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For an ASC to increase its financial stability, management 
must spend time tracking and evaluating cost data.” “



I
f your ASC is focused on maxi-
mizing its profits, then it’s likely 
you have a manager who calcu-
lates case costs. As such, your 
ownership group supports this 
effort and is willing to make 

individual concessions to reduce costs. 
If you haven’t calculated case costs or 

if you’ve done so without any concrete 
results, such as reducing your costs, 
then you may benefit from a more 
strategic approach to number crunch-
ing. You already have the data at your 
fingertips. You just need to spend time 
tracking key numbers, such as individ-
ual doctor’s costs for high-volume pro-
cedures, to help increase profitability.

Why Calculate Case Costs?
For an ASC to increase its financial  
stability, management must spend time 
tracking and evaluating cost data. If 
you don’t have a good handle on facil-
ity costs, it will be difficult for you to be 
profitable over the long term. It’s a good 
idea for an ASC’s owners and manage-
ment to know their case costs per pro-
cedure, so they can benchmark those 
numbers internally as well as against 
industry numbers.

You have so much data at your  
disposal — where do you begin? Give 
it some thought. There’s little value in 
knowing the facility’s average case cost, 
for example. However, if an ASC has  
10 doctors performing cataract surgery, 

finding the case cost for each surgeon 
enables you to compare that informa-
tion and use it to encourage best prac-
tices and reduce costs within the group.

Case costs also can help identify 
opportunities to aggregate purchasing. 
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DON’T WASTE TIME TRACKING EVERY PENNY. CONTAIN RELEVANT COSTS TO INCREASE REVENUE.

A Strategic Look 
at Case Costs 
By Stephen C. Sheppard, CPA, COE

WHAT NOT TO CALCULATE
An ASC manager’s time is very valuable and should be employed in produc-
tive pursuits. Spending several hours developing analytical data that won’t 
drive a management decision or change behavior in a beneficial way is a 
waste of that time. If a data point doesn’t potentially improve profitability 
or productivity, why spend time developing it?

Financial managers have the reverse problem: a tendency to revert to their 
“comfort zone” of numerical analysis. They can spend hours and hours 
developing interesting analyses that contribute nothing to decision-making 
— what I call “paralysis by analysis.”

For example, in a case cost analysis, why should someone spend time 
computing the cost per drop of a medication that adds $0.60 to the cost per 
case? Why factor in syringes that cost from $0.12 to $0.60 each? The ASC 
could find cheaper drops or syringes that save a nickel on each item. For 
2,500 cataracts cases, that saves $125.00 for a business with annual  
collections of over $2,000,000. That level of detail isn’t worth your time.

Finally, as a rule, almost any cost analysis that starts with the word “aver-
age” is not useful for management decision-making. For example, average 
cost per cataract case (for the medical staff as a whole), average total cost 
per operating room hour, average total operating expenses per surgical 
case and average labor cost per hour all take time to calculate and provide 
little or no useful information to guide decisions.



If you’re buying from three different 
vendors, you’re probably not getting 
the best price from any of them. If an 
analysis of individual case costs can 
help fuel consensus among surgeons 
about instruments and supplies, that 

will increase your ability to buy larger 
volumes from fewer suppliers, which 
should help you secure better pricing. 
These numbers can help surgeons see 
and seize the opportunity to increase 
profitability.

What Should You Calculate?
ASCs should develop tables that show 
all the major costs for a procedure and 
whittle it down to the finest details. You 
can determine the cost of each minute 
of a technician’s time or a pair of surgi-
cal gloves, but as an accountant, I won-
der why you’d want to know that. What 
would you do with that information? 
(See What Not to Calculate) 

As a starting point for any discussion 
of case costs, ask yourself, What do we 
want to accomplish? What information 
can help us reach our goals?

The answers to these questions 
should drive what costs you include 
in the calculation. It’s the difference 
between a very good, nice-to-know 
evaluation of your marginal case costs 
and a relevant evaluation that can sup-
port positive action items to improve 
the financial health of your ASC.

The potential components of your 

calculations may include facility costs, 
staff costs, supply costs and all of their 
subcategories. Most of the facility costs 
are outside management’s range of 
control. They are “fixed,” at least over 
a relevant range of case volumes. For 

example, going from 1,000 cases to 
1,050 cases doesn’t have much of an 
impact on rent, utilities, cleaning, infec-
tion control, taxes and other occupancy 
and administrative costs.

Staff labor costs typically warrant an 
examination, particularly if you already 
suspect some inefficiencies. While 
many ASCs are operating without any 
unnecessary staff, an evaluation of labor 
costs centered on surgical schedules 
may show that your staff is fully utilized 
some days but not others. This infor-
mation can be used to help you devise 
more profitable schedules. This analy-
sis also may highlight opportunities 
to substitute lower cost staff members 
when appropriate so you can improve 
efficiency, flexibility and coverage.

For most ASCs, the biggest oppor-
tunities to save money are in surgi-
cal supplies and medications because 
management has more control in these 
areas. And the most productive way to 
examine supply cost differences and 
savings opportunities is to develop  
surgeon-specific data (See Utilizing 
Cost Data for Individual Doctors). 

For example, your surgeons may use 
different drops of varying cost before 

and after surgery. If they can all agree to 
use a less expensive drop, then the prac-
tice may be able to secure better volume 
pricing from the less costly supplier.

In some cases, instruments can be 
changed. If some surgeons use diamond 
blade knives while others use single-use 
steel blades, you might look at the cost 
and number of uses for each knife, as 
well as the maintenance costs of upkeep 
on reusable instruments. 

It’s often up to the office manager 
to lay out the data and say, “Here’s 
what each of you is doing individually. 
You can see the areas that are costing 
us money. Who is willing to make a 
change?”

What Procedures Should 
Be Assessed? 
Management’s time and resources are 
best spent developing accurate case cost 
information for those procedures that 
are performed frequently and, there-
fore, potentially have the biggest impact 
if changes can drive down costs. Any 
practice management system will tell 
you your case volume by CP code, but 
in many ASCs, the high-volume proce-
dures are already clear. 

High-volume procedures: Obviously, 
when possible, the preferred alternative 
for increasing profitability is to increase 
the number of high-volume procedures 
performed. Alternatively, a thorough 
case cost analysis can show you how 
reducing certain variable costs — sup-
plies or labor — can boost profitability 
when multiplied through high-volume 
procedures.

Virtually every ASC tries to increase 
procedure volumes to boost profit-
ability, and everyone wants to increase 
the same types of high-volume cases 
they’re already performing. The equip-
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out the data and say, “Here is what each 
of you is doing individually. You can see 
the areas that are costing us money. 
Who is willing to make a change?”
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ment, trained staff, supplies and supply 
chain management are already in place, 
so more volume doesn’t mean more 
investment, making it very quick and 
profitable for ASCs to recruit surgeons to 
fill unused time with additional cataract 
procedures. 

Let’s consider cataract surgery. 
Variable costs of supplies, including the 
intraocular lens, viscoelastic, phaco cas-
sette and tubing, a custom tray, the phaco 
needle and so on may be about $250, 
depending on the surgeon’s choices. 

Marginal labor costs should address 
the question, “Who will I send home 
if I don’t perform this extra case?”  For 
a single cataract case, the marginal 
staff might include a surgical techni-
cian, circulating nurse, a pre-op nurse, 
a recovery nurse and perhaps a front 
office person. If we assume we’re paying 
those five people $30 per hour on aver-
age, including benefits and taxes, then  
1 hour of their time is a combined $150.

The variable costs of surgical sup-
plies will always subtract $250 from your 
reimbursement, while labor costs reflect 
your typical case times. Many ASCs tar-
get three cataract cases per OR hour as an 
achievable standard; thus, in our exam-
ple, marginal labor costs are approxi-
mately $50 per cataract. 

If CMS reimbursement is about $950 
per case, the ASC will make $650 at the 
margin for that single case. That’s the 
financial leverage of increasing surgical 
volume.

Often, ASCs don’t have the flexibility 
to add certain cases because there are a 
limited number of physicians in the mar-
ket available to use the facility. Even if an 
ASC can add less profitable cases at the 
margin (e.g., oculoplastics cases), those 
cases will boost the bottom line. They 

UTILIZING COST DATA FOR INDIVIDUAL DOCTORS 
When we compare case costs for individual doctors, the data can help guide 
actions to reduce costs and increase the ASC’s profitability. For high-volume 
surgeries, even a modest cost savings can have an impact. High-cost procedures 
can vary more dramatically. The costs for any physician may vary depending on 
the individual case, which is why we must calculate the average cost of many 
cases for each surgeon to get useful information.

This is a sample cost analysis for one surgeon, Dr. X, showing her average costs 
for performing high-volume standard cataract surgery. A similar analysis of 
other physicians in this ASC will offer a side-by-side picture of where they 
might trim costs.

C O N T I N U E D  O N  PA G E  1 3

DESCRIPTION 
OF ITEM

Cost Per 
Item

Quantity 
Used

Cost Per 
Procedure

Intraocular lens $105.00 1.00 $105.00

Viscoelastic 52.00 1.00 52.00

Phaco cassette and tubing 38.00 1.00 38.00

Custom tray 30.00 1.00 30.00

Blades 16.00 1.00 16.00

Phaco needles 7.00 1.00 7.00

Medications:

cyclopentolate 
hydrochloride 1.60 1.00 1.60

lidocaine hydrochloride 1.00 1.00 1.00

propofol 4.25 1.00 4.25

carbachol intraocular 
solution (Miostat, Alcon) 11.00 1.00 11.00

   Other medications 
   as needed*

Hydrodissection cannula 2.50 1.00 2.50

Oxygen cannula 3.75 1.00 3.75

Heparin lock flush 
solution (Hep-Lock, Baxter)/ 
IV supplies 4.00 1.00 4.00

Suture — — —

   Other items as needed*

DR. X’S TOTAL COSTS $277.10

* If desired, ASCs can add many other items including syringes, needles and electrodes, as well as costly, rarely used  
supplies, such as capsule staining materials, capsular tension rings and disposable iris hooks. However, first consider if 
these data can be added easily and if they offer significant opportunities for cost savings. For example, expensive special 
use items typically are not optional, so their use cannot be reduced or eliminated to reduce costs. 

Dr. X: Standard Cataract Surgery



 I
n an era of shrinking reimbursements 
and rising costs, enhancing efficiency in 
the ophthalmic ASC has never been more 
important.

To heighten performance, ASCs need to 
analyze and fine-tune every facet of opera-
tions, including staff productivity and training, 
OR downtime, documentation and resource 
management. 

Here’s what experts suggest to keep your 
ASC operating at peak performance.

Enhancing the ASC Culture
Personnel is a major focus when boosting  
efficiency. “For the vast majority of surgery 
centers, the staff represents in the range of 20% 
to 25% of the operating revenue of the center. 
Some more, some less, but it’s a significant 
line item,” says Bruce Maller, president, BSM 
Consulting. 

Therefore, increasing staff productiv-
ity is key, and Maller says it doesn’t just hap-
pen accidentally. “The center owners have to 
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focus on creating a culture that 
encourages staff members to 
want to stay, to want to work 
harder and smarter and to 
achieve greater efficiency in 
terms of better management of 
staff resources.” This requires a 
strong leadership and manage-
ment team and an incentive 
program tied to specific pro-
ductivity metrics that may also 
motivate staff, he says. 

To maximize efficiency, 
American SurgiSite Centers, 
with headquarters in Somerset, 
N.J., standardize nursing prac-
tices in all eight locations. “Our 
expertise is to get the optimum 
routine that creates the greatest efficiency 
and the least amount of turnover time from 
a nursing standpoint,” says Louis Sheffler, 
COO of the company. 

Training plays a vital role in this strat-
egy. “It’s very important that everyone does 
everything the same way. If you don’t do 
it the same way, you run the risk of safety 
issues,” Sheffler says. When they’re hired, 
nurses often have varying skill sets. To stan-
dardize performance, the company provides 
the nurses with specific training on the oph-
thalmic procedures that are performed at 
their centers.

Driving Revenue
Increasing profits can be achieved by 
developing new revenue sources and/or by 
decreasing the number of resources you 
are currently utilizing, Maller says. “In a 
surgery center, once you meet your fixed 
costs, you can achieve significant mar-
gin improvement as you add incremental  
volume,” Maller says. Therefore, an ASC’s 
business plan needs to focus on increasing 
the number of cases — which may result 
from increasing patient volume within a 
medical practice or attracting surgeons to 

the ASC who can bring the right mix of 
cases to the center, he says.

“If I were driving, or trying to improve, 
efficiency on the revenue side, I’d be evaluat-
ing all of the third-party contracts the center 
has,” Maller says. “Most centers don’t pro-
actively manage their insurance contracts 
or HMO and PPO contracts. I’d perform 
a baseline assessment of all of the center’s 
existing third-party managed care contracts, 
evaluating exactly what they’re getting paid 
or reimbursed for on the most commonly 
performed procedures, and I’d be more 
proactive about negotiating better payment 
rates on contracts whenever possible.”

Analyzing Time Expenditures
Technology plays an important role in 
boosting time management in the ASC, par-
ticularly electronic medical records (EMRs).

“You want to use your EMR to evaluate 
how time is utilized — if surgeons are start-
ing on time, how long it’s taking them to 
complete a case, what supplies they’re using, 
how much they’re spending on surgical sup-
plies per case, and so on,” Sheffler says. “It’s an 
easy way to help you analyze your business.”

American SurgiSite surgeons use the 
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negotiating 
better payment 

rates on contracts  
whenever
possible.”

— Bruce Maller, president,  
BSM Consulting
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iMedicWare EMR system. “On the 
EMR system, the surgeon’s office staff 
book their cases on our system in their 
office. As they’re booking them, we 
know how filled our schedule has to be 
and how many people we need for the 
day to perform the surgery,” he says. 

With a continued eye on quality of 
care, Bernadette Santana, RN, BSN, 
nursing administrator of the Somerset 
Eye Institute, PC, an American 
SurgiSite Center, uses EMRs to keep 
track of surgery times so the center can 
appropriately schedule patient arriv-
als, preventing patients from staying at 
the center longer than necessary. Based 
on surgeon history, she can determine 
how much time to allow for preopera-
tive assessments. 

Santana explains that after a medical 
office schedules the patient’s surgery, 
she can access charts in the ASC even 
a month before the procedure to check 
a patient’s medical clearance, make 
arrangements for special equipment 
or supplies, or make sure the patient’s 
procedure can even be performed at an 
ASC, increasing surgery day efficiency.

Furthermore, EMR systems 
help ASCs pinpoint trends and  
readjust block scheduling as needed. 
“Interestingly, in the Northeast, cata-
ract surgery is a seasonal business, and 
what we found out is that the last quar-
ter of the year is our busiest,” Sheffler 
says. “It’s because people have paid 
all of their insurance deductibles. It’s 
toward the end of the year and getting 
near the holidays and they want to get 
their eyes taken care of.” 

In addition, Santana says she uses 
the iMedicWare system to view the 
surgical schedule and identify gaps 
where she can schedule emergency 
procedures or provide extra time for 
surgeons who may need it.

Santana also uses the system to help 
plan the order of cases to improve time 
management. Quicker cases like cata-
ract surgery are scheduled first, and 
the longer cases such as glaucoma or 
retina procedures — which require less 
staff — are done at the end of the day. 
This increases the efficiency of the OR 
and eliminates the need for a full staff 
for cases that don’t require it, she says.

Streamlining Data Needs
The iMedicWare EMR system also 
allows users to access data quickly. 
When patients return for treatment of 
their second eye, Santana says, staff can 
access their charts from several years 
ago. “The information is accessible 
with a click, allowing for continuity of 
patient care,” she says. 

Staff members also can use EMR 
systems to run reports on various 
aspects of the visits. For example, the 
staff can look up the average length of 
surgical procedures, time in and out of 
the center, number of specific implants 
used, cases per month or year, hospital 
transfers, as well as other types of data. 
“There are various required reports I 
can run from our EMR program, and 
this helps with efficiency and allows 
for better time management. I’m not 
sifting through piles of paperwork to 
generate reports,” Santana says.

Practices rely on other EMR  
systems such as the Medflow EMR 
system. In the clinic, Medflow can use 
its separate installation and database 
in the ASC, which meets the require-
ments of the Centers for Medicare and 
Medicaid Services (CMS) for separate 
charts, says Jim Messier, vice president 
of sales and marketing for Medflow, 
Inc., Charlotte, N.C. 

Surgical staff can perform a one-
time push of health history informa-
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tion recorded in the clinic to the ASC for a 
starting point as they begin the interview. 
“EMR in the ASC is an efficient and great 
way of being able to accumulate a great 
deal of information — which is very similar 
from procedure to procedure — efficiently, 
quickly and accurately. The system, through 
predefined templates, can mandate what 
needs to be done by nursing, by anesthesi-
ology; and by following a predefined work-
flow, it can ensure regulatory guidelines are 
met and G codes are created from a CMS 
prospective,” Messier says. 

Two staff members in the ASC are able 
to document information at the same time, 
such as a certified registered nurse anes-
thetist and preoperative nurse, Messier 
explains, and then the circulating nurse 
picks up from there when the patient moves 
to the OR. “Most of our installations have 
large 42- to 46-inch monitors hanging 
within the OR, which provides convenience 
for both the scrub nurse and physician as 
they can be looking at certain data elements 
brought up by the circulating nurse, like 
IOL Master, corneal topography, Pentacam, 
toric lens calculations, and limbal relaxing 
incision calculations.” Nursing staff also can 
use the system to scan the bar codes of sup-
plies used during the procedure. The nurs-
ing staff also auto-creates the operative note 
using the Medflow system, Messier says, 
reducing the surgeon’s documentation time 
in the ASC.

In an EMR system that is fully integrated 
with the clinical EMR, staff members have 
the ability to generate outcome analyses 
and surgical complications reports with 
ease and efficiency, in comparison with 
what they need to do with paper. “The abil-
ity to pass information directly from your 
EMR in your clinic to the ASC EMR and 
vice versa allows you to easily compare 
data between the two charts, track post-op 
visual acuities, intraocular pressure, and 
any refractive information to help improve  

surgical outcomes,” says Heather Bush, 
product manager for ophthalmic products 
for Compulink Business Systems. “Doing 
this on paper is obviously laborious in pull-
ing charts, flipping through charts, and 
trying to find the data to enter into spread-
sheets. With a fully integrated ASC EMR 
in your clinic, your staff will be able to 
run these types of reports much more effi-
ciently.” 

Depending on the EMR system, Bush 
says staff can perform structured data min-
ing of any type. Furthermore, for audit pur-
poses, all records are time and date stamped 
with the staff members who are logged in, 
and the system identifies documentation 
errors if records aren’t stamped or staff 
members don’t sign off on records.

Improving Patient Care and 
Tracking Resources
As well as investing in the right technology 
to streamline time management, ASCs need 
the right accounting and payroll systems to 
increase efficiency in those areas.

Sheffler explains that American SurgiSite 
uses the ACCPAC accounting system by 
Sage and electronic bar-coded inventory 
tracking by Accelos to manage its supplies. 
“A surgery center uses a ton of supplies, and 
we actually spend more money on supplies 
than we do on personnel,” Sheffler says.

To manage its payroll, the company uses 
ADP Payroll Services. “They have analytics 
on how much time and overtime you have,” 
Sheffler says. “All of these electronic systems 
make running the business much easier.”

Effective and Efficient
In the current healthcare environment, 
ASCs need to focus on the strategies and 
technologies that will help them detect 
areas for improvement and increase perfor-
mance. 

“If you don’t have the tools, you won’t be 
able to do the job effectively,” Sheffler says. n
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“There are 
various required 
reports I can run 
from our EMR 
program, and 
this helps with 
efficiency and 

allows for 
better time 

management. 
I’m not sifting 
through piles 
of paperwork 
to generate 
reports.” 

— Bernadette Santana, RN, BSN, 
nursing administrator of the 
Somerset Eye Institute, PC
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usually don’t require any substantial 
capital purchases for an ophthalmic 
ASC, supply costs are relatively minor, 
and CMS reimbursement for func-
tional oculoplastics cases is in the $750 
to $800 range.

High-cost procedures: Another 
productive area to evaluate is your list 
of high-cost procedures. This is par-
ticularly true in ASCs where physi-
cians perform a considerable volume of 
retina procedures, which have signifi-
cantly higher case costs than anterior 
segment surgeries. 

In an ASC where surgeons perform 
an appreciable volume of retina cases, 
it’s worthwhile to look at their case costs. 
Some complicated retina procedures 
may actually lose money, but the ASC 
may be willing to support those cases to 
benefit from the straightforward vitrec-
tomies, peels, puckers and holes.  

Sometimes we find that retina cases 
can be more profitable with smarter 
scheduling. These cases often take lon-
ger and may have lower profit margins 
per OR hour than cataract surgery, so if 
those surgeries are crowding out more 
profitable cases, there is a scheduling 
opportunity. The ASC can adjust the 
hours for those kinds of procedures, 
reallocate block time or take other steps 
to enhance profits. ASCs generally have 
a fair amount of unutilized OR hours 
(it’s rare for an ASC to operate at 90% 
utilization or higher), so there’s often 
room to adjust the schedule.

Does Everyone Do This?
Every partner in an ASC should receive 
basic quarterly financial statements 
and key benchmark data that give the 
30,000-foot view of the facility’s finan-
cial stability, but hands-on involve-
ment varies tremendously, as does the 

motivation to define and control costs 
through such measures as case costing.

If an ophthalmic ASC has appro-
priate surgical volumes, then the cen-
ter will operate profitably. However, 
depending on the focus of the owner-
ship group, it may or may not operate 
efficiently. The most successful groups 
are aware of costs, the varying case 
costs of different physicians and nego-
tiations for favorable pricing. 

However, in my experience, ASC 
management structures vary broadly 
in their sophistication. While some 
owner physicians are paying attention 
and getting the resources and expertise 
they need to operate efficiently, other 
groups are dysfunctional, remote and 
disinterested in the “business side of the 
practice.” That kind of approach doesn’t 
support highly profitable operations. The 
ASC can muddle along with an environ-
ment that is friendly to physicians and 
patients, but they cannot maximize their 
profits.

Size is a factor in determining 
whether an ownership group is actively 
involved or not. Large, multispecialty 
ASCs often give doctors ownership 
shares of 1% to 3%, so there’s little 
incentive for any individual doctor to 
spend time on business operations. A 
smaller ownership group with larger 
individual shares tends to be more close 
knit and more focused on operating 
efficiently and profitably. 

Not everyone calculates case costs. 
But if you’re interested in maximizing 
profits in your ASC, it’s what you need 
to do. n
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 H
ospitals were once the preferred 
venue for retina surgeries, but techno-
logical advances have made the major-
ity of cases relatively straightforward, 
and improved reimbursement fees have 

made ASCs more attractive to retina surgeons. 
Some physician-owners believe ASCs 

should incorporate retina not because the 
segment will generate additional income, but 
because it’s more convenient for the patient and 
the surgeon. ASCs are already well known for 
efficient and expedient surgical practices, and 
retina is no exception to that rule. 

Adding a retina subspecialty to an ASC is a 
large financial undertaking — one retina room 
may cost close to $1 million to properly equip. 
So, when considering adding retina to an ASC, 
both the surgeon and the ASC owners have to 
understand the economics of running a retina 
surgical practice.

The Draw (and Drawbacks) of an ASC
Better patient care and increased profits are 

primary reasons a retina specialist should con-
sider joining an ASC. If a retina specialist takes 
an ownership position at an ASC, it becomes 
more profitable for the surgeon than keeping 
his cases at a hospital, as the surgeon is being 
paid for the procedure and receives a portion 
of the ASC facility fee. 

When Medicare improved reimbursement 
fees to ASCs in 2008, the number of proce-
dures performed increased to 44,381 up from 
36,392  in 2007 and billings jumped 71% to 
$39.8 million; in 2009, ASCs performed more 
than 50,000 retinal procedures and billings 
increased an additional 23% (to $48 million), 
says Victor Gonzalez, MD, founding member 
of McAllen Specialty Surgical Center and the 
Harlingen Surgical Center.1 For instance, the 
average reimbursement at an ASC for pars 
plana vitrectomy has increased from $630 in 
2007 to $1,540 in 2011 (a 145% increase).1,2 
And, as equipment ages, fewer hospitals are 
investing in new retina equipment and are 
often unable to provide a staff member who 

There are numerous advantages to adding retina — 
chief among these are improved patient care and outcomes. 

Adding Retina to an ASC 
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reliably knows the nuances of retina 
surgery, says Ralph Paylor, MD, man-
aging partner at Florida Eye Associates/
ASC of Brevard. 

“The original reason our ASC 
began performing retina surgeries was 
improved patient care. We just felt 
we could not continue to efficiently 
take care of patients in the hospital,”  
Dr. Paylor says.

“ASCs have focused personnel. It’s 
a more comfortable environment and 
a less stressful one for the patient, and 
the surgical turnover is significantly 
more efficient in an ASC than in a hos-
pital,” Dr. Gonzalez says. From a surgi-
cal perspective, the efficiency means 
more cases in a shorter period of time; 
conversely, the patient doesn’t have to 
wait for hours for a room to open up.

Dr. Gonzalez added that for cash-
paying patients, or with an 80/20 split 
with an insurance provider, the facil-
ity fees and out-of-pocket expenses 
will be much less at an ASC than in 
the hospital as well. For example, in 
an ASC the Medicare patient copay-
ment for a pars plana vitrectomy with 
removal of internal limiting membrane 
(CPT code 67042) would be 20% of 
the allowable ($1,663.54 multiplied by 
0.2 = $332.71). In a hospital outpatient 
department, the minimum unadjusted 
copayment that CMS allows to be 
charged is $612.07, explains Stephen C. 
Sheppard, managing principal, Medical 
Consulting Group.

 “The structure of an ASC gives me 
access to more patients in general,”  
Dr. Gonzalez says. “Patients are getting 
the same procedure at the same qual-
ity for significantly less out-of-pocket 
cost.”

Provided the surgical center isn’t 
hospital-owned, Dr. Gonzalez says 
facility fees are almost 40% less. For 

example, the 2014 Medicare national 
average reimbursement rate for a mac-
ular pucker performed at an ASC is 
$1,663.54, while the national average 
reimbursement in a hospital outpatient 
department is $3,060.33, Sheppard 
says. 

A surgery center environment also 
provides peace of mind, Sheppard 
added. “At an ASC, they’re not com-
peting with all the other surgical spe-
cialties. Retina cases aren’t going to be 
bumped because the orthopedist needs 
the room for a trauma case.”

“ASCs have the potential to pro-
vide the best of care because they’re 
specialized, and if you’re an owner, 
it’s an outstanding investment,” says 
Pravin U. Dugel, MD, managing part-
ner of Retinal Consultants of Arizona, 
and Founding Partner of Spectra Eye 
Institute. “It’s one of those rare oppor-
tunities to attain excellent patient care  
as well as an excellent investment.”

Attracting Retina Doctors
Business savvy retina specialists are 
going to want an ownership stake, 
Dr. Gonzalez says, and they’ll also be 
attracted to having more access to the 
most updated equipment. 

Dr. Paylor’s group bought a com-
petitor’s ASC and practice in the early 
1990s. Retina remained in the hospital 
until 2002, and the trend toward mov-
ing retina out of hospitals and into spe-
cialty ASCs will continue, he says. 

Surgeons will also want to know 
how the ASC addresses non-profitable 
cases, Dr. Dugel says. 

“At our ASC, there are some cases 
we perform that are clearly not going 
to be profitable, for example very com-
plex cases, such as proliferative vitreo-
retinopathy that require silicone oil and 
may be time-consuming,” he says. 
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The facility fee for lasers is “around 
$230,” Sheppard says. “It would make 
sense to perform some of those cases 
in the surgery center,” but with a 
“substantial” site of service differen-
tial between the office and the ASC, 

“unless the retina surgeon is a signifi-
cant owner of the ASC, they’re going 
to lose profitability by bringing those 
cases to a surgery center.” For example, 
the surgeon’s professional fees for 6720 
(focal photocoagulation) in a clinical 
office is $540.92, which is reduced to 
$523.37 if the procedure is done in an 
ASC or a hospital outpatient depart-
ment, he says. 

“Plus, taking these procedures to an 
ASC requires some disruption of the 
clinical procedures and another trip for 
the patient,” Sheppard says. “The eco-
nomic problem is that the retina sur-
geon only benefits by their percentage 
ownership in the ASC, but takes 100% 
of the reduction in professional fees.”

The amount of medical, laser and 
surgical cases any retina specialist treats 
will become a factor in whether or not 
to join an ASC.

Dr. Paylor’s advice is that if the surgeon 
only wants privileges (and not owner-
ship), it makes sense for retina specialists 
to be affiliated with several ASCs. 

“There are really no cookie-cutter 
answers as to whether the ASC is appro-
priate and advantageous to a particu-
lar person,” Dr. Dugel says. “Referrals 

are the most important aspect of my 
practice; without them I would have 
nothing.” Dr. Dugel advises others to 
evaluate if joining a particular ASC 
would affect referral patterns in the 
community. “If it does, then joining is 

a no-go. It’s possible that joining a par-
ticular ASC — especially if ownership 
is on the table — may antagonize other 
referring physicians who don’t work in 
that ASC. Never jeopardize your pri-
mary referrals.”

Bringing in Retina
Most ophthalmic ASCs aren’t being uti-
lized to their full potential, Sheppard 
says. From an owner’s perspective, if 
the center is “periodically dark, looking 
around for other physicians to fill that 
time and bring surgical cases is very, 
very profitable,” he says. “Adding cases 
at the economic margin rather than at 
the average rate will boost profitability,” 
says Sheppard.

For centers that are predominantly 
anterior segment, however, Dr. Dugel 
stresses that the equipment and instru-
mentation overhead must be factored 
into the equation.

“Adding retina from scratch is very 
expensive, it’s a large capital outlay, and 
it’s extremely surgeon-dependent as to 
whether it will be successful and profit-
able or not,” he says. 

Equipping a facility from scratch can 
be cost-prohibitive: a vitrector with a 

532nm laser may cost between $100,000 
and $125,000; add on another $90,000 
to $120,000 for a good quality micro-
scope with an indirect view system, 
another $20,000 to $30,000 in surgical 
trays, $7,500 to $11,000 for cryo equip-
ment, and it adds up, Sheppard says. “It’s 
not inexpensive to get into the retina 
business.” Centers should ensure they 
have the bandwidth to accommodate 
the number of surgeries necessary to 
recoup the costs.

Yet if you’re considering adding 
retina is to fulfill an unmet need in the 
community, then cost should not be the 
driving factor, Dr. Dugel says. 

For ASCs that already employ (or 
give privileges to) retina specialists, 
however, adding another “isn’t a real 
game changer because the cases are lon-
ger,” Dr. Paylor says.

Most retina specialists will continue 
to perform intravitreal injections in 
their own offices, but will pay a facil-
ity fee for performing laser treatments.  
Dr. Gonzalez noted it’s becoming less 
common to use a laser, so a facility may 
not deem it cost-effective to purchase 
the “latest, greatest” machine unless it 
can serve multiple surgeons.

“From a center’s perspective, medical 
retina is not going to use lasers as much 
— even for their diabetic population, 
treatment is moving toward injection,” 
he says. “If the ASC adds a laser that can 
be used by multiple subspecialties, then 
it may be worth the investment.”

Adding cases at the end of the day is 
much easier in the ASC environment 
than in a hospital one, Dr. Paylor adds, 
making it a bit less arduous for the staff 
who incurs the overtime. 

“With the advances in vitrectomy 
surgery and the way we repair retinal 
detachments, a 25-gauge vitrectomy 
case is much faster than it used to be,” he 
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    ASCs have the potential to provide the best of care 
because they’re specialized, and if you’re an owner, 
it’s an outstanding investment. It’s one of those rare 
opportunities to attain excellent patient care as well 
as an excellent investment.”

— Pravin U. Dugel, MD, managing partner of Retinal Consultants of Arizona, 
and Founding Partner of Spectra Eye Institute.
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says. So, efficient surgeons can turn over 
cases at a much higher rate in a single-
specialty ASC compared to the hospital.

The ASC-friendly Surgeon
ASCs need to consider the surgeon as 
well, Dr. Dugel says. “The same case may 
be quite profitable to the ASC and may 
not take very long and may not require 
a lot of resources in one surgeon’s hands 
but in someone else’s hands, it may not 
be profitable and be a drain on resources 
and time. But it’s also about how the 
surgeon uses the resources he/she has 
— some may require perfluorocarbon 
or silicone oil in more cases than others. 
Some may require multiple instruments 
whereas other people may require less.”

ASCs should also consider reim-
bursement issues, Sheppard says. A 
handful of CPT codes are likely to cover 
about 80% of the retina cases performed 
in an ASC — vitrectomy, membrane 
peels, macular puckers, holes, retinal 
detachments with or without a scleral 
buckle — are all in the same ambu-
latory payment classification group 
for Medicare, with a national average 
$1,663.54 for facility reimbursement. 

Facilities should evaluate whether 
or not a surgeon is “ASC-friendly,”  
Sheppard says. “Are their equipment 
needs and surgical times reasonable?” If 
so, ASCs benefit from having those sur-
geries performed at their locations. On 
average surgical supplies cost approxi-
mately $500 to $650 for the consum-
ables, the contribution margin of typical 
retina cases (after labor is included) is 
close to $800 to $900, he says. 

Not every retina surgeon needs to 
be a partner, Dr. Paylor says. ASCs may 
consider granting privileges to several 
surgeons — if a handful of retina spe-
cialists bring several cases (especially 
if they are elective macular puckers or 

macular holes), “it could be a very savvy 
business decision,” he says. 

An advantage multispecialty centers 
may have over an ophthalmic center is 
the ability to tout neutrality. With refer-
rals the primary base for most retina 
surgeons, an alignment with a multispe-
cialty center isn’t likely to be viewed as 
“choosing sides among the anterior seg-
ment surgeons,” Sheppard says. 

“Close to 90%” of surgical cases in 
smaller ASCs (those with up to four 
rooms) are referred to the center by the 
owner-physician, he says. It’s unrealis-
tic for an ASC to develop a relationship 
with a busy surgeon and not include an 
ownership option. 

“Medicare is paying ASCs, on aver-
age, 56% of what they’re paying hos-
pital outpatient departments for the 
same surgery case. Profit is neither lit-
erally or figuratively a four-letter word,”  
Sheppard says. “Quality of care is still 
your prime directive here. ASC owners 
have to pay attention to the numbers.”  

Other Considerations
Dr. Dugel says the surgeon should con-
sider how receptive the ASC is for not-
so-profitable cases in addition to how 
willing it is to purchase state-of-the-art 
equipment. If it becomes clear the ASC 
is pushing difficult or non-profitable 
cases to the hospital, patient care is 
going to suffer, he says.

“What that attitude forces a surgeon 
to do is take the most difficult cases to a 
place that may have the least amount of 
experience, and that’s the last thing sur-
geons want to do,” Dr. Dugel says. 

Dr. Gonzalez is a firm believer that 
all cases may be performed in an ASC 
environment, but says patients who 
are not medically stable may be better 
served in a hospital.

“Facility fees are such that we can 

cover the cost of the silicone oil in the 
more difficult patients,” he says. “The 
only cases I bring to the hospital are 
infant pediatric cases and the medically 
unstable patients, just in case something 
goes wrong and we need cardiology 
readily available.”

He acknowledges that some payors 
are dictating where the surgery occurs 
— but he has yet to find a device or 
implant where the reimbursement is 
less than the cost of the device. In his 
research, moving most surgeries to an 
ASC “could save Medicare $2.5 billion 
in retina reimbursements alone.”

The benefits of moving to an ASC 
“may not necessarily be financial, but 
they definitely offer improved patient 
care,” Dr. Paylor says. 

Dr. Dugel emphasized both the 
facility and the physician must be will-
ing to adapt to change. Newer devices 
allow surgeons to reduce the amount of 
personnel needed, reducing overhead 
while still improving patient care and 
outcomes.

“There is absolutely no reason for a 
retina surgeon not to join an ASC. They 
are the best alternative for higher quality 
care at lower cost,” Dr. Gonzalez says. n
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 M
ost ophthalmic ASCs have busy 
days, followed by those that are fairly 
quiet. How administrators manage 
staffing to meet their centers’ needs 
efficiently while keeping employees 

happy and productive is a balancing act that 
can be approached in several ways. 

For one group, Eye Centers of Tennessee, 
based in Crossville, Tenn., employing people 
who desire part-time work is the answer. For 
others, such as The Center for Sight, in Lufkin, 
Texas, sharing ASC staff with the clinic and 
optical shop to create full-time jobs has been 
the solution. 

Using Part-time Staff
Ray Mays, practice administrator at Eye 
Centers of Tennessee, a group that has six loca-
tions and includes four ophthalmologists, six 
optometrists and one audiologist, says offering 
flexible work schedules is the key to keeping 
his staff happy and turnover low. 

“We’ve pretty much had the same staff for 
the past 12 years and they have their work 
flow down to a science,” he says. “There isn’t 
much that happens that they don’t know how 
to handle.” 

The ASC only has three full-time staff 
members — a nurse administrator, a business 

It requires some balancing to keep an 
ASC running smoothly.

Varying Approaches Help 
Maximize Staff Hours 

By Beth 
Thomas Hertz, 
Contributing 
Editor



office manager and a scrub technician. 
“The three of them handle every-

thing,” Mays says. “They clean, manage 
inventory, help with billing and col-
lections — whatever needs to be done. 
They learned long ago that we can hire 
someone else for $15 an hour or they 
can all pitch in and each make $5 more 
per hour.” 

On surgery days, usually Tuesdays, 
the PRN staff is on duty, usually con-
sisting of two RNs and two LPNs. 
They’re all women, most have children, 
and they prefer a flexible part-time 
schedule over full-time employment, 
explains Mays. 

“We feel our current staffing is very 
efficient, but we aren’t above tweak-
ing it,” says Mays. An example of this 
is when they added the femtosecond 
laser for cataract surgery. “It slowed our 
pace for a bit until we figured out how 
to incorporate the technology into our 
surgical routine,” says Mays.

Preference for Full Time 
Richard J. Ruckman, MD, FACS, medi-
cal director of The Center for Sight, 
takes a different approach. He maxi-
mizes his staffing efficiency by sharing 
members across his clinic and ASC, 
which he opened in 1993. 

He has 48 employees, including two 
ophthalmologists and two optometrists, 
across two offices, three optical shops 
and an ASC. Dr. Ruckman accommo-
dates employee desire for full-time jobs 
through cross-training and by offering 
what he describes as a good benefits 
package and a schedule that doesn’t 
include weekends or evenings. 

Finding good RNs to staff the ASC 
is a challenge in his area, so he works 
hard to keep his existing staff happy. 
Only one RN on his staff chooses to 
work part time. 

“We don’t want to let anyone 
go or cut back their hours,” says  
Dr. Ruckman. “It’s not good for morale 
if staff members are worried about their 
hours.  We don’t want them looking for 
another job.”

Dr. Ruckman says he may be slightly 
overstaffed, but he’s willing to “ride it 
out” in the short term because he added 
a second surgeon 2 years ago who’s still 
ramping up his volume. Once his vol-
ume increases, Dr. Ruckman believes 

the ASC and clinic will be properly 
staffed, and he doesn’t want to risk los-
ing quality people in the meantime. 

His ASC performs 35 to 40 surger-
ies a week, usually spread over 2 days. 
Eleven people are needed on sur-
gery days, plus an independent con-
tractor nurse anesthetist. Only one 
person works for the ASC full time 
— the instrument technician who also 
oversees areas such as inventory and 
maintenance contracts. Dr. Ruckman 
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Very Little Downtime 

 Keeping the staff working efficiently during downtime is a frequent management 

concern but Mays says his staff rarely has downtime. The three full-timers in the 

ASC have structured their week to optimize their workflow:

Monday: Prep for a big surgery day on Tuesday (verify implants are in, get charts ready, 

and so on)

Tuesday: Surgery all day

Wednesday: Recovery day. Clean, reorder supplies, get paperwork done.

Thursday: Transmit bills by noon. In the afternoon, perform minor procedures such as 

laser treatments. Make sure all IOLs for next Tuesday are ready, with duplicates on hand in 

case one is found to be damaged in the packaging. 

Friday: Few people in the office other than the cleaning crew. 

All of this is accomplished by the three full-time staff members. “I don’t know how we 

could do more with less,” Mays says. 

Dr. Ruckman agrees that his staff rarely has downtime. All of his scrub techs are COA or 

COT rated techs, so they work in the practice office when they aren’t in the ASC. Others 

get ready for the upcoming surgical day, by preparing tubing for phaco procedures, for 

example. The RN who is also the compliance officer resumes that role on nonsurgery days. 

Mays says he doesn’t believe in benchmarking staff efficiency. “Healthcare is the only 

industry in the world that is obsessed with benchmarks. It helps consultants sell their ser-

vices to doctors,” he says, but he doesn’t believe across-the-board numbers are realistic. 

A problematic cornea case might take 4 hours, for example. “You can’t send staff home 

during this time,” he says. Instead, he advocates focusing more on being profitable and 

efficient than saving money. For example, he doesn’t view a receptionist who’s waiting for 

the phone to ring as having downtime. She IS doing her job – by being ready to answer 

the phone. 

“Firemen don’t have ‘downtime’ that needs to be filled when they aren’t fighting fires, 

and neither should our receptionist,” he says. 
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estimates that each week, the ASC uses 
time equal to that of about five or six 
full-time jobs, and the rest of his staff ’s 
hours are spent on clinic-related issues. 
For example, one RN who’s the surgical 
supervisor performs IOL calculations 
and one conducts preoperative histo-
ries and physical exams. Another serves 
as the practice compliance officer when 
she’s not in the OR. 

“We have very low turnover among 
our senior staff,” says Dr. Ruckman. 
He feels this is essential in providing 
patients continuity and consistency of 
care. Patients see familiar faces when 
they come in for their surgery. “It estab-
lishes good rapport,” he says, adding 
that patient satisfaction surveys for 

the ASC have always shown very good 
results. 

Avoiding Overtime
Both Mays and Dr. Ruckman say their 
practices don’t rely on much employee 
overtime. Dr. Ruckman’s center only 
averages 2 hours per week total, over  
13 people. “Occasionally, if we have a 
very busy surgical day or several people 
on vacation, it can throw us off. But 
overall, our staff is very good about 
watching their hours and leaving once 
their work is done,” he states. 

Mays says that if anyone is close to 10 
hours of OT in a month, he has to approve 
it. “It’s not because we’re cheap. If we need 
you, you’ll work, but you don’t need to 

be here 50 hours a week. You have other 
responsibilities outside of work,” he says.

Of his 80 total employees, 74 are 
women. “Many women have responsi-
bilities at home and we don’t want them 
to burn out here. We want them to be 
in this for the long haul,” he says. In 
fact, offering schedules that allow staff 
to balance work with home life is a key 
part of avoiding costs such as overtime, 
and the time and expense of recruiting 
or training new people. “We have a job 
to do, but if we help each other when 
others need assistance, in the long run, 
we decrease turnover,” he says.

On days when school is canceled due 
to bad weather, the building is full of chil-
dren. “It’s reality. The healthcare world is 
dominated by women. They’re wives and 
mothers and we need to help them inte-
grate their home life with their work.”

Mays notes that he rarely gets calls 
that the ASC is short on staff. If some-
one needs a day off, they work it out 
amongst themselves. “It just happens 
magically,” he says. “It’s been at least 
10 years since I’ve had to deal with that 
type of scheduling issue.” 

Aim for Calm and Control
Dr. Ruckman says achieving proper 
staffing levels is “a constant battle” 
but feels he’s fortunate to have a stable 
staff, especially among his RNs. “You 
don’t want to be too lean,” he says. “A 
surgery center is one place where you 
need every person who is supposed to 
be there to be there on surgery day.”

Mays says that if the ASC is func-
tioning well, your staffing is prob-
ably fine. Don’t push to cut back. “You 
don’t want everyone rushing around at 
all times. It doesn’t instill confidence 
in the patient,” he says. “You want  
your team to be calm and capable,  
and good things will happen.” n

    We don’t want to let anyone go or cut back their 
hours. It’s not good for morale if staff members are 
worried about their hours. We don’t want them 
looking for another job.”
— Richard J. Ruckman, MD, FACS, medical director of The Center for Sight
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 B
oth surgeons and patients 

prefer that ocular surgery 

be performed in an ASC. 

The initial movement, 

spurred by technology developments 

that made performing retina surgery 

in an ASC more feasible, began in 

the early 1980s. More and more 

ASCs are performing retina cases, 

while Medicare oversight has become 

more stringent and the auditing more 

intense. In this article, I discuss some 

of the issues that are key in making 

the decision regarding where to per-

form the procedure: ASC, outpatient 

hospital or office. Reimbursement, 

coding and compliance issues are 

specific to Medicare, although many 

other insurers may follow Medicare 

guidelines.

PLACE OF SERVICE 
(POS) ISSUES 
Intravitreal Injections: Office vs. 

ASC. One of the most frequently 

asked questions by providers, billers 

and administrators is whether to 

perform intravitreal injections in the 

office setting or in an ASC. There are 

several factors that need to be taken 

into consideration when making this 

decision, including: 

• Place of Service Differential. The 

differential in reimbursement, 

known as site-of-service differen-

tial, wherein intravitreal injections 

reimbursement is no longer con-

siderably higher when performed 

in the office compared to when 

it is done in the ASC. The 2014 

national average payment for CPT 

procedure code 67028 (intravitreal 

injection) is $106.39 when per-

formed in the office and $104.96 

when performed in the ASC. This 

is very different from 2008, when 

their offices received $50 more for 

performing the procedure.

This may be a real paradigm 

shift for retina practices and make 

scheduling “injection days” more 

financially feasible and practice 

efficient.

• Ownership in the ASC. You may 

reap some additional reimburse-

ment if you have an ownership 

position in the ASC. The national 

average for the intravitreal injec-

tion facility fee is approximately 

$48. The supply may be billed 

additionally, if not bundled with 

the procedure.

SUPPLY ISSUES
Medicare does not permit the 

Retina Surgery in ASCs: 
Financial, Coding & 
Compliance Decisions

BY RIVA LEE ASBELL 
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surgeon to bring his/her own drugs 

and/or supplies to the ASC and bill 

Medicare for them. The ASC is not 

permitted to reimburse the surgeon 

for supplies and/or drugs since they 

are bundled in the facility payment. 

They can be billed separately only by 

the ASC when are used in the facility.

RETINA AND VITREOUS 
SURGICAL CODING 
As more cases are being performed 

in ASCs, more attention is being 

given to which type of cases should 

be done there and if there should be 

restrictions. Financial issues, complex-

ity of cases and surgical swiftness 

all appear as influencing factors. 

However, with an increase in ASC 

auditing by Recovery Auditors (RAC) 

for compliance issues and Medicare 

for Conditions of Coverage issues, 

compliance and reimbursement must 

be considered. 

CPT Procedure Codes
The CPT surgical codes are updated 

annually and any Category III codes 

are updated semi-annually. The 

existence of a Category III code does 

not mean the Medicare Administrative 

Contractor (MAC) will pay for it. 

Furthermore, the lack of a payment 

determination mechanism for paying 

of an unlisted CPT code (67299 for 

retina/vitreous procedures) makes 

them unbillable by the ASC. If you 

anticipate performing a complicated 

case that might not have an existing 

CPT code, an outpatient hospital set-

ting may be more appropriate.

Category III Codes 
(Emerging Technology Codes)
Category III codes are temporary 

codes for emerging technologies, ser-

vices and procedures. One purpose of 

these codes is to allow the collection 

of data for services and procedures 

that could not be accomplished by 

using unlisted codes.

Category III codes are five-digit 

alphanumeric codes; the fifth digit is 

a letter. The assignment of codes is 

chronological — based on the date 

the code was approved by the CPT 

Editorial Panel. 

The Category III codes are updated 

every 6 months and can be accessed 

online at the AMA website (www.

ama-assn.org). This is somewhat 

confusing due to the vagaries of the 

system. The implementation date 

occurs 6 months after the release 

date. Note that most MACs pay on 

very few Category III codes for both 

physicians and ASCs.

Multiple Surgery Rules
Multiple surgeries are defined by 

Medicare as more than one proce-

dure performed by the same surgeon 

during the same session. Payment is 

calculated as 100% of the allowable 

for the first (highest paying procedure) 

and a 50% reduction for the next 

four procedures. After five procedures 

are coded, the case is turned over 

for individual medical review and 

consideration. So, you can code up to 

five codes per surgical case without 

review. Note that this review mecha-

nism is not in place for ASC coding. 

It’s best not to use more than five CPT 

codes on a given case.

NATIONAL CORRECT CODING 
INITIATIVE (NCCI) IN ASC 
CODING
The NCCI is a document that lists 

CPT code pairs that can’t be billed 

together. It is also known as the CCI 

or “bundling lists.” It is the objec-

tive of the NCCI to aid the Centers 

for Medicare and Medicaid Services 

(CMS) in their goal of decreasing 

fraud and abuse as well as decreasing 

the amount of overpayments errone-

ously being made to providers. The 

NCCI is issued quarterly.  

Since an ASC bills to Part B of 

Medicare, the Physician NCCI edits 

apply. The list of edits is updated 

quarterly and coding personnel need 

to be up-to-date on this. Books 

containing the information that are 

published annually cannot keep 

up, so it’s better to subscribe to an 

electronic program that updates the 

bundles quarterly. I personally use 

EyeCodingToday.com.

MODIFIERS
There is a CPT Appendix titled 

“Modifiers Approved for Ambulatory 

Surgery Center (ASC) Hospital 

Outpatient Use.” However, not all 

of those listed in the appendix are 

accepted by Medicare. Here are some 

highlights regarding using modifiers 

when the ASC is billing Medicare:

• Medicare discontinued using the 

SG modifier with the advent of 

ASC Payment Reform in 2008.

• Modifier 52 has a special use in ASC 
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coding that differs from what is 

published in CPT. It is used for cod-

ing reduced services for discontin-

ued radiology procedures and other 

procedures not requiring anesthesia 

that are partially reduced or discon-

tinued at the physician’s discretion. 

In this usage, the payment is 50% 

of the allowed amount. 

• Modifiers 73 and 74 are ASC-

specific and often overlooked by 

physician coders.

• Modifier 73 is to be used prior 

to anesthesia administration but 

not when there is an elective 

cancellation of the procedure. 

The surgical or diagnostic proce-

dure may be canceled subse-

quent to surgical preparation, 

but before the administration of 

anesthesia. Payment is at 50% 

of the allowable amount for the 

procedure.

• Modifier 74 is to be used after 

the procedure has commenced 

or after the anesthesia was 

administrated. Payment is at 

100% of the allowable amount 

for the procedure.

• Do not use modifier 50. Even 

though modifier 50 appears in the 

appendix, it should not be used. 

The Medicare contractors have 

issued instructions regarding this. 

Instead, use a two-line entry with 

a single unit of service on each line 

or two units of service on a single 

line. Use of modifier 50 will result 

in payment for only one side when 

bilateral surgery was performed. 

Instructions in the NHIC, Corp. 

Ambulatory Surgery Billing Guide 

state, “A procedure performed 

bilaterally in one operative session 

is reported as two procedures. 

Report the CPT code as two line 

items, not one line item with two 

units. Enter the 76 modifier on 

the second line item. Procedures 

eligible for the bilateral procedures 

will be reimbursed at 150% of the 

applicable rate. Procedures eligible 

for the bilateral payment adjust-

ment are determined by CMS.” I 

suggest you confirm this  

methodology with your MAC 

before using it since it varies with 

each one.

• Modifier 78 should not be used for 

ASC coding although it is manda-

tory for physician coding when per-

forming a procedure in the global 

period of another procedure if the 

surgery is related to the original 

one or is for complications related 

to the original surgery. The ASC 

payment is a facility payment and 

should not be subject to reduction 

due to the surgery being performed 

in a global period. Modifiers 58, 78 

and 79 are not appropriate for ASC 

coding of cases.

• Advanced Beneficiary Notice (ABN): 

if an ABN is used by the ASC then 

the claim should reflect the proper 

modifier – GA, GY or GZ.

• Payment:

• ASC surgical services billed with 

either the 52 or 73 modifier are 

not subjected to further reduc-

tions.

• Procedures billed with modifier 

74 are subject to multiple proce-

dure discounts.

• Claims submitted with Modifier 

73 are paid at 50% of the allow-

able for the procedure.

• Claims submitted with Modifier 

74 are paid at 100% of the 

allowable for that procedure.

• Drugs and Biologicals: those 

designated with N1 are bundled 

into payment for the procedure. 

Those designated with K2 may 

be billed separately.

COVERAGE DETERMINATIONS
MLN Matters (MM8675) states specifi-

cally, “The fact that a drug, device, 

procedure or service is assigned a 

HCPCS code and a payment rate 

under the ASC payment system does 

not imply coverage by the Medicare 

program, but indicates only how the 

product, procedure, or service may 

be paid if covered by the program. 

Carriers/MACs determine whether a 

drug, device, procedure, or other ser-

vice meets all program requirements 

for coverage. For example, Carriers/

MACs determine that it is reasonable 

and necessary to treat the beneficiary’s 

condition and whether it is excluded 

from payment.”

There has been an increase in 

the types of retina/vitreous surgery 

that are being efficiently and safely 

performed in the ASC. Therefore, it’s 

critical that the physician and ASC 

coder coordinate on coding all cases 

including the order of procedures, the 

use of modifiers, and the billing of 

drugs. n

CODING & COMPLIANCE

Riva Lee Asbell is owner of Riva Lee Asbell Associates, an ophthalmic reimburse-
ment firm specializing in Medicare reimbursement and compliance issues, with 
extensive experience in Academic Medical Centers and residency programs.

T H E  O P H T H A L M I C  A S C  |  A U G U S T  2 0 1 4 27



Up-front Due Diligence 
When Considering 
Joining an ASC
Homework will help you craft a successful partnership.

 A
fter more than 20 years involvement 
in ASCs, often in a managerial role, 
I can tell you they are indeed a great 
option for retina surgeons. They are 
not, however, a “no-brainer.” It’s a com-

mon misconception that every ASC is a good 
investment. Like any other investment part-
nership, joining an ASC requires that you first 
perform careful due diligence.

First Things
While the idea of buying into an ASC where 
you could do things your way and share in 

the profits is certainly appealing, you need to 
address the following two questions to deter-
mine if joining one would truly benefit your 
practice:

• Will joining this ASC cause you to lose 
referral sources? Your first priority is 
to ensure that your consultancy practice 
is as healthy as possible. That is primary; 
the ASC is at best secondary. In certain 
locations, being part of an ASC with  
particular referring physicians may  
antagonize other referring physicians — 
and that may compromise your primary 

By Pravin U. 
Dugel, MD

Dr. Dugel is managing 
partner with Retinal 
Consultants of Arizona 
and a founding 
member of Spectra Eye 
Institute in Sun City. 
He is also a clinical 
associate professor 
at Keck School of 
Medicine, University of 
Southern California. 
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goal for your practice: the con-
sultancy practice. I’ll say it again: 
No matter what the financial gain 
from the ASC, it wouldn’t be a 
good business decision to detract 
from your medical practice by sac-
rificing referral sources.

• What type of ASC are you consid-
ering? Is it a single-specialty ASC? 
Rarely does one have a retina-only 
ASC. Most often, a single-specialty 
ASC means ophthalmology only. 
If you’re considering a multi- 
specialty ASC, where, for example, 
there’s orthopedics, plastic surgery, 
pain management, and retina is 
just one of those specialties, you 
should find out if it has a history 
with retina. Who makes the deci-
sions? What’s the philosophy of the 
ASC? How well is it managed? 

UNIQUE NEEDS OF RETINA
The questions regarding the specialties 
included at the ASC are particularly 
relevant because retina is a high-risk, 
high-expense field. Compared to many 
other specialties, retina has a large capi-
tal outlay and great surgeon-dependent 
variability regarding OR time, dispos-
able expenses, and so on. Therefore, the 
financial success is largely related to sur-
geon selection and working philosophy. 
In general (with notable exceptions), 
retina usually works best in a single-spe-
cialty/ophthalmology-only ASC. (See 
Adding Retina to an ASC on page 14.)

Equipment Decisions
Part of the sizable capital outlay retina 
surgery requires is due to equipment 
costs. We require a lot of expensive 
equipment to provide optimal results. 
Therefore, when considering an ASC, 
finding out if you will have input in 
equipment purchases is essential. 

Alternately, is the decision about what 
equipment to buy made by a board con-
sisting of non-retina, non-ophthalmic 
surgeons? If people who have no per-
spective on retina surgery are choosing 
the equipment you will operate with, it 
is likely that you will not be happy at 
that ASC.

For example, you request a new 
vitrector machine. The differential 
between a high-end and low-end system 
may be 100% or more. While the more 
expensive vitrector may be the one you 
want because it will enable you to pro-
vide better outcomes, will you be able 
to get what you want? Or, will a board 
that may consist of a plastic surgeon, an 
orthopedic surgeon, and a pain-man-
agement physician force the decision 
upon you based solely on economics?

While the governing board’s desire 
to keep costs down is understandable, 
my more than 20 years of experience in 
three ASCs have shown me that effec-
tive, state-of-the-art equipment can 
help cut down on what is an ASC’s larg-
est expense: personnel.  

Equipment and Staffing Issues
An ASC that’s a good fit for a retina 
surgeon will view equipment costs as 
an investment, understanding that less 
than optimal equipment compromises 
patient care. Our surgery is changing 
rapidly, so our equipment is chang-
ing rapidly, too. Is the ASC you’re 
considering willing to be a leader in  
technology and make equipment pur-
chase decisions based on patient care 
and long-term investment goals rather 
than short-term profitability alone?

Of Profitability and Patients
Another crucial point to consider 
before buying in to an ASC is what 
kind of cases the board will allow 

you to bring. Again, retina has a wide 
range of case reimbursement and  
profitability. We have cases that have 
good insurance coverage, such as a 
simple vitreous hemorrhage or macu-
lar hole or epiretinal membrane. These 
can potentially be much more profit-
able than a complex case, such as a PVR 
patient who may require PFO, or sili-
cone oil, further driving up the cost. Is 
this governing group going to say, “We 
really just want you to bring your prof-
itable cases, but not necessarily your 
not-so-profitable cases”?

If that is the situation, you will be 
forced to take your most difficult cases 
perhaps to a hospital that lacks the 
equipment you prefer,  sees a retina case 
once every 2 or 3 months and where 
you may not be well known. You don’t 
want to find yourself in an ASC that 
forces you to perform your toughest 
cases in the worst possible venue — for 
financial reasons — and compromise 
patient care. 

And what about emergency cases? 
Luckily, we retina specialists do not 
have many emergencies, but when we 
do, or cases run late, is the governing 
group going to tell you they want you 
to finish at 4 o’clock no matter what?  
Again, you may find yourself in the sit-
uation of having to take such a case to 
another location where you don’t have 
the best resources. 

The attitude of the ASC’s manage-
ment team should be, “Yes, we are a for-
profit center, and there’s nothing wrong 
with that. But patient care is our num-
ber one priority; profitability is second.”

Of course, few governing boards will 
come out and say, “Well, really profit-
ability is our number one goal.” So to 
determine if the ASC really practices 
what it preaches, be sure to operate 
there for a while before you buy in.
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THE NEXT STEP
Financial Considerations
If the ASC passes these criteria, then 
you are in a good situation. Now for the 
third step, which is actually comprised 
of two parts. The first is purely financial: 
You need to look at the center’s profit 
and loss statements, at the long-term 
goals of the ASC, and at its financial his-
tory. Then consider what percentage of 
the ASC is being offered, and how that 
initial buy-in calculation is made. 

Customarily, the buy-in calculation 
is based upon a multiple of earnings. 
At our ASC, we typically do not charge 
our prospective partners very much 
to buy in. You have to charge a certain 
amount by law, of course; otherwise it’s 
an inducement. So we charge what we 
believe is a minimal amount, because if 
we want somebody, we want that per-
son as a long-term partner. We are not 
going to make a profit on that surgeon 
on the front end. This is a long-term 
relationship that we expect to be a good 
one. We’ll provide great patient care 
and we’ll profit from each other. 

Other ASCs will charge much more 

to buy in, and they have a different 
philosophy. Again, I would look at the 
offer, how it is presented, the multiple 
of earnings that’s being offered, the 
long-term goals, and the history.

Chain of Command
The second part of step three is work-
ing out where you would be in the sur-
gery center management or hierarchy, if 
that is an interest or a possibility. You 
may be someone who wants nothing to 
do with management; you just want to 
come in, do your work and leave, just 
belonging to a reputable ASC that’s 
profitable. And that is fine. 

Or, you may want to be part of the 
management eventually; you want 
some voice as to the direction the sur-
gery center takes. If that is your goal, 
you should negotiate early in the pro-
cess when you will have the most lever-
age early in the negotiation process 
and, potentially, encounter the least 
amount of misunderstanding. And, yes, 
it should to be in writing so there’s no 
room for confusion and subsequent 
resentment. 

An Eye for the Endgame
There is yet another important issue to 
work out before signing the contract. 
When you are starting a venture, you 
rarely think about how things are going 
to end, but I have observed that often in 
ASCs, the partnership becomes adver-
sarial (or the ASC fails) not because of 
the details of the buy-in, but because 
of the lack of details regarding the 
buy-out. Frequently, partners have not 
thought out that part of the process. 

For starters, you need to know who 
your other partners are, their ages, 
and their level of activity in the ASC. 
If the age difference is significant, or 
lifestyles or goals are vastly different 
amongst partners, there is potential 
for conflict. For instance, one partner 
may start slowing down earlier than the  
others. If that partner is earning the 
same amount or more from the ASC 
than you are, how will you feel about 
that? Does the contract have provisions 
built in so that as one partner slows 
down, for instance, the other partners 
won’t feel as though they are being 
taken advantage of? What is defined as 
full-time work versus part-time work? 

Related to this point, what is the 
goal of the entire partnership? Is it to 
sell out eventually or to perpetuate the 
ASC? How do you bring in new part-
ners? Who decides? All of these issues 
come under the heading of the buy out, 
and must be thought of before the buy 
in happens. 

These issues are sensitive and 
uncomfortable to discuss, particularly 
when beginning a relationship. It is akin 
to discussing divorce provisions during 
the engagement dinner. Additionally, 
there are federal and regional legal 
implications. Therefore, it is crucial to 
involve a knowledgeable and experi-
enced lawyer in these negotiations. n
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