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“The only thing that is a constant is 
change” is a quote used by many.  
Attributed to Heraclitus, the Greek 
philosopher, who lived more than 
2,000 years ago, these words still ring 
true today, especially in the ever-
changing world of healthcare. 

The year 2016 saw many changes in 
healthcare.  We saw the war over 
drug prices and the continuing 
consolidation of providers and 
facilities through mergers and 
acquisitions. We saw the teeter-
totter of the Two-Midnight Rule until 
the Centers for Medicare and 
Medicaid Services (CMS) finally 
decided not to impose an inpatient 
payment cut to hospitals after 
criticism from the healthcare industry 
and a legal challenge (Shands 
Jacksonville Medical Center v. 
Burwell).  

In 2017, CMS will provide a one-time 
carrot to hospitals to offset the cuts. 
Hospitals will also see a temporary 
increase of 0.6 percent in fiscal 2017, 
making up for the 0.2 percent rate 
reduction of the past three years. 
This, plus other proposed increases, 
will result in a net increase of 
approximately $539 million to hos- 
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Everything yields 
to diligence. 

 
Thomas Jefferson 

 

  

 

 

 

pital inpatient prospective payment 
systems providers in 2017. 

We saw the resurgence of 
telemedicine and ongoing concerns 
regarding cybersecurity, with many 
reported cases of hacking through 
firewalls to protected health 
information. We saw the Affordable 
Care Act debacle rear its ugly head in 
the political arena, with current 
efforts in both House and Senate to 
repeal the historic legislation. We 
also saw the 2016 Medicare 
meaningful use (MU) program, in 
which all eligible hospitals and 
eligible professionals (EPs) had to 
attest to objectives and measures 
using EHR technology certified to the 
2014 Edition. The Medicare Eligible 
Hospital EHR Incentive Program 
Modified Stage 2 Objectives and 
Measures for 2017 Table of Contents 
In 2017 can be found here.  The 
2017 Modified Stage 2 Program 
Requirements has 10 objectives, for 
EPs, which can be found here. The 
nine objectives for eligible hospitals 
can be found here.  
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The Year in Review and What’s Heading Our Way in 2017 (Continued from page 1) 

Beginning in 2017, physicians and other clinicians who currently participate in the Medicare Physician MU program will 
no longer report or attest for this program and will instead report through the Merit-Based Incentive Payment System 
(MIPS) of the Quality Payment Program.  

In 2017, for a primary care physician to be eligible for the Advanced Alternative Payment Models (APMs) bonus, they 
must receive a set percentage of payments or see a set percentage of patients through the APM. Physicians meeting 
these requirements will be considered “qualifying participants” (QPs) and will be eligible for a five percent bonus. 

For the CY2017 performance year, there are only three exemptions from MIPS for clinicians who otherwise meet the 
eligibility requirements: 1) clinicians in their first year of Medicare Part B participation, 2) clinicians billing Medicare Part 
B up to $30,000 in allowed charges or providing care for up to 100 Part B patients in one year or 3) clinicians in entities 
sufficiently participating in an APM. As mandated by the Medicare Access and CHIP Reauthorization Act of 2015 
(MACRA), two measure set options for reporting will be used in 2017 to tie payments to the quality of patient care for 
hundreds of thousands of participating physicians and other clinicians. Reporting will be based on the electronic version 
(edition) of the EHR.  In 2017, a clinician can use the 2014 edition of certified EHR technology (CEHRT), the 2015 edition 
of CEHRT or a combination of the two.  All clinicians must be on the 2015 edition of CEHRT beginning with the 2018 
performance period. 

The first performance period for Advancing Care Information (ACI) is from January 1, 2017 through December 31, 2017.  
Clinicians with data for only a portion of the year are allowed to participate in the ACI category.  Clinicians will receive a 

base score and performance score in the ACI 
performance category. The base score will account for 50 
percent and the performance score will account for the 
other 50 percent of the ACI performance category score.  
For the base score, clinicians must report a numerator (of 
at least one) and a denominator, or yes or no; however, 
only yes will qualify for credit for each measure within a 
subset of objectives.  Failure to meet the submission 
criteria for any of the measures will result in a zero for 
the ACI performance category score. The objectives and 
measures are based on the 2015 EHR Incentive Program 
requirements. 

What additional changes will 2017 bring? One of the 
provisions of the ACA was that it created a high-risk pool 

for individuals with pre-existing conditions. These individuals could still receive treatment, but at higher rates. The high-
risk pool is scheduled to disappear in 2017, at which point high-risk individuals will buy the same insurance as everyone 
else. The question is where will this population stand if the ACA is repealed? 

Other provisions of the ACA to roll out in 2017 are:  1) States are scheduled to be able to implement their own plans if 
they meet the standards of the ACA, also known as ObamaCare, such as single-payer plans.   However, instead of buying 
private insurance, everyone will pay a tax and receive coverage.   2) States will be given the flexibility to allow businesses 
with more than 100 employees to purchase coverage through the Small Business Health Options Program (SHOP) 
Exchange. Will these provisions go into effect only to be rescinded? Let’s wait and see what 2017 brings.  

Denise M. Nash, MD, CCS, CIM, serves as Vice President of Compliance and Education for MiraMed Global Services, and as such, she is responsible 
for all compliance, education and training. Dr. Nash has more than 20 years of experience in the healthcare industry. Dr. Nash has worked for CMS 
in hospital auditing and has expertise in negotiation and implementation of risk contracting for managed care plans. Dr. Nash has also worked with 
individuals as well as physician groups on utilization and PQRS management to improve financial performance for the risk-based contracts and 
value-based purchasing programs. Dr. Nash also has experience with episode of care data and patient management in the ACO environment. She is 
a consultant on coding/compliance audits at physician practices and hospitals, and has worked for insurance plans conducting second-level 
appeals. Her experience includes consulting for the Office of the Inspector General of New Hampshire in its Fraud and Abuse Division. Dr. Nash can 
be reached at denise.nash@miramedgs.com.  

mailto:denise.nash@miramedgs.com
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Coders Confident That ICD-10 Changes  
Can Be Easily Implemented 

 
This article was written by Andis Robeznieks and is reprinted with permission from the November 2016 issue of Hospitals & Health 
Networks. 

The feeling of dread that accompanied last October’s initial rollout of ICD-10 did not appear to be repeated with the 
addition of thousands of new codes October 1, 2016 or the end of a “grace period” on the use of unspecified codes.  

Reasons given for this confidence include that the bulk of the new codes were physician-generated and most of those 
are in cardiology. Also, the grace period only applied to physicians—hospitals were already required to code to the 
highest level of specificity. And finally, last year’s implementation went much smoother than anticipated. 

“It was relatively quiet compared with all the horror stories coming out before,” says Nelly Leon-Chisen, director of 
coding and classification for the American Hospital Association. 

In fact, preparation for this year’s changes was reminiscent of the preparation for annual changes that took place with 
ICD-9, according to Leon-Chisen. 

“Just like in the past, you look at what’s new and ask, ‘What does it mean for me? What do I need to understand?’” she 
says, adding that the implementation of ICD-10 has led to better coding in physician offices than what existed under  
ICD-9. 

Unspecified codes will still be allowed and, somewhat ironically, have their own specific code: The codes that end with 
“.90” in a particular family of classifications. “Hodgkin lymphoma, unspecified, unspecified site,” for example, is C81.90. 
“Crohn’s disease, unspecified, without complication” is K50.90. 

“There will always be unspecified codes,” says Renee Stamp, director of reimbursement for Atlanta-based iHealth. She 
adds that, nationally, around 31 percent of claims may have been unspecified, though for practices iHealth worked with, 
the number was closer to 15 percent. 

Instead of being imposed on physicians from regulators, the new codes for 2017 were developed by specialty societies 
such as the American College of Cardiology and the American Congress of Obstetricians and Gynecologists, Stamp says. 

“We always tell physicians it really is moving in the right direction,” Stamp says. “I’m hoping [ICD-10] will speed up the 
claims process.” 

Documentation issues still slow the process down and there seem to be more struggles with procedure codes rather 
than diagnosis codes, according to Nena Scott, director of education at Trust Healthcare Consulting Services in Tupelo, 
Miss. 

Coders need to do a better job of linking a diagnosis to a lab report and being more specific about the site of injury or 
problem area, Scott says. While coders may often be doing their jobs far away from where care is being delivered, Scott 
thinks the answer to these problems is to have more on-site collaboration between coders and clinicians. 

“It’s very important that these two come together,” she says. “I’m still a strong believer that, sometimes, you have to be 
face to face with the doctor.” 

Scott, Stamp and Leon-Chisen all say they believe that it’s just a matter of time before the more granular data provided 
by ICD-10 pay off.  

“With more specific codes, you can figure out if a patient population is having particular outcomes because maybe they 
didn’t follow a recommended diet or take medication as instructed,” says Leon-Chisen who predicts that ICD-10 data will 
provide new knowledge as to why some patients require longer lengths of stay or have more frequent readmissions.  
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Billing Modifiers with Medical Coding 
 
Deborah Farwell, CCS-P, CPC, CGSC 
Outpatient Quality Auditor 
MiraMed Global Services 
 
Not many coders remember when Medicare and other insurance payers did not require medical codes, either ICD-
Dx/Procedure Codes, or CPT Procedure Codes on claim forms for reimbursement.  Yes, providers could write 
descriptions of the services that they performed and the diagnosis descriptions, and the payers would code them and 
pay the claim.  I remember those days when I first worked in an insurance company as a claim examiner. We would get 
some claims with descriptions and we would code as best as we could from the short descriptions, and/or ask for the 
notes.   

As you can imagine, this put the entire burden on the payers.  As a result, Medicare came out with a mandate that all 
medical claims had to have medical coding on the claim forms if the providers wanted to get paid for the services.  Soon 
after, other payers also mandated medical codes:  ICD for all diagnoses, ICD-procedures codes for inpatient facilities and 
AMA CPT procedure codes for professional claims/outpatient facilities. In some cases, HCPCS procedure codes would be 
used. 

With only codes on claim forms, what happens if the provider does something different from the code description?   
How can they communicate to the payer that something more or less was done? This is where medical modifiers come 
in. 

The coding system 
includes two-digit 
modifier codes.  
These are used to 
report that a service 
or procedure has 
been altered or 
modified by some 
specific circumstance 
without altering or 
modifying the basic 
definition for the CPT 
code. Proper use can 
speed up claim 
processing and 
increase 
reimbursement, 
while improper use 
can result in claim 
delays, denials or, in 
some cases, over 
payments.  

Medical modifiers can be two numbers (from CPT), two letters, or one letter and one number (from HCPCS). 

Modifiers modify the codes by telling the story of what happened during the service.  For example, by adding modifier 
24 (unrelated evaluation and management service during a postoperative period) to the E&M level of service, you are  

(Continued on page 5) 
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Billing Modifiers with Medical Coding (Continued from page 4) 

telling the payer that you know that this patient had a surgical service by a member of the same group/specialist, but 
came into the office for some illness or problem unrelated to the surgery during the postoperative period. This helps 
explain billing for a service in cases in which you normally would not bill for a service after a surgery within the global 
period. 

Another example is the two modifiers 26-professional component and TC-technical component. These two modifiers are 
used to tell the payer that two providers/provider types provided services with one CPT.   We add these modifiers so the 
payers are aware that each provider (facility and professional) only provided a component of the code and the insurance 
payer will pay to each provider type their portion of the service. 

Another reason for using a modifier is to legally circumvent Medicare and other third party payers (TPP) Correct Code 
Initiative Edits (CCI edits). The use of modifiers is actually part of Medicare’s correct coding Initiative. Without modifiers, 
payer edits would stop the claim from being paid or result in incorrect underpayment or over payments. 

Some modifiers are used for "informational" purposes only, and do not affect reimbursement of the payer’s CPT 
allowable, while other "pricing" or "payment" modifiers, when used, will affect reimbursement of the payer’s CPT 
allowable (depending on how each payer policy pays on each modifier). 

Pricing or payment modifiers are modifiers that will change the pricing of the CPT codes and should be placed first. 
Examples of pricing modifiers are: 26-professional component, TC-technical component, 50 bilateral procedures.  The 
use of these modifiers will affect the payment to the provider. 

Informational modifiers are modifiers that provide added information to the payer to modify the CPT. Examples of 
informational modifiers are: 24-unrelated E&M encounter by the same provider/group/specialty during a postoperative 
period, 27-multiple outpatient Hospital E&M encounter on the same day, 58-indicates a stage or related procedure or 
service by the same provider/group/specialty during a postoperative period.  

Understanding when, how and why these two-digit modifiers are to be used is just as important as understanding 
medical coding for procedure and diagnosis.  Without fully understanding medical modifiers the provider/facility can 
miss out on revenue, get denials or over code, which could result in over-payment and compliance issues.  

Deborah Farwell, BS, CCS-P, CPC, CGSC and an AHIMA approved ICD-10 Trainer, serves as Outpatient Quality Auditor in the Compliance & 
Education Department at MiraMed Global Services.  Ms. Farwell has 29 years’ experience in medical coding/auditing. She has also taught medical 
coding for 18 years and trained physicians and advanced practitioners in E&M level coding and documentation for eight years. She has extensive 
experience working with physician groups in all areas of the medical office revenue cycle, including charge entry, billing, coding, auditing and 
training. Ms. Farwell also co-authored a medical coding textbook, Coding for Medical Necessity in the Physician’s Office, Delmar Cengage Learning.  
Ms. Farwell can be reached at Deborah.Farwell@miramedgs.com.  

 

  

All growth depends upon activity. There is no development physically 
or intellectually without effort, and effort means work. 

 
Calvin Coolidge  

mailto:Deborah.Farwell@miramedgs.com


 

THE CODE: The Official Medical Coding Newsletter of MiraMed, A Global Services Company Page 6 
 

Issue No. 1                                                 Volume No. 4                                                  Winter 2017 

  

 

Coding Case Scenario 
 
Alijah Apostol, RN, CPC 
Account Trainer in Outpatient Surgery, Training Department 
MiraMed Philippines Group, LLC - Philippine Branch  
 
Direction:  This is facility coding. Code for ICD-10-CM diagnosis, CPT 
procedure and apply appropriate modifiers. Answers to this 
scenario will be published in our next issue. 

Preoperative Diagnosis: Bile Leak 

Postoperative Diagnosis: same as above 

Procedure: ERCP with stent placement 

Procedure Summary 

Anesthesia: Monitored anesthesia care, general anesthesia  

Estimated Blood Loss: none 

Findings:  The patient was brought to the GIDU and general 
anesthesia was performed. The patient was placed in the standard 
prone position. The side-viewing endoscope was easily advanced 
from the mouth to the second portion of the duodenum. Limited 
views of the esophagus, stomach and duodenum were otherwise 
unremarkable. The ampulla was easily identified and was notable 
for a prior sphincterotomy site which appeared intact. Fluoroscopy 
revealed the previous CT drain in the gallbladder fossa. The 44 sphincterotome was used and the bile duct was easily 
and deeply cannulated on the first attempt. There were no pancreatic duct injections. The wire was advanced into the 
intrahepatics. Contrast was injected and a cholangiogram was performed. I personally interpreted the images. The 
entire common bile duct was mildly dilated to approximately 8 mm. The intrahepatic bile ducts were not dilated. There 
was evidence of a previous cholecystectomy. The cystic duct did opacify and initially no bile leak was seen. There were 
no filling defects noted in the common bile duct. The sphincterotome was removed and the wire was left in place. A 9-12 
balloon was then exchanged over a wire. The balloon was inflated to 8 mm to occlude the bile duct. The balloon was 
advanced to the hilum and the bile duct was swept two times. No stones were removed. There was no pus noted. An 
occlusive cholangiogram was performed revealing no filling defects, but there did appear to be some accumulation of 
contrast at the cystic duct adjacent to the percutaneous drain suggesting a small bile leak. The balloon was removed and 
the wire was left in place. A 7 French 7 cm plastic biliary stent was placed in routine fashion. There was adequate bile 
flow. The endoscope was withdrawn from the patient and the procedure was completed. 

Impression:  Bile leak at site of the cystic duct adjacent to the percutaneous drain status post ERCP with biliary stent 
placement. 

Recommendations: 

1. Follow-up with surgery and if drainage from the percutaneous drain has decreased significantly, okay to remove 
the drain 

2. Repeat ERCP with stent removal in six weeks 
3. Follow-up in GI clinic in two weeks  

 
Alijah Apostol, RN, CPC, serves as Account Trainer in Outpatient Surgery for MiraMed Philippines Group, LLC – Philippine Branch. Apostol can be 
reached at Alijah.Apostol@MiraMedGS.com.  
 

mailto:Alijah.Apostol@MiraMedGS.com
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Moderate (Conscious) Sedation:  
CPT 2017 Reporting Guidelines Update 

Evan Lendle C. Ramos, RN, CCS, CIC 
Senior Manager – Training Department 
Philippines Group, LLC – Philippine Branch 

There are many updates to the 2017 CPT Standard Codebook.  One of these is the coding guidelines for Moderate 
(Conscious) Sedation. The 2017 Physician Fee Schedule includes changes in billing for moderate sedation separately.  
Prior to 2017, many CPT procedures treated moderate sedation as part of a bundle or as inherent to the procedure.  

The changes in the guidelines will create greater accuracy in terms of coding and reimbursement, especially when 
moderate sedation is being administered by another provider.  

CPT 2017 Code Descriptions 
99151 – Moderate sedation services provided by a physician or other qualified health care 
professional performing the diagnostic or therapeutic service that the sedation supports, requiring 
the presence of an independent trained observer to assist in the monitoring of the patient’s level of 
consciousness and physiological status; initial 15 minutes of intraservice time, patient younger than 
five years of age. 
99152 – Initial 15 minutes of intraservice time, patient age five years and older. 
+99153 – Each 15 minutes intraservice time (list separately in addition to the code of primary 
procedure). 
99155 – Moderate sedation services provided by a physician or other qualified healthcare 
professional other than the physician or other qualified health care professional performing the 
diagnostic or therapeutic service that time sedation supports; initial 15 mins of intraservice time, 
patient younger than five years of age. 
99156 – Initial 15 mins of intraservice time, patient age five years or older. 
+99157 – Each additional 15 mins intraservice time (list separately in addition to code for primary 
service). 

 

 
(Continued on page 8) 



 

THE CODE: The Official Medical Coding Newsletter of MiraMed, A Global Services Company Page 8 
 

Issue No. 1                                                 Volume No. 4                                                  Winter 2017 

  

 

Moderate Conscious Sedation: CPT 2017 Reporting Guidelines Update (Continued from page 7) 
 

  
 
 

Moderate sedation (MS) provided 
by physician or other qualified 
healthcare professional (same 
physician or qualified healthcare 
professional also performing the 
procedure MS is supporting). 

MS provided by different physician 
or other qualified healthcare 
professional (not the physician or 
qualified healthcare professional 
who is performing the procedure 
MS is supporting). 

Total Intraservice 
Time for Moderate 
Sedation 

Patient Age Code(s) Code(s) 

Less than 10 minutes Any age Not reported separately   
10-22 minutes <5 years 99151 99155 
10-22 minutes 5 years or older 99152 99156 
23-37 minutes <5 years 99151 + 99153 x 1 99155 + 99157 x 1 
23-37 minutes 5 years or older 99152 + 99153 x 1 99156 + 99157 x 1 
38-52 minutes <5 years 99151 + 99153 x 2 99155 + 99157 x 2 
38-52 minutes 5 years or older 99152 + 99153 x 2 99156 + 99157 x 2 
53-67 minutes 
(53mins-1hr. 7 mins) <5 years 99151 + 99153 x 3 99155 + 99157 x 3 

53-67 minutes 
(53mins-1hr. 7 mins) 5 years or older 99152 + 99153 x 3 99156 + 99157 x 3 

68-82 minutes 
(1hr. 8mins-1hr. 22 
mins) 

<5 years 99151 + 99153 x 4 99155 + 99157 x 4 

68-82 minutes 
(1hr. 8mins-1hr. 22 
mins) 

5 years or older 99152 + 99153 x 4 99156 + 99157 x 4 

83 mins or longer 
(1hr. 23mins-etc) <5 years 99153 Add 99157 

83 mins or longer 
(1hr. 23mins-etc) 5 years or older Add 99153 Add 99157 

 
As per CPT 2017 Guidelines: 

Moderate sedation codes are NOT used to report: 

1. Administration of medications of pain control 
2. Minimal sedation (Anxiolysis) 
3. Deep sedation 
4. Monitored anesthesia care (00100-01999) 

An independent trained observer is an individual who is qualified to monitor the patient during the procedure, who has 
no other duties (e.g., assisting at surgery) during the procedure.  

Reference: 2017 CPT Standard Codebook, American Medical Association.  

Evan Lendle Ramos, RN, CCS, CIC, serves as the Senior Manager of Medical Coding Training and Education for MiraMed Philippines Group, LLC – 
Philippine Branch. Mr. Ramos is responsible for developing and implementing processes to assure high quality performance and accuracy in coding 
of medical record documentation. Under his leadership, MiraMed has trained nearly 500 coding professionals for both AHIMA (CCA, CCS-P, CCS) 
and AAPC (CPC, COC, CIC) coding certifications. Mr. Ramos can be reached at evan.ramos@MiraMedGS.com.  

mailto:evan.ramos@MiraMedGS.com
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Healthcare Industry Strategic Trends:  
Takeaways from the JP Morgan Healthcare Conference 

 
Gregory Zinser 
Vice President 
Anesthesia Business Consultants, LLC 
 
MiraMed recently attended the JP Morgan Healthcare Conference in San Francisco along with representatives from 
more than 450 private and public companies in biotechnology, pharmaceuticals, medical devices and technology, as well 
as healthcare providers, payers, and private equity and venture capital firms.  Presentations provided a glimpse of the 
future in terms of strategic thinking and trends among some of the nation’s largest providers, vendors and investors. 

Strategic plans were presented by CEOs and CFOs of over 20 of our nation's largest healthcare delivery systems 
representing over $100 billion or 10 percent of the roughly $1 trillion that flows through hospitals and healthcare 
delivery systems annually.  The average organization presenting had over $6 billion in annual revenue, 15 hospitals, 
close to 30,000 employees and thousands of physicians on staff.  

The presentations provided a comprehensive picture of both what's happening in the real world today as well as 
investments being made in anticipation of a future in which the status quo is no longer a viable option. 

Primary views, trends and strategies covered included the following: 

The Affordable Care Act 

The general consensus was that the Affordable Care Act (ACA) has flaws, but has been a great first step in improving 
access to care.  The CEOs and CFOs who presented shared a strong view that whichever steps are taken under the new 
administration, they must build on the ACA, not destroy it, and that replacement must happen at the same time as 
repeal. 

From a financial impact perspective, several health systems said that the ACA has had a net neutral effect.  More 
specifically, one major health system stated that favorable reductions in charity and bad debts were substantially offset 
by Medicare cuts and increased Medicaid losses. 

The bigger issue was overall uncertainty as to what form the “replacement” plan will take.  Many believe this 
uncertainty will be the new norm for some time and that they need to stay the course strategically, continuing to focus 
on high quality affordable care and overall population health, while they wait to see the future of the ACA. 

Managing Margins and Reducing Cost 

Affordable care and reducing cost were consistent themes and strategic priorities highlighted in nearly every 
presentation.  Cost management has become a board-level strategy as providers continue to see downward pressure on 
revenues, a shift to ambulatory care, and a movement to risk-based, bundled contracts in high-volume and high-value 
specialties. 

Significant investments are being made in staff performance improvement as part of the continuing focus on margins, 
and the movement into bundled contracts for specialties such as orthopedic and cardiac care. 

From a technology perspective, organizations are investing in more advanced cost accounting systems to better 
understand both cost and margins.  This supports a focus on clinical standardization and reducing variation from a 
quality and cost perspective. 

Revenue Diversification, Ventures and New Lines of Business 

Finding new streams of revenue was also a hot topic as healthcare providers have recognized that their business model 
has to change.  The biggest focus appears to be on new ventures, which has become a board-level imperative as the 

(Continued on page 10) 
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Healthcare Industry Strategic Trends:  Takeaways from the JP Morgan Healthcare Conference (Continued from page 9) 

leading form of business innovation.  Many of the organizations presenting have set aside significant sums for direct 
investments in private equity, and some have acquired their own revenue cycle company to serve their needs as well as 
become part of their investment portfolio.  In summary, major health systems are recognizing they need to find new 
ways to drive value, deliver on their mission and create a more viable, sustainable enterprise. 

Growth of Value-Based Contracts 

The expansion in access points across the continuum within a single healthcare delivery system has led to an increased 
willingness to take on risk and value-based payments in a large-scale population setting.  Most of the presenting 
companies have a licensed health plan, but all have taken on some form of risk-based contract.  

Focus on Mental and Behavioral Health 

The strategic plans of 
many health systems 
now include a clear 
focus on mental and 
behavioral health, with 
one organization 
achieving a 23 percent 
reduction in emergency 
room visits as one 
benefit of their team-
based approach to 
mental health 
treatment. 

Digital Tools and Data 

Having an electronic 
health record was a 
baseline assumption, with virtually every organization already utilizing either an Epic or Cerner system.  While these 
systems have been in place for many years, the primary benefit of the continuing evolution in this area is that the data is 
now more available and accessible.  While there is still a long way to go, many organizations are now able use that data 
to improve outcomes and drive down cost. 

Additional topics included the continued shift to ambulatory care, a focus on quality and outcomes, aligning incentives 
with physicians, and the shift from treating patients episodically to building relationships with a major focus on the 
experience of care. 

Summary 

While this article focuses on the current thinking of some of our nation’s largest organizations, it is clearly relevant to 
organizations of any size preparing strategic plans and budgets for purposes of resource allocation.  Such tasks require 
assumptions about the future, and although many aspects of the future of healthcare remain uncertain, most recognize 
that the greatest risk is standing still.  

 
Gregory R. Zinser, Vice President at Anesthesia Business Consultants, has a broad range of experience in healthcare finance and administration. 
Mr. Zinser’s recent experience includes four years as CEO of one of the nation’s largest anesthesia billing and practice management companies, and 
CEO of the management company for one of the nation’s largest anesthesia groups. With experience in all facets of anesthesia practice 
management, Mr. Zinser adds strength and depth to a team that has become the industry standard in terms of both responsiveness and quality of 
resources. He is a licensed CPA with an undergraduate degree in accounting with honors from the Ohio State University. Mr. Zinser can be reached 
at Greg.Zinser@AnesthesiaLLC.com.  

mailto:Greg.Zinser@AnesthesiaLLC.com

