

Below are some interesting questions that are
typically repeated, so I will share my answers
with you this month.

Question: Should I have full-time staff or a mix
of full time and per diem?

Answer: This is a no-brainer. Having all full-
time staff eliminates the opportunity to reduce
your expenses during off-peak hours or seasonal
variances. A mix of full time and per diem gives
you that flexibility, but it may upset your surgical
staff by having rotating staff on their cases. Per-
diem staff members don’t have the same loyalty
to your program that full-time staff members
might give you, but they may be easier to find.
As usual, don’t take the heat for this on your
own. Meet with your surgical staff and discuss
the merits collectively. Obtain their input before
you act. 

Question: Should I buy equipment or lease?
Answer: Leasing equipment is making more

and more sense in the business world. Why buy
something that you know is going to fall apart in

the near future? Pay more for the leasing fee and
budget for the increase rather than the replace-
ment. Overall, it should be cheaper than replacing
outdated equipment. In a leasing arrangement,
there shouldn’t be any unexpected costs.

Question: Can our surgeons approach our hos-
pital (a not-for-profit facility) and buy into it? By
doing that, perhaps we could avoid their starting
their own surgery center.

Answer: That makes sense that they could;
however, physicians are not allowed to joint ven-
ture with hospital outpatient services (including
surgery). The physicians and the hospital need to
set up an entirely new company, usually a limited
liability company (LLC) and use that new com-
pany as a vehicle for forming a surgery entity
together. That new entity then would obtain a
new medical provider number to bill patients for
their services. The existing hospital provider
number cannot be used.

Question: Should I outsource billing or do it
in-house?

Answer: Tough call. Those who outsource are
pleased (and displeased), and those who inter-
nalize it are in the same boat. The new Health
Insurance Portability and Accountability Act reg-
ulations are driving more people away from the
liability of doing it in-house. But surprise: You,
as the institution, still are liable regardless of
who does the billing. The cost still is cheaper to
do it in-house, and you are not held hostage to
your coder or staff. Some of the billing compa-
nies are so busy that you lose the customer ser-
vice that you are striving for internally. That’s
the loss of control issue. 

The bottom line? Ask your billing company
that you are considering to perform an analysis
for you of the difference in rates, and compare
their rates to doing it in-house. You will find it is
very close. After that step, it is a judgment call.
(For more on outsourcing issues, see “How do
you know if your billing agency is good?” p. 88,
and “Consider these areas before outsourcing
billing,” Same-Day Surgery, July 2004, p. 75.)

Question: Should my facility undergo physical
expansion or expand hours of operation?

Answer: Most facilities that were built five and
10 years ago already have eliminated the cheap
option of a physical expansion because there is
no longer contiguous space available, or you
already have expanded your facility to the maxi-
mum. What is left is very expensive. Expanding
your hours of operation and days of the week is
infinitely more attractive from a cash standpoint

August 2004 / SAME-DAY SURGERY ® 91



than bricks and mortar. If necessary, move block
time for the newest investors or users to the later
blocks. Combine that change with a per-diem
staff, and cha-ching!

Question: We have in our system a vice presi-
dent who insists that our productively in the
operating room reach 100% before he will allow
us to hire more staff or expand our services. Right
now we are at 78%, and everyone (but him) is
happy. Rooms turn over quickly, and the sur-
geons are not complaining (well, about turnover
time anyway). What should we do?

Answer: You are at an ideal productively level.
If you go much above that 78% mark, you are
going to run into elective cases running late, longer
turnover time, and upset surgeons. By being much
above 78% to 80%, you are going to lose the ability
to flip-flop cases — thus, expanding your day. Ask
you VP to visit the operating room, talk to some
surgeons, and generally understand what would
occur if he insists on this matter.

Question: Should I offer salary increases or
profit sharing?

Answer: Salary increases should die a natural
death. Pay should be based upon merit and prof-
itability. Clearly, this option will not work for
everyone, especially the hospital markets, but the
incentive should be the growth of the company
and not the individual.

Question: Should I allow new investors vs. a
closed shop?

Answer: This is a major issue in most ambula-
tory surgery centers (ASCs) today. The original
investors want to keep the revenue only to them-
selves, which is a closed shop, even though they
are decreasing their own cases. The way to make
continuing money in an ASC is to constantly
reseed the partnership with new blood. Often, a
surgeon who sells part of his or her shares to a
new surgeon in town will fare better by the new
revenue that person brings in. 

Question: Should the administrator of an ASC
be an RN or business manager?

Answer: Five years ago, I would have said it
has to be an RN. Today, we are probably using
60% RNs and 40% business managers. Surgery
centers are multimillion-dollar businesses. It is
increasing difficult to find clinical staff with
strong business skills. We often rely on a team
approach of a business person coupled with a
strong nurse manager.

(Editor’s note: Do you have additional questions?
Contact Earnhart at 8303 MoPac, Suite C–146. Austin,

TX 78759. E-mail: searnhart@earnhart.com. Web:
www.earnhart.com. Earnhart & Associates is an ambu-
latory surgery consulting firm specializing in all aspects
of surgery center development and management.)  ■

Save $5,000-plus with
these cost-saving ideas

[Editor’s note: In this second part of a two-part series
on cost savings in ambulatory surgery, we discuss how
to save money on occupancy costs and telecommunica-
tions. (See telecommunications tips, p. 93.) Last
month, we discussed cost-efficiency in administrative
support, employee benefits, salaries, and services.]

When you have a repair to make at your facil-
ity, do you do the easy thing and call the

landlord?
That choice isn’t a good one, because the land-

lord charges a 10% markup, says John J. Goehle,
MBA, CPA, chief operating officer of Brighton
Surgery Center in Rochester, NY. Goehle gave a
presentation on cost savings at the recent annual
meeting of the Alexandria, VA-based Federated
Ambulatory Surgery Association (FASA).

Instead, hire a handyman, Goehle advises. He
hired the father of one of his employees and has
paid him $15 an hour for minor repairs. That
handyman can’t repair biomedical equipment but
can handle smaller jobs such as fixing doors and
hanging sharps containers. This one change saved
Goehle’s facility $5,000 over several years, he says. 

Another option is to hire a local handyman ser-
vice and put them on a retainer, for example, $100
a month, to come immediately when needed, sug-
gests Stephen W. Earnhart, MS, president and
CEO at Earnhart & Associates in Austin, TX.

The most cost-efficient way to handle repairs at
your center is to prevent them, he says. 

Make sure you have a good maintenance plan
in place, Earnhart says. Change air filters regu-
larly, he advises. “Have a good biomed tech come
in at least quarterly and check your electronic
equipment,” Earnhart adds.

Consider these other ideas for saving on occu-
pancy costs:

• If your building is more than 5 to 10 years
old, conduct an energy audit, Goehle advises.
“Rebates are available to upgrade your electrical
fixtures,” he says. For more information, check
you utility’s web site, he suggests. 
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Energy audits usually are offered free by your
local utility company, Earnhart says. You may
have to pay now to upgrade, but you can realize
long-term results, he says.

However, it doesn’t always pay to upgrade,
explains Mark Mayo, administrator at Valley
Ambulatory Surgery Center and executive direc-
tor of the Illinois Freestanding Surgery Center
Association, both in St. Charles. The center per-
formed an energy audit, and the managers found
they couldn’t save money as front-end costs for
retrofitting had a longer payback period.

“We could not save by cutting back on energy
costs when the rooms were not in use,” he says.
“There was the problem of keeping proper positive
air pressures in the OR areas at all times — even

when closed nights and weekends — because of
the potential for contamination and for growth of
mold or mildew spores in ductwork.”

• Hire a freelance employee to handle biomed-
ical equipment repairs, Goehle advises. He hired
a hospital biomedical technician employee who
provides excellent service and response time, he
adds. “A biomedical firm charges twice as much
and doesn’t know half as much,” Goehle says. 

Ask a competitor to split the cost with you, he
suggests. “That’s how I found my freelancer.”

• For repairs, in weighing a contract vs. paying
for time and materials, track — at least on paper
— how much it cost to repair items.

For computer systems, don’t bother with con-
tracts, because time and materials are worth it in
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Want to save money? 
Target telecommunications

You can save your program a substantial amount
of money by examining your business contracts,

such as phone service (long distance), and compare
prices, suggests Jerry W. Henderson, RN, MBA,
CNOR, CASC, executive director of the SurgiCenter
of Baltimore in Owings Mills, MD. 

Every few years, we end up switching because
we can get a better deal,” he says.

Brighton Surgery Center in Rochester, NY, pays
5 cents a minute for long distance, says John J.
Goehle, MBA, CPA, chief operating officer. 

One mistake that many people make is to buy a
plan that has state-to-state coverage for 2 cents per
minute, but the in-state calls, which staff make most
often, can cost 15 cents per minute, says Stephen
W. Earnhart, MS, president and CEO at Earnhart &
Associates in Austin, TX.

Don’t sign three-year contracts, Goehle suggests.
A deal that looks good now may not look good two
years from now, he warns.

Goehle uses a telecommunication service (Paetec
of Rochester, NY) that costs him $1,100 per month
for phone service compared to $1,600 per month for
his previous service. A T1 cable offers telephone
provider dial service and an Internet connection, he
says. 

Goehle selected a secure connection that costs
$275 a month that allows him to host his Internet site
and an internal intranet site for his employees and
physicians.

Consider these other ideas for saving money with
telecommunications:

• Goehle cut his costs in half when he eliminated 
his pagers and switched to wireless services. His cell

phone has the same range and capability, he points
out. 

Consider installing a wireless hub in your center,
Earnhart advises, with a caveat: “They are not as
good as the companies lead you to believe, so make
sure you can have it removed at no cost if you buy it.”
When they work, they are great to have and save a
lot wiring or rewiring costs, but make sure the wire-
less works in every part of your facility, he warns.

• Goehle’s previous facility switched from a dial-
up Internet service to a high-speed service and
saved $100 a month because he wasn’t paying the
per-minute telephone charges, he says. 

Dial-up service is outdated, Earnhart adds. High-
speed service is worth the extra cost because of the
time it saves, he says. “If you can get DSL [digital
subscriber line] or cable, go for it,” Earnhart says. “It
is cheaper in the long run with higher productively
from your staff.”

• Obtain a residential DSL connection (you sign
up as a business) that can be shared across com-
puters. The cost is $40 a month. You’ll have the
same speed all of the time, but it’s slower than other
DSL connections, he says. You can hire someone to
set up this system. 

Most DSL plans will not allow you to hook up to
multiple computers, Earnhart says. “It can easily be
accomplished via a wireless router, however,” he
says. 

Be concerned with your download speed, not your
upload speed, Earnhart advises. Don’t pay for the
highest speed, because you don’t need it, he says.
“Go somewhere in the middle,” he advises. 

If an inexpensive residential DSL is not available,
synchronous DSL (SDSL) might be available. SDSL
functions at a steady bandwidth and is thus more
expensive, but it is very reliable, Goehle says. The
cost of a business class SDSL starts at about $100 
a month, he adds. ■



the end, Goehle says. However, for heating, venti-
lation, and air conditioning systems, it’s almost
always more cost-effective to go with a mainte-
nance contract that already includes time and
materials.

Equipment contracts are expensive, Earnhart
notes, “but in my 17 years experience, they are
cheaper than replacing entire OR lights, steriliz-
ers, etc.” Whatever you budget for this expense,
double it to be closer to reality, he warns.

• Keep extra computer terminals available for
times when a system crashes. Goehle formerly paid
$3,000 annually for computer repairs. With com-
puter cost dropping to $500 to $600, it’s more cost-
efficient to have two extra terminals available for
the handyman to set up when a current one fails. 

• Use non-Microsoft network servers. “These
can save big bucks, and more on consultants,”
Goehle says.

He uses six file servers including three Windows
2000 Servers (Microsoft Corp., Redmond, WA) and
3 Linux servers. Linux software is free and avail-
able in several distributions, including Fedora
(fedora.redhat.com). You will have to find a local
consultant to set up the system and support it.

“Our Linux servers have not been down in a
year, but the Microsoft servers sometimes crash
weekly,” he says. Thus, the support costs for
Windows 2000 is considerably higher. 

Most servers can be made by local companies
for a fraction of the cost, Earnhart says. Make
sure you adhere to the software licensure issues,
he emphasizes. “They do go after pirated soft-
ware users now,” he warns.  ■

South Carolina proposes
moratorium on ASCs
Other action reported in FL, PA, and ME

Adraft of a South Carolina state health plan
includes a one-year moratorium on new

ambulatory surgery centers (ASCs) and expan-
sion of existing ASCs.

“The idea for the moratorium was sparked by
the recent uptick in MDs phoning and meeting
with DHEC [the Columbia-based S.C. Department
of Health and Environmental Control] staff about
starting an ASC,” says Lynn Bailey, health care
economist in Columbia. 

“When the only tool in your toolbox is a 

hammer, every problem looks like a nail —
hence the moratorium,” she notes. 

The West Columbia-based South Carolina Hosp-
ital Association wants to restrain the growth of
ASCs, Bailey says. Hospitals can expand surgical
capacity less than $2 million with a certificate-of-
need exemption, she adds. However, freestanding
hospital-owned ASCs billing as a department of
the hospital but licensed as freestanding ASCs
would be affected by the moratorium, Bailey says.

The moratorium is supported by the South
Carolina Hospital Association, according to Jim
Walker, vice president.

“This is a period to look at the impact they’re
having and determine if there is need for addi-
tional ambulatory surgery centers in South
Carolina,” he says. 

It won’t be the first time small health care
providers such as ASCs and physician clinics are
surprised by regulations, Bailey adds. “These
smaller providers operating on narrow margins
and with limited reserves simply do their work
and mind their own business and get clobbered
in the political/regulatory arena,” she says.

Since 2001, the SC state health plan has man-
dated that, before approval could be granted for a
new ASC, all existing ASCs in a county had to be
licensed and operating for one year to determine
the utilization levels for those ASCs.

At press time, the proposed moratorium was
scheduled to have a public hearing at the end 
of July 2004 and go before the DHEC Board in
October. If the draft plan is accepted by the state
health planning committee and approved by the
DHEC board, it will go into effect in mid-October
and run for one year. 

“During that time, DHEC staff will hold a series
of public meetings/hearings to collect information
about the impact on ASCs on hospitals,” Bailey
says. They then will revise the standards and crite-
ria for evaluating a certificate-of-need application
in the form of an amendment to the state health
plan, she says. 

“I expect we will have the ASC moratorium
amendment process concluded by November or
December 2005,” she says.
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For more information, contact:
• Lynn Bailey, Lynn Bailey Associates, P.O. Box

2761, Columbia, SC 29202. Phone: (800) 236-
3831. Fax: (803) 254-1894. E-mail: LBA613@
bellsouth.net.
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In other state news:
• A draft state health plan for Maine says that

in considering certificate-of-need applicants, pri-
ority projects will not include projects that dupli-
cate existing services or facilities in a region or
community that has existing capacity for such
services. “This limitation assists in the orderly
development of the health care system and in 
our efforts to control costs,” according to the draft
plan. At press time, the final plan was expected to
be adopted by the governor within a few weeks.

• In Pennsylvania, managers at a surgery cen-
ter asked the state Department of Health if they
could perform laparoscopic cholecystectomies.
Upon review, the department decided that it was
too invasive to be performed in an ambulatory
surgery center (ASC). At press time, a memoran-
dum was scheduled to come from the Department
of Health. In the meantime, the department has
cited one or two ambulatory surgical facilities 
for performing laparoscopic cholecystectomies,
according to Jessica Seiders, spokeswoman. The
department is reviewing the appropriateness of
performing laparoscopic procedures in an ambu-
latory surgical facility, Seiders says.

Kathy Bryant, executive vice president of 
the Federated Ambulatory Surgery Association
(FASA), says FASA is working with ASCs that
may choose to appeal this decision. FASA is col-
lecting national data to share with the state, she
says. 

• Florida just enacted a law that prevents
licenses for some specialty hospitals. The law pre-
vents a hospital from being licensed or re-licensed
if it restricted its medical and surgical services to
primarily or exclusively cardiac, orthopedic, surgi-
cal, or oncology specialties, or if 65% or more of 
its discharges in the previous year were for car-
diac, orthopedic, or cancer-related diseases and
disorders. There is a grandfather clause that allows
existing hospitals to continue as long as they have
the same ownership, street address, and range of
services.

• In New Jersey, a new law requires physi-
cian-owned ambulatory care facilities, including
surgery centers, to pay a 3.5% gross receipts
assessment. The assessment, which is capped 

at $200,000, will fund charity care. Also, a new
law imposes a 6% tax on all elective surgery
procedures. ■

Smart web site produces
informed surgical patients

Outpatient surgery patients can find out what
questions to ask about their surgery, their

medication, and the day of surgery at a web site
(www.smarterpatient.com) sponsored by Ethicon
Endo-Surgery in Cincinnati.

The site addresses the following questions:
1. Are there other treatment options for my 

condition?
2. Will there be a registered nurse in the operat-

ing room during my surgery?
3. Will reprocessed disposable surgical instru-

ments be used on me during surgery?
4. Am I receiving the right medication?
5. How will the surgeon verify that he or she is

performing the right surgery on the right place
on my body?
Patients can choose key words within these

questions to go to web pages that include
detailed information that will help them under-
stand the reasons for asking these questions and
understand the surgeon or nurse educator’s
answers.

The web site also includes links to patient
safety and health care sites such as the Patient
Safety Foundation and the American College 
of Surgeons.

Patient education materials and other tools for
surgeons or nurse educators to use also are avail-
able. To order free brochures, go to: www.smarter
patient.com, click on “Healthcare Professional” at
the bottom of the page. Choose the e-mail address
to request brochures that contain the same infor-
mation contained in the web site.  ■
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■ New technique carries 
less risk than traditional 
procedures

■ How to ensure correct
patient identification

■ Approach dramatically
improves success of cancer
surgery

■ Are your pain pumps 
as safe as they can be?

COMING IN FUTURE MONTHS
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CE/CME questions

5. Facilities performing plastic surgery procedures
should have what drugs and equipment, according
to Kathryn McGoldrick, MD, FABA, professor and
chair of anesthesiology at New York Medical College
and director of anesthesiology at Westchester
Medical Center?
A. Appropriate emergency drugs
B. Appropriate emergency drugs and airway

equipment 
C. A defibrillator, appropriate emergency drugs,

and airway equipment 
D. None of the above unless treating American

Society of Anesthesiologist Class III, IV, or V
patients

6. In addition to the patient benefits of less pain and
quicker recovery, what is another benefit of cobla-
tion technology, according to Ann K. White MD, a
pediatric ear, nose, and throat surgeon?
A. Insurance reimburses the procedure at a higher

rate.
B. There is no learning curve related to use of the

equipment.
C. Less staff time is needed to prepare the OR for

surgery and in the recovery room.
D. Patients ask specifically for the procedure.

7. Why should same-day surgery programs not try to
reach 100% productivity, according to Stephen W.
Earnhart?
A. Above 78% to 80%, you lose the ability to flip-

flop cases and thus, expand your day.
B. Eighty percent to 90% productivity is more

desirable because it leaves room for your staff
to improve.

C. You should exceed 100% productivity.
D. Your administration will not let you add staff. 

8. How did Brighton Surgery Center save $5,000
over several years?
A. Hiring a full-time staff person to handle bio-

medical equipment repairs
B. Signing contracts for computer repairs
C. Using Microsoft network servers
D. Using a handyman to handle minor jobs and

repairs

CE/CME objectives
After reading this issue you will be able to: 
• Identify clinical, managerial, regulatory, or social

issues relating to ambulatory surgery care and 
management.

• Describe how those issues affect clinical service
delivery or management of a facility. (See “Tonsil
technology means less pain, faster recovery” and
“Save $5,000-plus with these cost-saving ideas.”)

• Cite practical solutions to problems or integrate
information into your daily practices, according 
to advice from nationally recognized ambulatory
surgery experts.

CE/CME instructions

Physicians and nurses participate in this CE/ CME
program by reading the issue, using the refer-

ences for research, and studying the questions.
Participants should select what they believe to be 
the correct answers, then refer to the answers listed
in the answer key to test their knowledge. To clarify
confusion on any questions answered incorrectly,
consult the source material. After completing this
semester’s activity, you must complete the evaluation
form provided and return it in the reply envelope to
receive a certificate of completion. When your evalua-
tion is received, a certificate will be mailed to you.  ■

CE/CME answers
5. C 6. C 7. A 8. D


