
	 The Merit-based Incentive Payment 
Systems (MIPS) program is entering its 
eighth year of operation, and it is still a 
hotbed of confusion, anxiety and—
depending on whom you ask—misinfor-
mation.   This is largely because 
participation in MIPS is extremely 
dependent on the specialty, the group, the 
reporting option and the clinician’s 
commitment to continued participation.   
For the past several years, providers were 
offered an exemption to the program due 
to the COVID-19 pandemic, but 2023 
will not likely continue to enjoy this back-
stop.   To help dispel some of the stress 
with navigating MIPS, this article will 
walk through the requirements of 2023 
reporting and be a resource to review if 
you have any questions about how you 
need to participate next year.

MIPS Category Review

	 At the high level, there are only two 
categories that need to be considered 

under MIPS: Quality and Improvement 
Activities.  These two categories comprise 
70 percent of your overall MIPS compos-
ite score, as Cost is automatically calcu-
lated by CMS, based on your billing.
	 When added together, these three 
categories must total 75 points or more to 
avoid a penalty in 2023.  For example, at 
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New Year, New Challenges

	 Happy New Year!
	 As we bring 2022 to a close, our ques-
tion is simple: was this the new normal we 
had been waiting for since the challenges 
of the Pandemic? In some ways, it was. 
Most of our clients saw surgical volumes 
level out at pre-Covid levels. Beyond this 
basic reality, though, American healthcare 
continues to provide numerous chal-
lenges. Many practices simply went out of 
business, either through practice mergers 
or by becoming hospital employees. We 
did our best to track the issues and guide 
our clients through the turbulent waters of 
American healthcare. It is always difficult 
to know what priorities to focus on. I hope 
you will find this collection particularly 
interesting and relevant. 
	 Our Bryan Sullivan leads us off 
with a very detailed discussion of what 
we can expect from the 2023 Quality 
Payment Program. Ever since the pay for 
performance concept first began to be 
implemented, there have been numer-
ous questions from our clients about the 
details of each year’s program and the 
value of participating. Bryan does a great 
job of explaining how to be compliant.
	 Managing group practices effectively 
has always posed many challenges. We 
have worked hard to help clients navigate 
management challenges. Will Latham, a 
very experienced practice management 
consultant, shared some very practical 
suggestions gleaned from his 30 years 
in the business in his article, Coopera-
tion Without Trust. He has a great way 
of getting to the heart of the issues with 
some very useful suggestions.
	 Our very own VP, Jody Locke, pulls 
the lens back on the current economic 
realities of anesthesia practice. Clients 
used to focus on the need to optimize 
collections, but Jody’s article reminds us 
that today’s challenge is about managing 
the whole budget and, where necessary, 

figuring out how to enroll the hospital 
in your practice. It is a very insightful 
compilation of his years of experience 
managing anesthesia practices across the 
country.
	 In this era of Facebook, Whatsapp, 
Instagram, Twitter and Tiktok, it is 
impossible to discuss strategic options 
without consideration of social media. 
Kristine Squiers, from our marketing 
department, dives into this interesting 
subject by addressing some of the most 
common questions we get asked. I am 
sure this will be the beginning of an inter-
esting and ongoing discussion.
	 Attorney Mark Weiss often contrib-
utes to our journal, and his article about 
a $24.3 million judgment is a fascinat-
ing exploration of a topic few of us have 
seriously considered. The letters RFP are 
probably three of the scariest to anesthesia 
practice managers. Mark provides some 
very relevant suggestions for dealing with 
overzealous hospital administrators. 
	 We all know there is a serious 
manpower shortage. There are obviously 
many implications, including increased 

subsidies so practices can recruit and 
retain a sufficient number of provid-
ers. Lorraine Morandi, one of Plexus 
Management Group’s managers, attempts 
to explore the nature and implications of 
the current CRNA shortage. 
	 On behalf of our entire 
team, let me wish you a 
productive and profitable 
2023. As always, we are 
particularly grateful 
for your comments 
and feedback on 
these pieces. We are 
especially interested 
in your suggestions 
for future topics.   

With best wishes,

Tony Mira
Vice Chairman  
and Founder
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	 Wouldn’t it be great if all the physi-
cians in your group fully trusted each 
other at all times on all issues?  If that’s 
how it works in your group, count your 
blessings.
	 In most cases, however, there is at 
least some distrust among members of 
anesthesiology groups. This is the result 
of differing opinions, differing goals 
(often due to age and financial situation), 
and what we have found to be a naturally 
forming level of paranoia.
	 This issue is complicated by the fact 
that most, (but not all) anesthesiologists 
are conflict avoiders. They would rather 
avoid a situation than confront their part-
ners on issues.
	 Yet, even without full trust and 
conflict avoidance among group 
members, anesthesiology groups need to 
move forward. And to move forward, 
they must decide which direction they 
will move.
	 Here are four methods we have seen 
groups use to make decisions and move 
forward.

1. Commit to Support Group 
Decisions

	 There is an adage that erroneously 
gets credence: individual physicians 
believe that “if I didn’t vote for it, or I don’t 
agree with it, then I don’t have to do it.”
	 If this is the normative behavior of 
your group, you will always be troubled in 
making real decisions and moving 
forward. To improve the situation, your 
group needs to ask and answer three key 
questions:

1.	 How will we make decisions as a 
group?  Typically, this is through 
discussion and a vote.

2.	 What is expected of each physician 
once the group has decided on an 
issue? The shareholders should 
pre-commit to support it, do it 
and not sabotage it.

3.	 What are a physician’s options if 
they don’t like the decision?  The 
shareholders should commit that 
they will follow ONLY one of the 
following options:

a.	 Do it anyway, that’s group 
practice.

b.	 Try to get it changed in the 
appropriate forum, such as a 
group meeting, but keep 
supporting or doing it until 
changed.

c.	 Self-select yourself out of the 
group.

2. Can Three by Five Cards 
Really Save Us?
	 When the members of an 
anesthesiology group meet, at either 

shareholders or board meetings, they 
typically deal with issues that require a 
decision. Unfortunately, voting doesn’t 
work very well in many medical groups 
for the following reasons:

•	 Some group members believe the 
idea of actually voting is too “for-
mal.”

•	 Some groups think they have con-
sensus because no one speaks up 
(or only a few speak up and the 
thought is the rest are willing to go 
along).  These groups are fooling 
themselves because, when people 
don’t speak up, it typically means 
they disagree. In addition, if you 
think you have consensus, why not 
vote to make sure you do?

•	 Because many physicians are conflict 
avoiders. Sometimes discussions go 
on and on because people don’t want 
to raise their hands to vote and pos-
sibly enter into conflict with those 
that don’t agree with them. This can 

Cooperation Without Trust
Will Latham, MBA, President

Latham Consulting Group, Inc., Chattanooga, TN

Continued on page 6
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the end of the year when each category 
score is calculated, and your results are 80 
percent in Quality, 100 percent in 
Improvement Activities, and CMS award-
ed 75 percent in Cost, your total would be 
as follows:
	 If the total score is above or below the 
75-point threshold, bonuses or penalties 
will be assessed on a linear sliding scale.   
If this looks a little daunting, you may be 
excluded from the entire program if you 
bill less than $90,000 in traditional Medi-
care allowed per provider.   If you are 
curious about your status, click here 
(https://qpp.cms.gov/participation-lookup) 
for the MIPS participation lookup tool.
	 Now that we have a general under-
standing of MIPS at a high level for next 
year, let’s look at some details.

Category Details

	 Thankfully, little has changed within 
each category for 2023.  For example, the 
data completeness requirement remains 
at 70 percent for Quality category report-
ing, meaning clinicians will need to report 
on 70 percent of each measure’s eligible 
population to be counted.  The big news is 
that a widely reported Quality measure 

will be retired.   MIPS 76 (Prevention of 
Central Venous Catheter - Related Blood-
stream Infections) is no longer an eligible 
measure because most clinicians were 
compliant and therefore didn’t differenti-
ate “good” providers from “bad” provid-
ers.   This will affect all anesthesia 
providers that were planning on using the 
Anesthesia Specialty Set to report and 
comply with the Quality category.  The 
specialty sets were useful in previous 
years, but as we will see, a better pathway 
exists with the MVPs!  Additionally, 
several Improvement Activities were 
retired for 2023, but this may not have a 
material effect on anesthesia providers 
due to some other changes within the 
program. 
	 Last month, CMS finalized the 2023 
measures for all of medicine. You can 
review the specifications here (https://qpp.
cms.gov/participation-lookup) to down-
load the official list and details.  For our 
registry, we can report on the following 
measures:

QCDR 
Measure ID

Measure Title

ABG41 Upper Extremity Nerve 
Blockade in Shoulder Surgery

ABG42 Known or Suspected Difficult 
Airway Mitigation Strategies

ABG43 Use of Capnography for 
non-Operating Room 
Anesthesia Measure

AQI48 Patient-Reported Experience 
with Anesthesia

AQI56 Use of Neuraxial Techniques 
and/or Peripheral Nerve 
Blocks for Total Knee 
Arthroplasty (TKA)

AQI62 Obstructive Sleep Apnea: 
Patient Education

AQI67 Consultation for Frail Patients

AQI68 Obstructive Sleep Apnea: 
Mitigation Strategies

AQI69 Intraoperative Antibiotic 
Redosing

AQI71 Ambulatory Glucose 
Management

AQI72 Perioperative Anemia 
Management

AQI73 Prevention of Arterial Line-
Related Bloodstream 
Infections

MEDNAX54 Labor Epidural Failure when 
Converting from Labor 
Analgesia to Cesarean Section 
Anesthesia

MEDNAX56 Use of a “PEG Test” to 
Manage Patients Receiving 
Opioids

QUANTUM31 Central Line Ultrasound 
Guidance

	 For those who are a little more inter-
ested in some of the details, the three-
point floor for measures without a 
benchmark has been removed.   This 
served as a point floor for any providers 
reporting QCDR measures that were not 
widely adopted in the industry; but, 
again, this will not likely have an effect on 
any anesthesia providers moving forward. 
	 The one other detail important for 
anesthesia providers is to confirm your 
Non-Patient Facing status with CMS.  This 
status exempts anesthesia clinicians from 
reporting the Promoting Interoperability 
category, which is the old “Meaningful Use” 
program.  The reason this is important for 
2023 is that CMS will not automatically 
exclude CRNAs with this status; and, if you 
are identified as a patient-facing clinician, 
we need to review this special situation.  We 
will be proactively checking your status; 
but, to confirm your own status, click here 
(https://qpp.cms.gov/participation-lookup).
	 If all of this seems a little overwhelm-
ing, I have great news and a solution for 
you.  It is called the MIPS Value Pathways 
(MVP)!

The 2023 Quality Payment Program: Updates for Anesthesia
Continued from page 1

FIGURE 1 Merit-based 
Incentive Payment System (MIPS)

Quality
55%Cost

30%

Improvement
Activities
  15%

https://qpp.cms.gov/participation-lookup
https://qpp.cms.gov/participation-lookup
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MIPS Value Pathways

	 To simplify the entire process of 
reporting measures to CMS, the creation 
and use of an MVP for anesthesia is avail-
able next year.  The MVP bundles a set of 
measures to report, rather than burden-
ing providers to choose.  For 2023, the 
compliance requirement for an MVP is to 
report four quality measures to include an 
outcome measure and two medium-
weighted or one high-weighted improve-
ment activity.  The only catch to an MVP 
is that you must proactively register 
between April 1, 2023 and November 30, 
2023. 
	 The measures to choose from are as 
follows:

Quality (Choose 4)

•	 #404: Anesthesiology Smoking 
Abstinence

•	 #424: Perioperative Temperature 
Management

•	 #430: Prevention of Post-Opera-
tive Nausea and Vomiting (PONY) 
- Combination Therapy

•	 #463: Prevention of Post-Opera-
tive Vomiting (POV) - Combination 
Therapy (Pediatrics)

•	 #477: Multimodal Pain Manage-
ment (MIPS CQMs Specifications)

•	 AQI48: Patient-Reported Experi-
ence with Anesthesia

•	 AQI69: Intraoperative Antibiotic 
Redosing

Improvement Activities (2 Medium or 1 
High)

•	 IA_BE_6: Regularly Assess Patient 
Experience of Care and Follow Up 
on Findings - High

•	 IA_BE_22: Improved practices that 
engage patients pre-visit - Medium

•	 IA_BMH_2: Tobacco use - Medium

•	 IA_CC_2: Implementation of im-
provements that contribute to 
more timely communication of 
test results - Medium

•	 IA_CC_15: PSH Care Coordina-
tion - High

•	 IA_CC_19: Tracking of clini-
cian’s relationship to and 
responsibility for a patient by re-
porting MACRA patient 
relationship codes - High

•	 IA_EPA_1: Provide 24/7 Access to 
MIPS Eligible Clinicians or Groups 
Who Have Real-Time Access to 
Patient’s Medical Records - High

•	 IA_PSPA_1: Participation in an 
AHRQ-listed patient safety orga-
nization – Medium

•	 IA_PSPA_7: Use of QCDR data for 
ongoing practice assessment and 
improvements - Medium

•	 IA_PSPA_16: Use of decision sup-
port and standardized treatment 
protocols - Medium

•	 IA_PSPA_20: Leadership engage-
ment in regular guidance and 
demonstrated commitment for 
implementing practice improve-
ment changes - Medium

	 To illustrate how this works, ABC can 
automatically continue to report on your 
relationship codes through billing 
operations (measure IA_CC_19), and you 
can choose to report the following four 
quality measures to be fully compliant 
next year.

•	 #424: Perioperative Temperature 
Management

•	 #430: Prevention of Post-Opera-
tive Nausea and Vomiting (PONV)

•	 #463: Prevention of Post-Opera-
tive Vomiting (POV) - Combination 
Therapy (Pediatrics)

•	 #477: Multimodal Pain Management

	 This is the easiest way to meet com-
pliance in 2023; but, if you are interested 
in learning more about this program, you 
can review the CMS website. 

Bryan Sullivan, MSHS 
is Chief Quality Offi-
cer for ABC. He also 
serves as Chief Oper-
ating Officer for Plexus 
Technology Group 
(Plexus TG).  Mr. Sul-
livan currently man-
ages the MiraMed 
Qualified Clinical Data Registry (QCDR) 
and all other quality management matters 
for Plexus TG and ABC clients. Mr. Sullivan 
began his career with the implementation of 
clinical trial management platforms for 
pharmaceutical companies. He made the 
transition to healthcare IT in the anesthesia 
software space in 2008. Mr. Sullivan de-
ployed anesthesia information management 
systems for eko systems, Inc., before joining 
ABC in 2011. He has a Master of Science de-
gree in Health Sciences from George Wash-
ington University, as well as a Bachelor of 
Science degree in Business Administration 
from the College of William & Mary. Mr. 
Sullivan is also a Project Management 
Professional through the Project Manage-
ment Institute (PMI). He can be reached at 
Bryan.Sullivan@AnesthesiaLLC.com.

https://protect-us.mimecast.com/s/xgfqCM877mi6ED9JumFGTU?domain=abc.cmail19.com
mailto:Bryan.Sullivan%40AnesthesiaLLC.com?subject=
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make meetings last much longer 
than they need to.

	 In my opinion, it’s best to formally 
vote on issues to make sure the group has 
the needed majority or super-majority 
vote. This assumes that the group has 
gone through a process where the group 
members agree to support group 
decisions as noted above.
	 To deal with conflict avoidance, I am 
seeing more and more groups move to 
using “secret ballots” for their voting 
process. Most groups use secret ballots 
for electing their board and officers, but 
some groups use them when they need to 
vote on controversial issues, or in more 
and more cases, on all issues.
	 Why are secret ballots useful?

•	 They allow the individuals to “vote 
their conscience” with less fear of 
retribution.

•	 They avoid one physician “bully-
ing” another physician into 
changing their vote.

•	 They often speed up a meeting be-
cause people don’t delay voting to 
put off conflict.

	 There are several ways to implement 
secret ballots—here are two:

1.	 Use three-by-five cards as the 
secret ballots.

2.	 We have observed some groups 
starting to use “audience response 
systems.”  One medical group 
president recently told us that his 

group has begun using such a 
voting system for all issues and 
that they had cut about 25 percent 
off the time of every meeting by 
using the system.

	 Groups that use secret ballots for all 
their issues have told us that there is only 
one potentially negative outcome—that 
people will push too quickly for a vote. 
Therefore, it is up to the meeting manager 
to make sure that the group has had a full 
discussion of the issue prior to voting.

3. Fair Elections

	 If elections are not conducted in a 
fair and reasonable method, it taints a 
group’s governance and reduces physi-
cians’ adherence to group decisions. So 
naturally, election voting should allow for 
people to be nominated, and then secret 
ballot used for the actual vote.
	 But sometimes it’s difficult to make a 
change when one is needed. This is 
another result of conflict avoidance. If 

Cooperation Without Trust
Continued from page 3

EXHIBIT 1 Example Election Process
The President will be elected first

	All shareholders are eligible.
	Each shareholder may state their interest in serving.
	The vote will be done by secret ballot.
	Vote until a majority is reached.  

•	 If a majority is not reached on the first vote, take the top two vote getters and 
re-vote.

•	 In the event of a tie, the decision will be made by a flip of a coin.
	 If a current board member is elected president, the group will vote on someone to 

replace him for the remaining duration of his term.

Other board members will then be elected
	All shareholders are eligible except for the president and anyone else currently 

serving on the board.
	Each shareholder may state their interest in serving.
	The vote will be done by secret ballot.
	The top two vote getters will be elected as members of the board.
	 If there is a tie, there will be a runoff.
	 In the event that a vote cannot be resolved by a runoff, the decision will be made 

by a flip of a coin.
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someone in power doesn’t want to lose 
their position, it is difficult for other 
shareholders to challenge them. This can 
result in the group not electing the people 
believed best to lead, and a feeling that 
the whole process is unfair and thus 
tainted.
	 One way out of this conundrum is to 
alter the election process to that as shown 
in Exhibit 1. By using this method, no one 
has to stand up and challenge the current 
leaders.

4. Revisiting Issues

	 Many medical groups make a decision 
and then revisit it over and over again.
	 This situation comes about when a 
few members of the group do not get 

their way in the first vote. They then use 
this strategy to either torture the group 
into changing the decision, or to paralyze 
the group.
	 When other group members state 
their frustration about the problems 
revisiting an issue will cause, the physicians 
who want to revisit the issue typically 
respond that additional information has 
come to light which they believe should be 
considered in making the decision. This 
can go on ad infinitum and the ability to 
pursue key opportunities (or the ability to 
avoid key threats) can be lost.
	 Many organizations suffer from this 
problem, but the situation is more 
challenging for medical groups where the 
shareholder physicians are usually equal 
owners of the practice. Some physician 
shareholders believe that equal ownership 
gives them the right to have a say about 
every issue at any time they want (and 
often waste precious group meeting 
time). And they use this right as a torture 
technique to get what they want.
	 One way to reduce the use of this 
torture technique (revisiting issues over 
and over again) is to put a “speed bump” 
for items to return to the agenda for 
discussion.
	 For example, the group could 
implement a policy that requires 30 
percent of the shareholders to sign a 

document asking to bring an item back to 
the floor for re-discussion once a decision 
has been made (it is important that they 
sign a document, rather than someone 
say “I had 30 percent of the people say 
they’d like to re-discuss this issue”).
	 This policy doesn’t close the door to 
re-discussing an issue (if more than 30 
percent want to re-discuss an issue, the 
group probably should). However, it will 
typically reduce the number of times this 
torture technique is used.

Some will Fight This

	 Let’s be realistic: there will be those 
in the group who will fight the 
implementation of the above ideas. But 
let’s also be truthful:  the reason they will 
fight it is that they are getting something 
out of the current state of dysfunction.
	 So, don’t let the few prevent the 
group from making good changes that 
will benefit the entire group, rather than 
the individual. 

For more than 30 
years, Will Latham 
has worked with 
medical groups to 
help them make deci-
sions, resolve conflict 
and move forward.  
During this time he 
has: facilitated over 
900 meetings or retreats for medical 
groups; helped hundreds of medical 
groups develop strategic plans to guide 
their growth and development; assisted 
over 130 medical groups improve their 
governance systems and change their 
compensation plans; and advised and 
facilitated the mergers of over 135 medical 
practices representing over 1,300 physi-
cians. Latham has an MBA from the 
University of North Carolina in Charlotte. 
He is a frequent speaker at local, state and 
national, and specialty-specific healthcare 
conferences. He can be reached at 
wlatham@lathamconsulting.com.

mailto:wlatham%40lathamconsulting.com?subject=
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	 Navigating an anesthesia practice 
through the turbulent and murky waters of 
American healthcare has never been easy, 
but the unique challenges of today’s market 
have dramatically raised the bar, and many 
practices are simply opting out. It used to 
be that the key to success was quality care. 
If a team of qualified providers consistently 
provided reliable care that enhanced the 
patient’s surgical or obstetric experience, 
most practices enjoyed stable and long-
term relationships with the facilities they 
served. The only thing that most anesthesia 
providers really had to worry about was 
what happened in the operating room or 
delivery suite. Now that is no longer the 
case. What happens outside the operating 
room and how providers respond to it is far 
more likely to determine the future of the 
practice. This gives new meaning to think-
ing outside the box.
	 Today’s anesthesia challenges fall into 
three broad categories: getting adequately 
paid, maintaining a qualified team of 
providers and dealing with facility service 
expectations. It has never been so difficult 
to get adequately paid for the valuable 
services anesthesia providers administer. 
Recruiting and retaining an adequate team 
of qualified providers is becoming not only 
more expensive but more challenging.

Getting Paid for Anesthesia 
and Pain Management Services

	 Because of its complex method of 
calculating charges, anesthesia is unique 
among medical specialties. It is the only 
specialty where providers are paid for 
their time and the risks associated with 
the surgical procedure performed. While 

the complexity of anesthesia billing has 
historically served the specialty well, it is 
now inspiring payers to dissect its 
elements and write their own rules for 
payment. We consistently capture all the 
potentially billable elements of an anes-
thesia service only to have many of them 
modified during the adjudication of the 
claim. Let’s consider some of the clearest 
examples. The ASA suggests that the base 
value for a procedure should be modified 
based on unique patient and operative 
factors using the physical status and 
emergency modifiers, but Medicare has 
long since decided that these are need-
lessly discretionary and does not recog-
nize them for payment. Anesthesia 
providers have been getting paid for the 
use of ultrasonic guidance (USG) to 
perform nerve blocks, but now these USG 
payments will soon be eliminated in 
many cases. The whole concept of billable 
anesthesia time is coming under ever 

greater scrutiny ever since the Centers for 
Medicare & Medicaid Services (CMS) 
decided to pay for time by the minute.
	 Unlike most other countries across 
the globe, in the United States, a practice’s 
payer mix is its key to revenue potential. 
While five or six insurance plans tend to 
generate 80 percent of a practice’s reve-
nue, the overall list of revenue sources can 
be very extensive, and each plan may have 
its own payment rules. We tend to focus 
on the distinction between public payers 
(Medicare, Medicaid, Workers Compen-
sation, Tricare and Champus) and 
commercial PPO plans because the public 
plans tend to be the most severely 
discounted. Historically, practices have 
been able to make up for declining public 
payer rates through aggressive negotia-
tion of commercial contracts. The prob-
lem is that, as the percentage of patients 
covered by the public payers continues to 
increase inexorably, commercial plans are 

Today’s Anesthesia Economics: 
Coping with New Realities

Jody Locke, MA
Vice President of Anesthesia and Pain Practice Management Services

Anesthesia Business Consultants, LLC, Jackson, MI
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becoming more intransigent in their will-
ingness to increase their rates. The net 
impact of an aging population and its 
impact on payer mix is resulting in 
declining net yields per billed unit.
	 When it comes to collecting every-
thing that is collectible for the valuable 
services anesthesia providers administer, 
there are three primary challenges that 
every practice must come to terms with. 
First, there is the fact that, as compared to 
office-based providers, anesthesiologists 
and certified registered nurse anesthetist 
(CRNAs) have no ongoing relationship 
with their patients; they rely on hospital 
staff to gather the critical demographic 
information necessary to submit claims 
and receive payment. Second, we live in a 
society where the expectation is that 
patients have insurance to cover their 
medical expenses; patient balances tend 
to be looked at as incidental and of lower 
priority to the patient than other bills 
such as mortgage or rent, utilities, cable, 
car payment and groceries. Third, while 
there are numerous effective strategies to 
collect the allowable from insurance, 
there are relatively few approaches that 
result in consistent collections from the 
patients themselves. It is these factors that 
explain why collecting the patient’s 
balance is often the Achilles heel of 
accounts receivable management.

	 The problem is further compounded 
by the challenge of defining patient 
responsibility, which falls into three 
distinct categories, each of which poses 
its own challenges. Usually, the largest 
category consists of patient balances after 
insurance. Most insurance plans will pay 
at least 80 percent of their allowable 
payment for a given service. Some 
patients will have secondary insurance or 
a plan that covers the 20 percent, but 
many do not. Obviously, collecting this 
patient portion is significant to the prac-
tice as no one wants to accept a 20 percent 
discount. Conscientious patients with the 
means will usually pay their portion. The 
reality is that, for many patients, the 20 
percent due for the anesthesia bill is in 
addition to the 20 percent due for all the 
other specialists and the hospital. Even a 
relatively minor surgery can result in 
significant balances due from the patient. 
The number one reason for bankruptcy in 
the United States is medical bills.
	 And then there is the growing 
number of patients who do not have any 
insurance coverage at all or for whom 
there is no insurance of record.  These are 
optimistically listed as self-pay patients.  
When there is valid insurance coverage, 
the provider at least gets something. 
When there is no insurance coverage, all 

bets are off, and the practice has no lever-
age to collect anything. Depending on the 
location of the practice, self-pay may 
mean no pay or discounted pay. The real-
ity is that the cost of healthcare has gotten 
so expensive that the bills sent to them are 
cruel reminders of their desperate status. 
It should be noted that, in this era of cell 
phones with caller ID, most people do not 
answer calls associated with unrecog-
nized numbers. 
	 A third subset of patients fall into a 
category called pre-paid, typically associ-
ated with cosmetic services. This is usual-
ly a small percentage of practice patients, 
but it should be a model for the manage-
ment of self-pay patients across the board. 
The ideal scenario would be to obtain 
payment up front before the services are 
provided. However, this is an option not 
available to most anesthesia practices. 
Unfortunately, most practices simply do 
not have a mechanism to get even a pre-
payment. There have been some limited 
experiments by a few practices to have 
hospital employees ask for a pre-payment 
for anesthesia, but such experiments have 
been largely unsuccessful, except in the 
ambulatory environment.
	 Because so many charges do not get 
paid in full, accounts receivable manage-

Continued on page 10
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ment requires ever greater concern and 
attention. Knowing when to continue to 
pursue and when to write off an unpaid 
balance is an aspect of practice manage-
ment too few providers have come to 
understand and appreciate. It is no longer 
enough to just know your performance 
metrics; the key is to know what is chang-
ing and why. 

Managing the Cost of  
Anesthesia Services

	 Determining a reasonable and ap-
propriate cost for the provision of anes-
thesia services is a multi-factorial exercise 
with numerous variables. What makes 
the calculation especially challenging are 
the diverse variables: the size and config-
uration of the team and how it may need 
to be assessed and modified based on pro-
vider defection. Dynamic market factors 
make it especially difficult to structure a 
plan that will continue to meet the expec-
tations of the customer today and into the 
future. In fact, more often than not, the 
real challenge is trying to meet customer 
expectations today, much less tomorrow. 
While many anesthesia practices used to  

present very stable organizations with 
loyal and committed members, such 
practices are now the exception rather 
than the rule. Never have so many prac-
tices decided to either merge or sell out in 
order to avoid the challenges of staying 
competitive and profitable. The days of 
the independent private anesthesia prac-
tice serving one facility, or a small collec-
tion of facilities, are waning.
	 The biggest single cost for anesthesia 
is the cost of providers, physician anes-
thesiologists, CRNAs and physician assis-
tants (PAs). Unlike other specialties 
where physicians typically have extensive 
office and overhead expenses, the over-
head burden for anesthesia practices 
rarely exceeds 10 percent. What this 
means is that there needs to be enough 
revenue generated from collections to 
cover the cost of the salaries and benefits 
of the providers plus any overhead costs 
such as billing fees, accounting charges 
and legal expenses. Because provider 
salaries are so high, a minor miscalcula-
tion with regard to the number of provid-
ers needed can prove disastrous.
	 There is no greater challenge today 
than knowing what is a fair and reason-

able compensation package for a physi-
cian anesthesiologist, a CRNA or a PA. 
There are a number of national survey 
organizations that provide market data, 
but none is without its shortcomings or 
flaws. The fundamental problem is that 
most surveys show W2 salary data. 
Because benefits packages vary consider-
ably it is never clear how to compare and 
evaluate different packages. It is also true 
that no two anesthesia providers work 
the same or have an equally challenging 
or demanding schedule. When trying to 
assess the competitiveness of its CRNA 
package, the managers soon noticed that 
each of the practices they were trying to 
compare their package to had different 
call burdens and very different types of 
cases. Diverse market factors can have a 
significant impact. It is not always just 
the value of a compensation package that 
determines whether a given provider will 
decide to join a particular practice. It 
would be nice if determining the appro-
priate compensation package was as 
clear-cut as determining the profitability 
of a business, but it is not, and there is 
always a certain amount of wishful 
thinking. 

Today’s Anesthesia Economics: Coping with New Realities
Continued from page 9
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	 A typical benchmark for anesthesia 
provider compensation is the MGMA 
survey. Sullivan Cotter also provides 
benchmark data. Many consultants prefer 
the MGMA data, but both surveys have 
their limitations. They are only conducted 
annually, and the sample sizes are limited. 
Typically, MGMA data comes from 
private anesthesia practices while Sullivan 
Cotter data comes from hospitals. Ideally, 
one should always use reference data from 
a variety of sources, but this is not always 
reasonable given unique practice circum-
stances. Also, the real point is if a practice 
cannot attract providers with compensa-
tion based on national survey data, then 
the survey data is basically useless.   
	 The variety of anesthesia staffing 
options available to individual anesthesia 
practices is another unique challenge, 
especially given the fact that determining 
the optimum ratio of physicians to 
CRNAs involves a careful analysis of how 
each category of provider is actually used 
by the practice. Many assume that, since 
physician compensation is higher than 
CRNA compensation, they might assume 
that using more CRNAs will save money; 
but this is definitely not the case unless 
CRNAs are going to practice indepen-
dently without any physician medical 
direction. The fact is that CRNA compen-
sation has been rising, a fact that greatly 
changes the relative cost advantage. It 
might seem obvious that having one 
physician medically direct four CRNAs 
(each managing a busy operating room in 
a surgi-center with a favorable payer mix) 
is less expensive and more profitable than 
having four physicians provide the same 
services. This is an extreme example, 
however, and a detailed assessment of 
staffing options by surgical venue can 
reveal a variety of profitability levels. 
Determining a staffing model is inevita-
bly a function of three factors: how staff-
ing has been historically provided, how 
easy it is to change staffing ratios and 
current compensation expectations for 

each category of provider. It is quite 
common to hear hospital administrators 
suggest that the practice needs to leverage 
its physicians with more CRNAs, but this 
is often not the most cost-effective option. 
	 Anesthesia compensation models can 
be another confounding factor in deter-
mining the cost of the anesthesia team. 
Many physicians in physician-only prac-
tices in the western United States believe 
that it is possible to incentivize providers 
to be more productive. For some physi-
cians, the mode of compensation may also 
be a form of incentive if there is sufficient 
flexibility to generate more income by 
being more productive. A well-known 
MGMA speaker once explained that, if 
you have seen one anesthesia compensa-
tion plan, you have seen one anesthesia 
compensation plan.  Many practices will 
go to great lengths to provide unique 
incentives for their members. 
	 There is no question about it: we are 
seeing increasing numbers of provider 
defections among anesthesia practices. 
One of our client practices recently shared 
that it had experienced more than a dozen 
years with only minimal providers leav-
ing only to be overwhelmed by providers 
leaving in the past year. They are not 
alone. If a single provider retires or leaves 

the practice, it is generally not unexpect-
ed or disruptive. But when multiple 
providers leave in a short period of time, 
it can be very disruptive on a number of 
levels. There is always the question of why 
they are leaving and what it says about the 
level of confidence providers have in the 
future of the practice. Stressful hospital 
contract negotiations can have a particu-
larly disruptive impact, especially when 
there is concern about the potential 
outcome of contract negotiations. The 
worst possible scenario is when members 
of a group practice start to see the defec-
tions as a precursor of things to come. 
The real problem is that it is typically the 
most qualified providers who leave first, 
because they have the best options. There 
is nothing worse than the death spiral 
inspired by provider defections, but it is 
all too common a phenomenon.
	 There is clearly a manpower shortage 
for both anesthesiologists and CRNAs 
today. Provider training programs are 
simply not keeping up with the increasing 
number of anesthetizing locations that 
need to be covered. The result is a buyer’s 
market for anesthesia providers. Any 
provider unhappy with his or her work 
situation can easily find other options. 

Continued on page 12
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This moving around has created a whole 
new set of recruiting challenges for many 
anesthesia practices. 
	 Where does all this leave us now? For 
manyof today’s anesthesia practices, the 
greatest challenge is to recruit and retain 
enough qualified providers to meet the 
service expectations of the various clients. 
This is proving to be a challenge that 
requires an entirely new set of skills and 
resources. It used to be that, whatever level 
of coverage was requested, anesthesia 
practices would attempt to deliver, but the 
time has come where anesthesia practices 
must focus more on resetting customer 
expectations. Every service has a cost, and 
this is what hospital administrators must 
come to understand and appreciate.

Negotiating an Anesthesia 
Subsidy

	 The traditional anesthesia practice 
model was based on a private group 
contracting with a facility for the exclu-
sive right to provide anesthesia services. 
There was even a time when fee for service 
revenue from professional services provid-

ed would generate sufficient collections to 
cover the cost of providing the service. 
Those were the good old days before 
service expectations began to outstrip 
revenue potential. Today’s practices are 
having to develop an entirely new practice 
model based on today’s realities. Hospital 
subsidy revenue is ever more important to 
practice budgets. While many practices 
chose to outsource their billing to maxi-
mize collections, they are now having to 
hire outside consultants to negotiate 
reasonable contracts with adequate subsi-
dies. This, however, means that anesthesia 
groups are having to deal with the flipside 
of the coin. The more hospitals have to pay 
for anesthesia services, the more they want 
accountability and collaboration. The key 
to the future of today’s practices is partner-
ship with its customers. As a quintessential 
service organization, each anesthesia prac-
tice must focus on a value proposition that 
not only enhances its relationship with its 
facilities, but which enhances their value 
in the competitive healthcare market.
	 There was a time when private anes-
thesia practices were reluctant to open 

their books to administration. Transpar-
ency is now an essential prerequisite for a 
meaningful negotiation. The only way to 
convince administration that you need 
financial support is to show exactly why 
you need support. Financial disclosure 
involves a complete review of assump-
tions. What are the coverage and call 
requirements, and how many providers 
are needed? What is the status of the 
current team? How many providers have 
recently left; how many are considering 
leaving; and how many will it take to meet 
the specific coverage and call expectations 
of the facility? Every practice must be able 
to justify its assumptions with regard to 
staffing and manpower. As a practice 
makes its case for continuing the relation-
ship, the administration will inevitably 
push back. Is the practice well managed? 
Are there substandard providers? Can the 
practice clearly demonstrate it is the best 
anesthesia solution for the facility? 
	 Once the lawyers get involved, agree-
ments evolve from simple letters of intent 
to complex documents with lots of legal-
ese and fine print. If you compare today’s 
anesthesia service agreements to those of 
20 years ago, it becomes obvious how 
many layers of government regulation 
and legal precautions have been added in. 

Today’s Anesthesia Economics: Coping with New Realities
Continued from page 11
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Among the most interesting and often 
challenging aspects of today’s agreements 
are the performance metrics. Somehow, 
anesthesia providers have become 
saddled with the efficient and effective 
management of the operating rooms as 
measured in such things as first case start 
times, average turnover times and case 
cancelations for ambulatory facilities. The 
introduction of automated anesthesia 
records provides considerably more data 
that is easier to obtain, but it also raises 
expectations with regard to what is avail-
able. Yes, it is true that anesthesia practic-
es have more and better data about what 
actually happens in the operating room 
and delivery suite, but managing the data-
base and mining it effectively opens a 
whole new world of opportunity for most 
practices that they are not prepared for. It 
used to be that documenting the care 
provided was the least of a provider’s 
concerns, and yet many now complain 
that the documentation requirements of 
anesthesia are more challenging than 
providing the care. It is almost like playing 
a game where no one really knows the 
rules or what it takes to win.     
	 Virtually every contract renegotia-
tion today involves a detailed financial 
pro forma. In theory, these should not be 
so complicated. The basic idea is to proj-
ect the cost of the services requested and 
the revenue potential for the billable 
services rendered and show the variance, 
which is what the facility is being asked to 
pay. In reality, there is nothing simple 
about these pro formas, and most practic-
es recognize the need to bring in consul-
tants to guide them through the process. 
Not only are there many assumptions that 
have to be tested, especially with regard to 
the revenue potential of the practice, but 
the pro forma actually needs to reflect the 
dynamic nature of the market. Failure to 
factor in the major risk factors can result 
in disaster. As the old saying goes, anyone 
can get the numbers right today, but will 
they be right tomorrow?

	 Anesthesia practices tended to be 
haunted by these three-letter acronyms: 
RFP and FMV. The first, the request for 
proposal, is the facility’s attempt to vali-
date the group’s practice model against 
the market. Their fair market valuation 
may also be an attempt to have an inde-
pendent third party confirm a reasonable 
pro forma. It is not always clear at the 
onset if the purpose of the exercise is to 
confirm that the current practice is the 
best solution or whether it should be 
replaced. These are just a couple examples 
of today’s practice management vocabu-
lary that providers must master in order 
to remain current and viable.
	 And so, at the end of the day, what 
really makes a difference? It is all about 
the relationship between the practice and 
its customers. If the relationship is strong 
and if there is respect and trust on the 
part of administration, there is a good 
chance that the relationship will continue. 
The administration must have confidence 
that the relationship represents an align-
ment of incentives and holds the best 
prospect for a win-win scenario. We used 
to hear from clients that they only met 
with administration to renegotiate the 
contract and therein lay the challenge for 
the practice: they were little more than a 
line item in the hospital budget. The name 
of the game today is partnership. Admin-

istration must believe that yours is the 
best option, that you provide the best 
service and that you can help them navi-
gate the future.

Final Thoughts

	 Strategic planning consultants love 
to remind their clients that the beliefs and 
strategies that got the practice to where it 
is today will most likely not get it to where 
it needs to be tomorrow. The best manag-
ers are aggressive students of the business. 
There is a tool consultants often use called 
a SWOT analysis, standing for strength, 
weaknesses, opportunities and threats. It 
is an invaluable tool that practices would 
be well advised to apply and monitor 
continuously. 
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	 There have been big changes in social 
media over the last year, with many more 
promised as Congress consistently looks 
for answers on regulation of social media 
and the social media platforms compete. 
This article looks at best practices for 
anesthesiologists for 2023, areas of 
concern and pitfalls to avoid. 

What Should I Post?
	 Anesthesiologists might entertain a 
range of reasons to market on social 
media, such as providing information 
about the practice, emergency closures, 
new employees or business accomplish-
ments. They might also want to provide 
information about anesthesia, procedures 
and insurance. Anesthesiologists and 
anesthesia groups with aspirations of 
securing larger contracts, mergers and 
investments can utilize social media to 
build a brand. 
	 There are many ways the anesthesia 
industry is presented and marketed in 
social media. Many comedy segments 
feature doctors, nurses or patients. Some-
times anesthesiologists present them-
selves seriously, providing information 
about procedures, equipment, instru-
ments or medications. Some clinics take a 
broad approach and provide social media 
under the branded name of the practice 
and utilize the platform to build a branded 
identity. All of these are legitimate social 
media marketing methods for 2023. 
	 Social media is interactive. Social 
media is dynamic. Although you can limit 
the amount of interaction, best practices 
favor more interaction. This means, if you 

want to build more visibility to market your 
practice, more interaction on your part, and 
your followers, is required. The less you do, 
the slower and less dynamic the response. 
The less interesting your posts are, the 
longer it takes to build an audience. 

Managing Your Brand

	 One of the biggest concerns for 
healthcare providers in 2023 is their own 
personal safety and anonymity. Before 
posting anything, remember to consider 
that there are a lot of people who will be 
able to identify you or your staff if you 
post any of that information, so be aware 
of your level of exposure. Also be aware 
that images you post can have data 
embedded that share location informa-
tion. Should your posts become very 
popular, over time your following could 
be thousands or even millions of people 
from all over the world. 

	 Another concern is that the more 
visible your practice is online, the more 
likely you are to draw negative reviews, 
comments and images posted against 
you. If your goal is brand recognition and 
establishing yourself as a leader in the mar-
ketplace, act with prudence. Attempt to use 
best practices for handling the onslaught of 
negativity that inevitably will occur at some 
point. Consider reading this helpful ar-
ticle to avoid costly mistakes. https://www.
yotpo.com/resources/how-to-harness-
the-positive-power-of-negative-reviews/

Impacts of Congressional 
Regulations

	 In 2023, social media will have 
another year of battling misinformation 
and disinformation. Scandalous, unusual, 
riveting, salacious and conspiratorial 
posts rise above the millions of boring 
voices. For the professional anesthesiolo-

2023 Social Media and the 
Anesthesiology Practice: Marketing 

and Your Online Reputation
Kristine E. Squiers

Social Media Specialist, MiraMed Global Services, Jackson, MI
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gist, 2023 posts should provide important 
information for your patients, so they do 
not turn to poor sources. 
	 “Misinformation and disinforma-
tion—misinformation as inaccuracy and 
errors and disinformation as a falsehood 
created on purpose and the spread of it by 
malicious individuals (human or bots)—
gain momentum from the desire to find a 
solution to a particular disease or illness 
by patients or their relatives, who inad-
vertently contribute to spreading mislead-
ing information.”1

	 Because hearings in congress contin-
ue to identify genuine concerns about the 
health, safety and security of social media 
users and the United States as a whole, 
many in congress believe that it is time to 
add to or change the only legislation 
governing social media:

“The last major legislation to regulate 
social media was the Communica-
tions Decency Act (CDA) passed in 
1996. This bill governs most social 
media platforms, and section 230 of 
the CDA, in particular, limits plat-
forms’ liability for content published 
by users. These companies, such as 
Instagram, Facebook and Twitter 
have contended that they are non-
editorial platforms and thus they 
should not be held responsible for 
what is published on their sites. This 
interpretation may have been believ-
able 25 years ago, before the growth 
of social media or the increasing 
power of algorithmic content cura-
tion, but this interpretation no longer 
reflects reality.”2

	 It is likely we will see social media 
regulation proposed by congress in 2023.

Which Platform Should I Use?
	 Facebook is the most popular plat-
form for patients to use for healthcare 
information. The next two most popular 
platforms for healthcare information are 
YouTube followed by Twitter. All three 
platforms are great for branding, but 
Facebook is seeing a decline in younger 
users. YouTube is seeing a steady increase 
in all users. Twitter is seeing instability, 
record loses and a questionable future.
	 Twitter is experiencing a massive 
changeover since purchased by Elon 
Musk. This changeover has jeopardized 
its security protocols, leading to many 
data vulnerabilities as well as fake and 
fraudulent accounts popping up as 
verified.3

	 Most companies are pulling back on 
advertising, and established accounts are 
considering changing platforms.4 

	 If you are using Twitter, you are going 
to see changes in 2023, so prepare now for 
a backup plan, such as an alternate plat-
form. In 2023 you may want to consider 
utilizing your Google Business Profile 
which appears in Google search results 
and on the Google Map. You can post 
images, ads, videos, statements, informa-
tion and more. Google Business Profiles 
are an easy way to manage your online 
reputation and build your brand. To find 
out more about getting your own Google 
Business Profile use this link: google.
com/business. 
	 In conclusion, it is likely that we will 
see congress continue holding hearings 
on the regulation of social media. Ques-
tions of social impact, impact on psycho-
logical wellbeing, impact on homeland 
security and impact on the stock market 
are all open considerations that may yield 
unexpected changes. Be prepared with a 
backup plan, as the onslaught of change 
washing over these platforms could 
potentially impact you. Always consider 
safety and privacy issues before posting, 
and finally be aware that you will be 
attacked with negative comments, so 
prepare your responses. 
	 Have a wonderful 2023! 

Kristine E. Squiers 
manages all social 
media for MiraMed 
Global Services and 
its Family of Compa-
nies. Kristine began 
her digital marketing 
career in 2008, and 
has extensive experience in search engine 
optimization, digital advertising, website 
management, content marketing, lead 
generation and social media. Kristine has a 
Master of Science in Psychology with a 
specialization in Industrial and Organiza-
tional Psychology, as well as Graduate 
Certificates in Diversity Studies and Busi-
ness Management.

1 	A New Application of Social Impact in Social Media for Overcoming Fake News in Health by Cristina M. Pulido 1ORCID, Laura 
Ruiz-Eugenio 2,*ORCID, Gisela Redondo-Sama 3 and Beatriz Villarejo-Carballido 4ORCID 

2 	Maybe We Should Make Some Rules Here: A Framework for Social Media, Harwood, Graham. 
	 Chicago Policy Review (Online); Chicago (Jan 17, 2022).
	 https://www.proquest.com/openview/1ab243336dcb4e6fdbc2c94ce51aa8c8/1?pq-origsite=gscholar&cbl=1576347
3 	https://www.cnn.com/2022/11/10/tech/twitter-executives-resign
4 	https://www.reuters.com/markets/deals/twitters-massive-revenue-drop-adds-heavy-debt-burden-2022-11-07/

http://google.com/business
http://google.com/business
https://www.proquest.com/openview/1ab243336dcb4e6fdbc2c94ce51aa8c8/1?pq-origsite=gscholar&cbl=157634
https://www.cnn.com/2022/11/10/tech/twitter-executives-resign
https://www.reuters.com/markets/deals/twitters-massive-revenue-drop-adds-heavy-debt-burden-2022-11-0


Co m m u n i q u é	 Wi n t e r 2023	 Pag e 16
ANESTHESIAANESTHESIA
BUSINESS CONSULTANTSBUSINESS CONSULTANTS

	 An interesting case illustrates a 
potential new tool in the arsenal to fight 
against fraudulent request for proposal 
(RFP) processes, “fixed” hospital exclu-
sive contracts, and, potentially, against 
the advisors who helped put lipstick on 
the pig. 
	 Many anesthesiology groups have 
been there: the situation in which a long-
standing relationship with a hospital, 
whether or not via exclusive contract, is 
disrupted, in favor of another group.
	 In the classic fact pattern, something 
led to the hospital’s decision to enter into 
an, or change the existing, exclusive 
contract arrangement. 
	 Perhaps our avatar group, let’s call it 
“Your Group,” has given pushback over 
quality issues. Perhaps some members of 
Your Group have complained about 
group leadership to the hospital’s COO in 
order to obtain the contract for them-
selves. Perhaps Your Group is also work-
ing at a competing facility across town 
and that’s pissed off the CEO. 
	 As a result, the hospital issued an 
RFP, and perhaps it’s even hired a compa-
ny that purports to manage the running 
of RFPs, one, even better, that’s developed 
a report to show why choosing another 
group (Group X) instead of Your Group is 
supported by evidence. Unfortunately, or 
there’d be no need for this article, Your 
Group loses the RFP in favor of Group X. 
	 Historically, courts have been 
extremely deferential to hospital govern-
ing board decisions regarding awards of 

exclusive rights, and therefore, to changes 
in who holds exclusive rights. Claims of 
breach of contract and of torts such as 
tortious interference generally fail. Which 
brings us to the very interesting New 
Jersey appellate decision in Comprehen-
sive Neurosurgical, P.C., etc., at al. v. The 
Valley Hospital, et al. (Comprehensive).
	 First, it’s important to note that the 
Comprehensive case is an “unpublished” 
decision, meaning that it does not have 
precedential value. The decision is highly 
fact-specific, which, perversely, makes it 
highly informative for you. 
	 Because the facts are long and 
complicated, I’m not going to set them all 
out. But here, in limited fashion, is what 
you need to know.

	 Comprehensive Neurosurgical, P.C. 
(CompNeuro) is a neurosurgical group 
that provided services at several hospitals, 
including at The Valley Hospital (Valley 
Hospital) and at Hackensack University 
Medical Center (Hackensack). 
	 For over a decade, CompNeuro 
physicians provided on-call coverage in 
the emergency department (ED) at Valley 
Hospital and were instrumental in Valley 
Hospital acquiring specialized equip-
ment, including biplane angiography and 
Gamma Knife equipment, that allowed 
stroke patients to receive treatment at 
Valley Hospital. 
	 But then, in December 2015, Valley 
Hospital sent out a memo stating that 
after “almost a year of study” the Board of 
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Trustees unanimously voted to have 
neuro coverage of the ED performed 
exclusively by another neurosurgery 
group providing services at the facility, 
the “Columbia Group.” 
	 CompNeuro sued Valley Hospital, its 
board of trustees, its president and Colum-
bia Group asserting breach of contract 
claims and tort claims, including breach of 
the implied covenant of good faith and fair 
dealing and tortious interference with 
prospective economic advantage. 
	 Among other things, CompNeuro 
alleged that Valley Hospital and its presi-
dent had a longstanding contentious 
rivalry with Hackensack. They asserted 
that that was the motivation to terminate 
CompNeuro physicians’ long-enjoyed 
clinical privileges at Valley Hospital: 
losing the ability to perform the services 
they had helped develop and create was 
punishment for their affiliation with 
Hackensack. The trial court found in 
favor of CompNeuro and awarded it a 
$24.3 million judgment.
	 By the time the case reached appeal, 
Valley Hospital was the only remaining 
defendant; it appealed from the $24.3 
million judgment entered against it. The 
only remaining claim was one pertaining 
to the allegations of breach of the implied 
covenant of good faith and fair dealing. 
	 The parties squared off along these 
two, simplified lines of argument.

Valley Hospital’s Argument:
	 The Medical Staff bylaws provide that 
the on-call schedule is not a right or a 
privilege, but a responsibility. 
	 We have conducted a year-long study 
(the White Paper) including reviewing 
data from a quality score vendor and input 
from a large, nationally known consulting 
firm. The results were that Columbia 
Group, not CompNeuro, was the better 
choice in terms of quality and cost for an 
exclusive arrangement including partici-
pation in a major strategic initiative essen-

tial to advancing the goal of becoming a 
neuroscience center of excellence. 

CompNeuro’s Argument:
	 Your argument sounds good, but you 
just put on a show to cover up for your 
lack of good faith and fair dealing. We 
know it’s a cover up because your own 
documents prove it.
	 What had CompNeuro found? Why 
did the court affirm the $24.3 million 
judgment? 
	 CompNeuro argued that discovered 
emails showed that the White Paper 
wasn’t an objective study but that its 
outcome was predetermined to favor 
Columbia Group. For example: 

1.	 A 2012 email from the head of 
Valley Hospital’s planning depart-
ment (Callandrillo) attached an 
article from Hackensack that 
highlighted a clinical trial on 
vaccines that one of CompNeuro’s 
physicians was conducting there. 
The email stated that one of the 
physicians from the Columbia 
Group (D’Ambrosio) was very 
concerned about CompNeuro’s 
benefiting from Columbia Group’s 
intellectual capital.

2.	 A 2013 email chain included an 
email forwarded from D’Ambrosio 
to a Valley Hospital vice president 
(Bhavsar) and to Callandrillo 
complaining about a scheduling 
problem in the operating room 
and that, if true, it was an example 
of potentially dangerous physician 
communication, temperament and 
judgment. Bhavsar responded to 
Callandrillo that he spoke with 
D’Ambrosio who was very passion-
ate on how the other group, i.e., 
CompNeuro, was hurting Valley 
Hospital’s reputation and that the 
Columbia Group is very available 
to be “THE Valley Neurosurgery 
group.” D’Ambrosio had told 
Bhavsar that he hoped the email 
“would be a catalyst in moving us 
towards” the direction of Colum-
bia group “tak[ing] it all on.” 

3.	 Callandrillo replied to Bhavsar 
that she had spoken with Valley 
Hospital’s president (Meyers), who 
said that “moving to an exclusive 
contract really is the nuclear 
option,” to which Bhavsar 
responded, “Kaboom.” Callandril-
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lo replied, “The day will come . . . 
believe me.” 

4.	 In another email chain including 
Callandrillo and Meyers, Callan-
drillo forwarded an email that 
showed one of CompNeuro’s 
physicians (Roth) was a guest 
speaker and the “Director of 
Neurosurgery” at Hackensack. 
Valley Hospital’s general counsel 
(Goldfischer) responded, “truly 
unbelievable. Unfortunately, the 
hospitalist strategy will not stop the 
outmigration of Roth’s cases, given 
his title and ties to Hackensack.” 

5.	 An analyst in the planning depart-
ment emailed Callandrillo inform-
ing her that the quality and 
utilization analysis doesn’t show 
any glaring difference in costs or 
quality between the groups. 

6.	 Emails showed that Meyers asked 
Goldfischer if Valley Hospital 
could work on getting an exclusive 
contract after they heard that a 
Gamma Knife patient who “clearly 
came through our ED” and was a 
patient at Valley Hospital, then 
went to Hackensack. Goldfischer 
responded that there was “nothing 

we can do if they have privileges,” 
and that “the only thing [they] 
could do is close the service” to 
[Columbia Group], and Gold-
fischer asked Meyers if Valley 
Hospital had “the appetite for 
this.” Goldfischer asked that if the 
answer was yes, she wanted clarifi-
cation if they would be “closing the 
entire service or only the ER?” 
Meyers responded, “Only the ER 
for unassigned patients. Be 
prepared for a lawsuit, so we need 
to may [sic] a strong case ahead of 
time.” A later related email from 
Goldfischer notes that they would 
“need to paper this carefully.” 

Here’s the Real Takeaway for 
You: 
	 Don’t immediately think that if your 
group loses an exclusive contract, or if 
your group’s physicians are pushed out 
from exercising what are currently their 
medical staff and/or clinical privileges, 
that there’s not, depending upon your 

applicable state’s laws, a potential viola-
tion of the implied covenant of good faith 
and fair dealing or of a business interfer-
ence tort. That thinking netted Comp-
Neuro $24.3 million. 
	 Consider this another arrow in your 
quiver against potentially fraudulent or 
impermissible hospital behavior that’s 
been papered over with a patina of “board 
decisions that are entitled to deference,” 
studies and consultants. 

Mark F. Weiss, JD is 
an attorney who spe-
cializes in the busi-
ness and legal issues 
affecting physicians 
and physician groups 
on a national basis. 
He served as a clinical 
assistant professor of 
anesthesiology at USC Keck School of 
Medicine and practices with The Mark F. 
Weiss Law Firm, a firm with offices in Dal-
las, Texas and Los Angeles and Santa Bar-
bara, California, representing clients 
across the country. He can be reached by 
email at markweiss@weisspc.com.
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	 It doesn’t seem possible to adequately 
measure the true ramifications of COVID.  
One thing we all know with certainty is the 
lasting impact the pandemic has had on 
the working world and how that has trans-
lated into the need for greater resilience, 
tolerance, flexibility and adaptability to 
change.  The anesthesia marketplace is no 
exception as it is currently seeing staffing 
shortages never experienced before, espe-
cially as it pertains to Certified Registered 
Nurse Anesthetists (CRNAs).  
	 According to the Bureau of Labor 
Statistics, CRNA jobs are ranked eighth 
among healthcare professionals with 
approximately 130 accredited programs 
nationwide. Unfortunately, however, there 
simply aren’t enough students enrolled in 
these programs to begin to fill the voids.  
Across the country, opportunities abound 
in many capacities (i.e., full-time; part-
time; per diem; locum) with compensation 
and benefits packages reaching an all-time 
high, some even close enough to resemble 
or exceed that of an MD package.  Still, not 
a day goes by when one of our clients 
doesn’t reach out to share their staffing 
dilemmas and/or asks how Plexus Manage-
ment Group (Plexus) can assist in finding 
candidates to fill these critical openings.
	 The question of why the need for 
CRNAs so greatly outweighs the supply 
begs for understanding and explanation, 
yet there is no easy answer.  Aside from the 
lack of students enrolled in programs, the 
number of CRNAs reaching retirement 
age and opting to resign must be consid-
ered.  We also cannot overlook the intense 
educational and clinical demands, dedica-
tion and years of training (seven to eight 
years) needed to become a CRNA—clearly, 
not a profession for everyone.  And the 
requirements are only going to get more 
involved since it was determined that 
“effective January 2022, all students 

enrolled in an accredited program must 
also be enrolled in a doctoral program.  As 
of January 1st, 2025, all students graduat-
ing from an accredited program must be 
awarded a doctoral degree.”  
	 Once employed, there are a variety of 
factors contributing towards the decline in 
CRNA staffing. Among them are on-the-
job stress, toxic work cultures, burnout due 
to long hours amidst staffing shortages, 
trauma from being immersed in potential 
life-or-death situations and a lack of recon-
ciliation between personal/professional 
life otherwise known as “work/life 
balance.” Another issue highlighted during 
the pandemic is the struggle for CRNAs to 
have greater autonomy of practice. As of 
this writing, approximately 22 states have 
opted out of the federal physician supervi-
sion requirement and others may soon be 
following suit.  The quest for independent 
practice is far from over.
	 How then does Plexus HR provide 
support by sourcing CRNAs for its clients?  
First, it’s critical to mention that full cycle 
CRNA recruitment is a lengthy process 
which starts by identifying where candi-
dates can be found posting their CVs and 
actively looking for jobs.  Gas Works, 
Indeed (active/passive candidates), Linke-
dIn, Facebook, the American Association 
of Nurse Anesthesiology (AANA) and 
other professional associations are all sites 
we frequently visit, as well as academic 
institutions with accredited anesthesia 
programs and national career fairs.  
Personal referrals from CRNAs are also 
something we rely heavily upon.  Once we 
identify a candidate, we review their CV, 
share it with the client if we think they’ll be 
a good fit for their practice, conduct a 
phone screening and, if desired, move 
them to a live interview either via Zoom or 
onsite (sometimes both).  Assuming the 
client chooses to move forward with the 

hire, we assist in offer negotiations, reloca-
tions, immigration, draft offer letters, 
conduct reference and background checks, 
then introduce them to the provider 
enrollment and credentialing teams, a 
process which can easily take three or 
more months to complete.  All totaled, it 
can feel like a very long time from start to 
finish for the client and the candidate; but, 
at the conclusion, there’s great satisfaction 
that comes from knowing HR helped fill a 
vital role.
	 I wish I could tell clients and my team 
I knew when this job market, along with 
other post-COVID casualties (think hous-
ing, interest rates, etc.) will realize a modi-
cum of stabilization, but that would require 
superhuman powers, or at the very least, a 
giant crystal ball.  Since Plexus has neither, 
it will continue searching for an answer to 
the CRNA staffing crisis. 

Where Have all the CRNAs Gone?
Lorraine A. Morandi, MA 

Director of Human Resources, Plexus Management Group, Westwood, MA
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MA, is Director of 
Human Resources for 
Plexus Management 
Group, LLC (Plexus 
MG). She brings more 
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experience to the lead-
ership team.  Ms. Mo-
randi graduated with a Master’s Degree in 
Counseling Psychology from Boston Col-
lege.   Prior to joining Plexus MG, she 
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International LLP, where she was Vice Presi-
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tion’s domestic and international offices. Ms. 
Morandi has also held a variety of senior hu-
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the Human Resources Organization (HRO) 
and the Norfolk District Attorney's Office, 
Mount Ida College and New Pond Village, 
all in Massachusetts. Ms. Morandi welcomes 
inquiries regarding Plexus MG’s HR services 
for anesthesia groups and can be reached at 
LMorandi@PlexusMG.com.
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Date Event Location Contact Info
January 23 – 25, 2023 2023 CSA Winter Conference

California Society of Anesthesiologists
Westin Maui Resort & Spa
Ka’anapali, HI

https://www.csahq.org/events/details/2023/01/23/
cme-events/csa-2023-winter-anesthesia-conference

January 27 – 29, 2023 ASA ADVANCE:  The Anesthesiology 
Business Event

The American Society of Anesthesiologists 

Orlando, FL https://www.asahq.org/advance

February 10 – 11 2023 GSA Winter Forum
Georgia Society of Anesthesiologists

Atlanta, GA https://www.gsahq.org/upcoming-meetings-events

March 3 – 5 Pennsylvania Society of 
Anesthesiologists Annual Scientific Meeting

Lafayette Hill, PA https://www.psanes.org/ 

April 13 – 17 IARS, AUA, and SOCCA Annual Meetings 
2023

Denver, CO https://meetings.iars.org/ 

April 20 – 22 48th Annual Regional Anesthesiology and 
Acute Pain Medicine Meeting

American Society of Regional Anesthesia 
and Pain Medicine

Hollywood, FL https://www.asra.com/events-education 
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