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PILLAR 1: ESTABLISH A VISION AND 
FORMULATE A CULTURE

The first pillar is to decide why you would like to estab-
lish a private practice and to establish a vision of what you 
would like your practice to be. A summary of pillars 1–5 is 
established in Table 1. Reasons to start your own practice 
include greater earning potential than in salaried academic 
or hospital practices, feeling that you are compensated 
fairly, greater autonomy than in an employed position, and 
an opportunity to establish and execute your professional 
vision.1–5 Decide which service lines you want. Restriction 
brings clarity. In our experience, establishing a successful 
microsurgical breast reconstruction practice requires mak-
ing this a core service, perhaps the only service, as is the 
case with our practice. This means that one may need to 
omit many of the other service lines that plastic surgeons 
learn during their training. Autologous tissue breast recon-
struction, especially with the DIEP flap and its variants, is 
compelling. The demand is high, with an estimated 297, 

790 new cases of breast cancer in 2023, an increasing trend 
for contralateral prophylactic mastectomy, and effective 
risk reduction with bilateral prophylactic mastectomies.6–8 
Outcomes and patient satisfaction are excellent.9–15 Some 
things pair well; some do not. For example, microsurgical 
breast reconstruction could pair well with cosmetic breast 
surgery and cosmetic surgery of the trunk. Microsurgical 
breast reconstruction and, say, hand or microsurgical 
head and neck reconstructive surgery may not pair well. 
Consider your community and its physician and general 
population demographics. Be able to define your vision 
and to articulate what you want for your practice culture.

From the outset, we at Plastic, Reconstructive and 
Microsurgical Associates of South Texas (PRMA) were 
intentional in letting the physician community and the 
community at large know that we were a practice focused 
on reconstruction. Initially, we did a wide array of recon-
structive microsurgical procedures. Within several years, 
we narrowed this down to breast reconstruction as the 
core service, for which we recognized that there was an 
unmet need in the community. At that time, we did this at 
the grassroots level, educating surgeons and oncologists 
in the community about autologous tissue–based breast 
reconstruction and making it clear that we were commit-
ted to serving patients with acquired breast deformities. 
Do not assume that physicians in your community know 
about autologous tissue breast reconstruction; misconcep-
tions about the scope of plastic surgery are common.16 
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One-on-one communication with practitioners, and the 
community at large, is as important today as it was when 
we founded PRMA 29 years ago. Word of mouth remains 
an important, if not the most important, source of infor-
mation about plastic surgery.17 However, today’s practice 
branding is dependent on the use of social media plat-
forms.18 Social media platforms such as Facebook, Twitter, 
Instagram, and YouTube allow for persistent and seam-
less messaging. For example, the Facebook site DIEPC 
Journey, the breast reconstruction blog, has enabled 
many stakeholders, like PRMA, to educate the public 
and communicate directly with breast cancer and previ-
vor patients.19 Social media posts must be frequent and 
consistent. Tracking referrals and conversion-to-surgery 
rates has been useful for our practice.20 This takes time 
and energy; PRMA employs a full-time social media liai-
son. Social media can be problematic; public response 
and messaging by nonplastic surgeons can be unpredict-
able and unfavorable.18,20 At PRMA, some social media 
platforms, for example, YouTube, remain underutilized.21 
This is an avenue of growth for PRMA. Demonstrating 
practice transparency builds trust.

PILLAR 2: OBTAIN FUNDING
To start your practice, you will need to obtain fund-

ing. We recommend developing a relationship with a local 
or regional bank. A smaller bank may offer more person-
alized service, and they may even have a dedicated indi-
vidual who oversees physician practice development and 
support. You will need a loan or line of credit. You will 
likely be required by the lender to create an overall busi-
ness plan and to create a pro forma to predict expense and 
revenue trends.22,23 One might consider obtaining fund-
ing through a venture capital entity.22 The advantages of 
aligning your practice with a larger venture capital-backed 

entity might include initial and long-term financial sup-
port, tapping into cost-saving supply chain and service 
contracts, and support for expansion of service lines and 
hiring of new physicians and additional staff. However, 
entering a relationship with a venture capital-backed 
entity will likely introduce oversight into your practice 
with productivity metrics, guidelines on what type of staff 
should be hired, and the timing of staff hiring. Consider 
the tradeoffs. Another avenue for funding is to establish 
relationship with a hospital and to demonstrate your value 
to the hospital as an effective revenue generator; a pri-
vate solo practitioner, or private group, might be able to 
receive a stipend (or even full funding) from the hospi-
tal.24 Make use of services offered by the American Society 
of Plastic Surgeons for starting a private practice.25

PILLAR 3: ASSEMBLE STAFF
The core staff required to start a microsurgical breast 

reconstruction practice includes a practice administrator, 
nurse, billing specialist, nonsurgical clinic (front-end) 
scheduler, and surgical scheduler.

Takeaways
Question: Why and how would one start a private practice 
based on microsurgical breast reconstruction?

Findings: The article describes how to start and develop 
a microsurgical breast reconstruction practice in the pri-
vate setting.

Meaning: One can successfully start and sustain a micro-
surgical breast reconstruction practice by following five 
key steps: (1) establishing a vision; (2) obtaining funding; 
(3) assembling staff; (4) negotiating; (5) focusing on effi-
ciency and sustainability.

Table 1. Summary of Key Points of the Five Pillars
Pillar 1 Establish a vision 

and formulate 
a culture 

• Define service lines—core service of microsurgical breast reconstruction. 
• Educate community practitioners about autologous tissue breast reconstruction.
•  Utilize social media platforms to educate the public about autologous tissue breast reconstruction and your 

practice. 

Pillar 2 Obtain funding • Create a business plan.
• Loan or line of credit—local/regional bank.
• Venture capital funding.
• Hospital-based funding.

Pillar 3 Assemble staff • Practice administrator.
• Office clinical staff-nurses or nurse practitioners.
• Surgical clinical staff-physician assistants.
• Nonclinical staff—billers, schedulers, patient liaison.

Pillar 4 Negotiate • Develop relationships with the dominant carriers in your geographic area.
•  Utilize practice outcomes data and case and general overhead costs to negotiate favorable reimbursement 

rates.
•  Demonstrate leadership to the carriers your leadership in microsurgical breast reconstruction—volume and 

outcomes.
Pillar 5 Strive for 

efficiency and 
sustainability

• Co-surgeon model.
• Physician assistants.
• Focus on patient experience.
• Practice structure—CEO, COO, practice administrator, office manager.
• Planning meetings.
• Compensation model.
• Efficient billing and collections.
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Assemble employees who contribute to and enhance 
the culture of your practice. A breast reconstruction 
requires a mature, nurturing staff. Err on the side of hir-
ing more qualified people rather than less qualified. Do 
your homework for prospective employees and hire the 
best people you can afford for each position.26 Aim for 
efficiency. For example, a nurse or nurse practitioner, 
as opposed to say a medical assistant, may be able to see 
patients independently in the clinic setting while you are 
performing surgery-generating revenue. The surgeons of 
PRMA generally operate 4–5 days/week; the clinic time is 
kept to a minimum. The use of physician extenders has 
been shown to enhance productivity, decrease complica-
tions, reduce surgeon fatigue, and maximize through-
put.27,28 A physician assistant who can assist in the operating 
room, make rounds, and write orders independently frees 
the surgeon to perform a greater number of cases with the 
potential positive effect on revenue.29

An essential hire for a microsurgical breast reconstruc-
tion practice is the practice administrator. Ideally, this 
should be someone who has broad experience with hiring 
personnel, billing, collections, and HR. Additional critical 
skill sets include basic accounting and knowledge of the pri-
vate insurance industry. Critical to the success of PRMA was 
early on hiring an outstanding practice administrator who 
was trained as a forensic accountant and who had extensive 
knowledge of the insurance landscape locally and nation-
ally. This individual has proved to be a skillful negotiator 
with the insurance carriers to obtain negotiated contracts 
for our microsurgical breast reconstruction procedures.

Initial core staff also includes a billing specialist, front 
office scheduler, and surgical scheduler. The billing special-
ist must understand the complexities of billing for micro-
surgical breast reconstruction procedures. At the time of 
start up to keep overhead low, it may be necessary to have 
one person who performs both clinic and surgical sched-
uling. Obtaining preauthorization from the insurance car-
riers and coordinating breast reconstruction with other 
surgeons is a time-consuming process; as the practice grows, 
you will require a dedicated surgical scheduler. At PRMA, 
we have a staff of schedulers, one of whom is dedicated 
solely to scheduling DIEP flaps. The billing specialist must 
have experience in coding or be able to learn the CPT and 
ICD 10 codes specific to microsurgical breast reconstruc-
tion. It takes time, several months to over one year, to find 
and credential new staff. If we have made a mistake in our 
hiring practices it has been in waiting too long to hire addi-
tional personnel to meet the growth needs of the practice.

PILLAR 4: NEGOTIATE
Seek to optimize contractual reimbursement agree-

ments with insurance companies. Understand who the 
dominant carriers are in your geographic area. Identify 
the major employers in your area and who their insurance 
carriers are. This might include school districts, moderate-
to-large private companies, and service sector companies. 
Focus on the major carriers in your geographic area. Over 
time, one can develop carve-outs with carriers who have a 
minority position in the community. Success in obtaining 

a carve-out with a dominant major carrier in your com-
munity can lead to success in obtaining carve-outs with 
smaller carriers. Kind et al in a 2021 article outlines multi-
ple strategies one could use to obtain carve outs; any or all 
these approaches could be applied to microsurgical breast 
reconstruction reimbursement.29

The ability to obtain negotiated contracts will be 
impacted by the elimination of the S codes that describe 
microsurgical breast reconstruction, specifically S2066–
S2068, set to expire on December 31, 2024. After this date 
the DIEP flap, and other free flaps used in breast recon-
struction, will be described by CPT 19364.30 The S codes 
do not have set numerical relative value units (RVUs); 
historically we at PRMA have found this helpful in the 
negotiation process as there was no set limit to the reim-
bursement amount compared to using a level one CPT 
code such as 19364, which carries a specific number of 
RVUs to which a Medicare multiplier is applied, creating a 
ceiling for reimbursement.

PRMA utilizes its knowledge of practice general over-
head costs, human capital costs, and administrative costs—
the total cost per case—to help negotiate favorable rates 
of reimbursement for DIEP flaps. Human capital costs 
include, for example, time spent authorizing and schedul-
ing procedures, physician time in the OR, and time spent 
with billing and collections. In addition, the practice 
administrator has in mind a dollar per hour figure that 
is set as a floor to meet desired physician salary require-
ments.2,3,29 Desired physician salaries are determined in 
part by evaluating local and national plastic surgery sala-
ries and benefits data.2,3

Historically using the S codes, we have been able to 
negotiate fair and favorable rates of reimbursement for 
free flap breast reconstruction procedures. Moving for-
ward, with the loss of the S codes, the challenge will be to 
negotiate carve-outs using CPT 19364. Here, the strategy 
obtains Medicare multiples that exceed practice overhead 
and meet personal revenue requirements.

PRMA has been successful in maintaining negotiated 
reimbursements through a process of planned, highly 
structured meetings with the major insurance carriers. 
The single biggest contributor to our success in negoti-
ating contracts is the professional relationships that we 
have developed and maintained with local, regional, and 
national insurance carrier representatives. Our practice 
administrator routinely presents outcome data to insur-
ance carrier representatives to demonstrate a high level 
of competence in microsurgical breast reconstruction uti-
lizing the co-surgeon model,31–34 emphasizing a high flap 
success rate, low complication rate, short hospital stays, 
and high degree of patient satisfaction. Improvements in 
outcomes, for example, a reduction in hospital length of 
stay, or a DIEP flap success rate approaching 100%, are 
presented to carrier representatives. Contracts are typi-
cally renegotiated every 2 years. However, in some cases, 
depending on the willingness of the carrier to negoti-
ate, contracts are renegotiated every year using annually 
updated practice volume and outcome data.

Demonstrate to the carriers that you are a leader in 
microsurgical breast reconstruction. Keep track of flap 
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case type and volume. Know the reconstructive surgical 
demographics of your community and be able to dem-
onstrate that you are a volume and quality leader in the 
field of microsurgical breast reconstruction.33 It took 
PRMA approximately 3 years to accumulate enough high-
quality data that were of use in negotiating carve-outs for 
microsurgical breast reconstruction with insurance carri-
ers. Many plastic surgeons say they perform microsurgical 
breast reconstruction; challenge the carriers to investi-
gate for themselves who in the community is performing 
microsurgical breast reconstruction.

Together the PRMA, practice administrator, and bill-
ing specialists are aggressive in keeping accounts receiv-
able current. The administrator routinely monitors 
reimbursements to make the carriers pay us according 
to our negotiated contracts. Overages in payments are 
promptly returned to the carrier. This builds goodwill. 
On the other hand, underpayment prompts a discussion 
with the carrier to reimburse us according to the contract. 
Contract negotiations are revisited frequently to maintain 
reimbursement consistency.

The concept of negotiation can be extended to other 
areas of the practice. We routinely negotiate prices for 
goods and services. Supply chain analysis, common to 
other industries, has not traditionally been common in 
medical practices but is becoming recognized as an impor-
tant tool in controlling costs.35

PILLAR 5: STRIVE FOR EFFICIENCY AND 
SUSTAINABILITY

Think team. We started in PRMA in 1994 with two 
microsurgical-trained physicians, working together as co-
surgeons, which to our knowledge had never been done 
before in a private practice community hospital setting. 
The two-physician approach allowed for a division of labor 
and brought efficiency to what at the time were long, 
unpredictable cases usually performed in an academic 
setting. The benefits of a two-physician team approach 
are now well documented.31–34,36 PRMA has tremendous 
corporate knowledge with eight physicians and seven 
long-tenured physician assistants. We have an established 
intraoperative sequence of steps that brings consistency 
and reliability to the DIEP flap procedure.37 The practice 
has an aggregate experience of over 12,000 individual 
DIEP flaps. High body mass index, previous abdominal 
surgery, and comorbidities create intraoperative and post-
operative challenges. Case selection is critical.38 The team 
approach and high volume make challenging cases—unfa-
vorable anatomy, chest wall radiation, scarring from pre-
vious abdominal surgery, the need for additional venous 
outflow—doable on a routine basis, with a high degree of 
success.33 With two or more physicians, there is an unin-
terrupted revenue stream and greater overall profitability.

Although it is possible to perform microsurgical breast 
reconstruction as a solo surgeon practitioner, there are sig-
nificant downsides such as fatigue, managing difficult or 
unexpected intraoperative problems, managing complica-
tions such as take backs, and not being able to have reli-
able protected time off. In our view, the solo practitioner 

would require a physician extender to assist in the operat-
ing room and help with other clinical tasks.27–29

The main challenge of starting a practice with two 
physicians is generating enough revenue, especially early 
on, to support two physicians and the requisite staff. The 
challenge is to maintain a shared vision in terms of the 
core service of the practice, expansion of service lines, and 
addition of physicians and staff. When hiring new physi-
cians, make sure they are qualified to perform microsurgi-
cal breast reconstruction and that they want this to be the 
core of their practice.

In terms of efficiency, focus on patient experience. 
Understand how patients enter and then flow through 
your practice. PRMA is based in San Antonio, TX. This is a 
large urban area, and the practice has a variety of referral 
sources locally and regionally. In addition, because of our 
persistent messaging and consistency in maintaining our 
core service of tissue transplant breast reconstruction, we 
have become a destination practice for breast reconstruc-
tion. The practice now has a dedicated patient liaison to 
help coordinate its out of state patients. Telemedicine has 
become an important part of our intake of patients from 
Texas and out of state patients.39 although essential and 
effective, at PRMA we have found that telemedicine visits 
can limit the ability to perform accurate physical examina-
tion and are more time-consuming than in-person visits. 
Not all patients are comfortable utilizing the necessary 
technology or with the level of understanding provided 
by the visit.40,41

Strict adherence to an ERAS protocol ensures that hos-
pital stays are minimized and that patients recover quickly 
and comfortably.42

PRMA began as an independent private practice. In 
January of 2023, the practice became an affiliate of a larger 
practice entity, ARSA, which includes microsurgical recon-
structive practices throughout the United States. We made 
this decision to capitalize on economy of scale, strengthen 
our negotiating power with insurance carriers, and fur-
ther expand our footprint. Long-term sustainability has 
been and will continue to be achieved through yearly long 
range planning meetings and quarterly quality assurance 
meetings and partners meetings. We have an intrapractice 
leadership team, which includes a CEO, COO, practice 
administrator, and an office manager. We have retained 
the services of a corporate counselor planner. Meetings 
with the corporate planner have enabled us to voice indi-
vidual and group concerns, resolve disputes, and maintain 
the long-term practice vision. These can be challenging 
meetings; however, once concluded, the physician lead-
ership and partners can present a unified front to physi-
cian associates and staff. To ensure sustainability, PRMA 
periodically undertakes a market analysis of our nursing, 
administrative, and nonadministrative staff to make sure 
that our salary and benefits packages are competitive for 
our geographic area.

At PRMA, we have a combined base salary and  
productivity-based model of compensation.43 Productivity 
is assessed by tabulating RVUs. There is a wide range 
of productivity within the group, ranging from 14,002 
to 23,000 RVUs per year. Sustainability depends upon 
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assessment of, and agreement on, individual and aggre-
gate productivity. Work templates are reviewed and reset 
annually to define paid leave, RVU productivity expecta-
tions, clinic time, and operative time.

Central to sustainability is efficient insurance authori-
zation, billing, and collections. The practice administrator 
and billing personnel must work as a team to keep accounts 
receivable current. At PRMA, we consistently maintain 
accounts receivable between 88% and 92% of outstand-
ing claims at or less than 30 days. This is accomplished by 
prompt and accurate billing of claims soon after the service 
is performed. We have coding and billing protocols built 
into our fee schedules, which helps ensure biller profi-
ciency, and which ultimately eliminates claims being unduly 
denied. Claim status is checked on day 14, and then every 5 
days thereafter. The billers are knowledgeable about ICD 10 
breast diagnosis codes, CMS coding rules, and NCCI edits44; 
they keep up with PSN Coding Corner reports. The billing 
staff make frequent use of the insurance company portals 
and Availity to assess the status of a claim.45 The practice 
administrator and billing staff have developed good rela-
tionships with carrier provider advocates, who can expedite 
claim processing and reimbursement.

CONCLUSIONS
With careful planning and attention to the five pillars 

presented, starting and maintaining a practice in micro-
surgical breast reconstruction is indeed possible. The con-
cepts presented in the five pillars are as applicable today 
as they were 29 years ago. Consider working with one or 
more microsurgical-trained physicians and make use of 
physician extenders to gain efficiency. Hire and retain 
well-qualified, skillful nursing and administrative staff. 
Social media and telemedicine, which did not exist when 
PRMA was founded, must be considered. Integrating 
these tools can enhance practice reach and efficiency. 
Utilize practice data to effectively negotiate favorable rates 
of reimbursement. Performing breast reconstruction in a 
private practice setting can be financially rewarding, and 
affords the surgeon independence, flexibility, and a mea-
sure of control.

Steven M, Pisano, MD
9635 Huebner Road

San Antonio, TX 78240
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