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T he migration of surgeries and procedures 
from the hospital setting to office-based labs 
(OBLs) and ambulatory surgery centers (ASCs) 
continues to expand due to patient demand, 

improvements in medical technology, and a more 
favorable financial model for providers, payers, and 
patients. Cardiac procedures performed in an ASC 
have a 35% to 50% lower cost than in the hospital, with 
those savings being passed on to insurers and, ulti-
mately, the patients.1 In addition, ASCs allow physicians 
greater diversity in treatment options,2 providing an 
opportunity for a more personalized, patient-focused 
approach to care. 

For cardiovascular procedures, this is largely driven 
by the Centers for Medicare & Medicaid Services (CMS) 
with the addition of new cardiovascular CPT codes 
to the list of Medicare-covered ASC surgical proce-
dures over the last few years. For example, in 2018, the 
Medicare program added 17 cardiac catheterization–
related procedures to the 2019 list of Medicare-covered 
ASC procedures. The following year, CMS issued a final 
rule authorizing the provision of percutaneous coro-
nary intervention (PCI) in the ASC setting by approving 
the addition of six CPT codes to the ASC-covered pro-
cedures list for 2020.3

Last year, CMS announced a new payment policy 
that will apply to certain cardiac code combinations in 
ASCs that include “add-on” services for instantaneous 
wave-Free Ratio (iFR)/fractional flow reserve (FFR) or 
coronary intravascular ultrasound (IVUS) and noncor-

onary IVUS procedures. There is tremendous support 
for these payments that improve the patient experi-
ence, reduce costs, and promote the safety of cardiac 
procedures performed outside of the traditional hospi-
tal setting.  

The spotlight on cardiovascular procedures in the 
ASC setting continues to shine brighter, making it 
more enticing and financially viable for physicians to 
open their own lab or expand an existing lab for car-
diac procedures. Dr. Sarang Mangalmurti, owner of 
Bryn Mawr Medical Specialists, provides his personal 
insight on the ASC movement, how these trends have 
impacted his business and care strategies, and how he 
was locally involved in advocating for this movement 
in his community.  

How did you first become involved in the 
OBL/ASC market?

I have always been part of large, multispecialty groups 
working out of the hospital. In 2015, I had my first expe-
rience with an ASC. That experience was eye-opening 
because it proved to me that a lot of cardiac proce-
dures can be done safely in the out-of-hospital setting. 
Additionally, I realized that patients really liked that 
type of setting in terms of ease of access, greater flex-
ibility, enhanced experience, and more personal atten-
tion. I knew at some point I wanted my own ASC that 
would be more proximate to my patients and provide 
them with quality service. That sentiment was shared 
by our cardiology group; however, the hospital was not 
interested in getting involved, so we were on our own.  

Fast forward to 2020. Our practice, Bryn Mawr 
Medical Specialists, was serendipitously in the early 
planning phase for our ASC when CMS announced 
additional cardiovascular CPT codes to the list of 
Medicare-covered ASC surgical procedures. That was 
a major step forward for ASCs, and we knew that once 
Medicare had codes for reimbursement, it was only a 
matter of time before insurance companies and private 
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insurers would follow suit. So, we knew we were on the 
right track. We broke ground in early 2022 and our ASC 
opened later that year. It has been the best decision for 
us and our patients.

Did you open your ASC with an extended 
offering of cardiac procedures?

We had the basic procedures that we could do in 
the ASC without the approvals needed for the more 
complex big-ticket items. We could perform minor 
cardiovascular procedures, for example, venous work, 
some electrophysiology implants, and minor generator 
changes that you could do in the ASC. 

We knew that eventually more complex procedures 
would get approved, but first we needed to obtain the 
Certificate of Need (CON) approval from the state of 
Pennsylvania. For us, when we finally decided to build 
the ASC and commit the dollars to it, it was somewhat 
a leap of faith. But, we could see that things were trend-
ing in the right direction. The societies, the govern-
ment, and insurance companies—all key players in the 
industry—were going to want these cardiac procedures 
to come out of the hospital into the ASC setting. And 
so, even if we were just breaking even in the first couple 
of years, we were at least well positioned for the future. 
It turned out that the future came faster than we had 
anticipated.

We obtained our approval for PCI procedures rela-
tively quickly. Late last year, Pennsylvania abrogated the 
requirement that cardiac catheterizations could only be 
performed in an acute care hospital and removed the 
waiver process for any ASC that opened to offer proce-
dures that are on the CMS Covered Procedures List. This 
authorized us to add coronary artery procedures in our 
ASC and become a fully functioning cardiovascular ASC. 

Did you have any reservations about 
performing procedures outside the hospital? 

My comfort level in performing procedures outside 
the hospital evolved quickly after the closure of our 
hospital’s surgical suite over 10 years ago due to budget 
constraints. The biggest factors for performing these 
procedures confidently outside the hospital are select-
ing your patients properly and doing the imaging and 
physiologic diagnostic testing that you need to make 
those procedures go smoothly and predictably.  

How has your ASC benefited from the recent 
approval of the complexity payments in ASCs?

The biggest benefit of the new complexity codes is 
that they allow us to add additional modalities as stan-
dard care to our procedure sets. When previously using 

these modalities, it raised the cost of your case without 
adequate compensation, and you’re forced to be more 
selective of cases for the wrong reason. Now with the 
complexity codes, you can be more generous about 
using these useful modalities and not feel like you must 
be cost-conscious about it. 

For example, diagnostics like IVUS or physiologic 
measurement with iFR/FFR are indispensable tools. We 
use IVUS daily in the peripheral vascular arena for vessel 
sizing and assessing plaque morphology. And in coro-
nary space, they’re extraordinarily useful. 

In the end, you want to do what’s right for the 
patient and not have to worry about anything else. 
That’s the real benefit of it. The new codes provide us 
additional reimbursements and make it easier for our 
coders. The message is, “Look, we want you to be a doc-
tor and not worry about being a businessman when it 
comes to these complex procedures being applied out-
side of the hospital.”

Why do you use imaging and physiologic 
testing as part of your care strategy?

The biggest advantage of imaging and physiologic 
testing when you’re performing complex interventional 
cardiology procedures outside the hospital is reducing 
the risk of adverse events and eliminating surprises. 
That’s really the key. You want your interventions, espe-
cially your coronary interventions, to be as predictable 
as possible. IVUS is extremely helpful because if you 
look at a lesion angiographically and you’re trying to get 
a sense of how calcified it is or whether you’re going to 
have trouble expanding a balloon or a stent, IVUS gives 
you answers that angiography alone cannot. If IVUS 
shows that lesion is not that calcified, then you know 
that case can be performed in the ASC smoothly and 
without complications. 

Conversely, if IVUS shows a lot of calcification and the 
lesion likely needs some calcium modification, then the 
case is not appropriate for an ASC. You don’t want to be 
in the dark and start working on a complex stenosis and 
then realize you’re stuck because you need an atherec-
tomy tool that is unavailable in the setting you’re in. So, 
utilizing IVUS is a good way to prevent surprises from 
happening.

Additionally, measurements like flow reserve and 
physiologic indices from iFR/FFR can give you a sense 
of what lesions need to be treated more urgently than 
others and which ones you can leave alone. These are 
all very useful tools—indispensable tools, really—for 
making these cases go smoother, making them more 
predictable, and reducing the risks of potential compli-
cations arising in an outpatient ASC setting.
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How has your ASC impacted the community?
There are a couple of ways that our ASC helps the 

community. It gives the community another option in 
terms of site of service, especially a service that tends 
to have a very high patient satisfaction and far more 
convenience. The word gets out quickly that these pro-
cedures no longer need to be done in the hospital. That 
awareness of being able to get procedures done outside 
the hospital elevates the general medical knowledge 
and general medical experience of the community in a 
positive way. 

The second way is the camaraderie that ensues 
among physicians. To succeed collectively, commu-
nication and coordination must increase to serve the 
patient base. So, whatever works well in terms of reduc-
ing the risk of complications and improving patient sat-
isfaction or patient outcomes, we’re more than willing 
to spread that knowledge and share with other physi-
cians and other ASCs. That helps to grow our practice, 
as well as the collective ASC community.

What were your primary motivations to open 
your ASC?

We were committed to an ASC early on, and 
I think that was a good choice for Bryn Mawr Medical 
Specialists, and it’s probably a good choice for a lot of 
like-minded physicians moving forward in concert with 
the direction reimbursement is trending. There’s more 
regulation, but it’s also a better environment to do the 
complex cases, especially cardiac cases and so forth. 

There were really three things that drove us to think 
about our own freestanding ASC. Number one is, as a pri-
vate practice group, we want to keep services contained 
under our own umbrella so we have control over the 
practice and can administer a higher level of care for our 
patients. That translates into a high level of patient sat-
isfaction. We survey our patients, and almost uniformly, 
patients will say they have had a far better experience in 
the ASC before, during, and after the procedure.

Pre-procedure, it’s far more simplistic to set up the 
patient’s procedure because it’s all done within our 
office. During the procedure, because we own the facility, 
we control the flow of patients coming in and out. We 
can avoid the long delays, endemic within the hospital, as 
we control the throughput. Post-procedure, patients are 
watched carefully, and I think this happens more so in 
the ASC than in the hospital, because the ratio of nurses 
to patients is often higher in a tight-knit ASC than in a 
large post-operative unit or post-catheterization area in 
the hospital setting.

The second benefit we’ve discovered is that patient 
safety improves. In our experience, patients tend to have 

fewer complications and lower rates of infection. The 
third benefit is the autonomy we have in deciding how 
the procedures are conducted and the devices that are 
utilized. We’re making these decisions based on what we 
know is going to be in the best interest of our patients.

What barriers did you have to overcome?
One of the biggest barriers we had to overcome was 

Pennsylvania state regulations. Pennsylvania has been 
one of the last states to allow these cardiovascular pro-
cedures to be done outside of the hospital setting. We 
had to prove to the state that there was a strong need 
for a particular procedure or set of procedures to be 
done outside the hospital—creating a CON. Beginning 
in 2015, we applied, did our due diligence, talked to our 
local health department and members of Congress, and 
lobbied in our local state government to try to inform 
them that these procedures should and can safely be 
done in the outpatient setting. Unfortunately, this was a 
process that we repeated for 7 years in a row before we 
ultimately secured approval.

In 2020, several external factors converged to sway 
the decision in our favor. Medicare offered codes and 
reimbursement for PCI procedures in the ASC. The 
pandemic showed that you couldn’t centralize these 
procedures in hospitals alone, because during the crisis, 
patients didn’t have any options to get the kind of care 
they needed. Insurance companies started witnessing 

The biggest advantage 
of working with Philips 
was their mastery of the 
ASC venue. From initial 
planning to building, 
equipping, financing, 
operating, and consulting, 
Philips representatives are 
well versed in all aspects  
of the ASC.
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rising costs of everything during the pandemic and rec-
ognized that getting these procedures out of the hospi-
tal and into the ASC lowers costs. As a result, insurance 
companies began pushing for more of these procedures 
to be done outside the hospital.

So, when we applied last year, suddenly the state 
was very receptive. We learned there was a bill going 
through our state Congress so we, along with other 
physician groups and lobbyists, doubled down on our 
efforts to get the final approvals and the governor’s 
signature.

The process may be different in different states, but 
my advice for other physician groups is to confront it 
from multiple sources. You need to rally support from 
other people, including physician groups, consultants, 
lobbyists, and local officials, who share your interests 
in the bills or proposals that support your needs. You 
must be persistent and visible. You want to be that 
squeaky wheel. 

What advice do you have for physicians who 
are looking to open an ASC?

My advice would be, “Do it now.” With Medicare 
codes and their endorsement of these outpatient pro-
cedures, the time is right. Insurance companies are 
clear they want these procedures to migrate out of the 
hospital, and it’s largely related to the lower cost of care 
that can be provided in that setting. We’re also seeing 
the societies support the transition to out of hospital. 
Recently, the Society of Cardiovascular Angiography 
and Interventions (SCAI) released guidelines on out-of-
hospital PCI without surgical backup. Soon, the public 
will recognize that most of these cardiovascular proce-
dures can be safely accomplished outside the hospital. 
There’s never a perfect time, but you don’t want to 
miss a rising tide. I think that’s what we’re seeing and 
for the foreseeable future.

For the actual implementation, I think it’s very impor-
tant to find an industry partner that has a lot of experi-
ence setting up ASCs, whether building from scratch or 
modifying a medical office, outfitting it with the right 
equipment, and even the administration and logistic 
aspects. Industry partners like Philips and other manage-
ment groups, that have tons of experience setting up and 
running OBLs and ASCs, make that process so much eas-
ier. It’s worth the time, money, and energy to get them 
involved early on because they’re going to steer you in 
the right direction. It’s to their benefit for you to be suc-
cessful because your success is their success.

We did our due diligence, talked to several compa-

nies and vendors on different options, and, in the end, 
chose Philips and their SymphonySuite solution. Philips 
wants to see the ASC market grow, they want to see 
their customers’ labs be successful, and they want their 
customers to have a great experience. Those are the 
people you want in your corner. 

How did you work with Philips?
Our practice owns a fair bit of real estate, so we 

already had selected the site for our ASC. Philips 
showed us some existing customer facilities and then 
helped us design the space and understand the process 
from the ground up. They helped us select the right 
equipment and diagnostics and how the throughput 
should be managed once the doors opened. With our 
best estimates of patient load, Philips was also able to 
accurately predict what other required products and 
disposables would be needed and what revenue would 
look like in the first few months.   

Once you start, you want to have everything inte-
grated and relatively seamless. For example, you want 
IVUS and physiologic measurements that you use often 
integrated on the table, and you want your system to 
communicate with your hemodynamics. Otherwise, 
you’re constantly moving carts in and around, disrupt-
ing the flow.  

The biggest advantage of working with Philips was 
their mastery of the ASC venue. From initial planning to 
building, equipping, financing, operating, and consult-
ing, Philips representatives are well versed in all aspects 
of the ASC. We would not have been as successful as 
early as we were without them.  n  

Philips OBL and ASC Solutions—SymphonySuite—is 
here to help you transition your OBL to an ASC or build a 
new ASC from the ground up. We are your trusted partner 
with the expertise, equipment and innovative imaging, 
physiology, and therapeutic device selection to help you 
safely and effectively treat PCI patients in an ASC.
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