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By John S. Bauer  &  Robert G. Haney 
Aspen Consulting Group, Ltd

Oral and maxillofacial surgery practice 
benchmarking was first presented at the AAOMS 
annual meeting in 2004. Practice benchmarking 

is a process where practice standards are created and 
then used to compare your OMS practice with others. 
The intent is to better understand whether your practice 
is consistent with others in the specialty. In 2004 and 
still today, the program’s purpose is to develop a practice 
questionnaire that can be used to establish practice 
management benchmarks for OMS practices. Benchmarks 
that did not exist in 2004 have been compiled and can 
be expanded in the future. Since 2004, the presentation 
has been delivered at four other annual meetings, the last 
in 2010. The survey results for these five presentations 
represent a total of 183 oral and maxillofacial surgeons 
and their practices. 

Since it’s inception, the presentation’s objectives have 
remained consistent:

 • provide a framework for surgeons/managers to 
compare personal practice results with objective 
standards;

 • educate the surgeons/managers regarding practice 
management tools and resources; and

 • encourage surgeon support for continued survey 
participation.

The survey questionnaire, which is completed by the 
practice, has remained basically the same throughout 
the five presentations. The authors garnered information 
regarding labor and staffing, facilities, finance, revenue 
cycle performance, human resource management 
and operational improvements. Prior to the annual 

presentations, the authors organized the presentation in a 
manner that allows participants to compare and contrast 
their practices with the survey results. 

The survey measured several labor and staffing aspects of 
an OMS practice. In the authors’ opinions, the two most 
pertinent variables surveyed were the number of full time 
equivalent (FTE) staff members per full time surgeon and 
their related costs. Full time is defined as working over 32 
hours per week. The average of all surveys over the years 
has been 4.6 FTE employees per surgeon. As for the FTE 
staff’s related costs, which include wages, benefits and 
qualified retirement plans, the total has been calculated 
at an average of 21.68% of the surgeon’s revenue. There 
has been some variation in the number of clinical and 
administrative employees per surgeon, which is highly 
dependent on both the abilities of specific staff members 
and the management of the staff.  Staff costs have been 
the highest line item cost in the surveys. Presentation 
participants commonly noted the importance of having 
the right person for the job. The authors recommend 
reviewing all alternatives and options, including use of 
technology, before filling open positions. 

The facilities portion of the survey provided information 
regarding the average office size per surgeon and its cost 
related to revenue. Per the surveys, the average office is 
2,817 square feet per surgeon and the cost is an average 
of 6.8% of revenue.  Facility or office rent/lease payments 
are typically the second highest line item expense in an 
OMS practice. 

Empirically, the participants have found the financial 
data especially interesting in the benchmarking 
presentations.  It should be noted that the difference in 
production, collections and surgeon salaries varies greatly. 
Location, practice maturity, marketing efforts, and staff 
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competence, as well as the typical services rendered, all 
play an important role in the overall financial success 
of a practice. The vast majority of practices use a single 
fee schedule or charge profile. Over the five surveys, 
the average production per surgeon is $1,513,000 per 
year. The average collection is $1,428,000 per surgeon 
or 84% of production.  The surgeon’s salary, inclusive 
of benefits and qualified retirement plan contributions, 
averages $488,000 per year, or 39% of revenue.  Practices 
that significantly deviate from the presentation averages 
typically would find it beneficial to review this topic with 
management as well as with their peers.  

Revenue cycle management is vital to a successful 
practice.  Poor revenue cycle management consistently 
causes loss of money and, therefore, reduced future 
business opportunities. The benchmarking surveys 
analyzed many aspects of the revenue cycle, but the two 
most reliable measurements a practice can monitor are 
average days in receivable and fee-for-service collection 
percent or adjusted collection percent. These two 
monitoring tools are objective and frequently used by 
many businesses to determine how well the revenue 
cycle is being handled.  The timeliness of the collection 
process is measured by the average days in receivable and 
is defined as the amount of time it would take for your 
entire accounts receivable to be paid in full at present 
collection rates.  The adjusted fee-for-service collection 
percentage monitor indicates the thoroughness of the 
collection process and it should be at or near 98% to 
102%. Percentages in excess of 100% are representative 
of money collected or adjustments from prior periods.  
Over the five years of surveys, the average days in 
receivable is 60.5 days, which exceeds a reasonably 
achievable days in receivable of 25 to 30 days.  Forty-six 
percent of survey participants had an adjusted fee-for-
service collection percentage between 98-102%.  Highly 
successful practice revenue cycles are monitored on a 
monthly basis and the findings are graphically trended 
month after month to make sure they continually 
improve. Practices should vigilantly use these benchmark 
monitors on a monthly basis to assess the thoroughness 
and timeliness of their revenue cycle. 

A practice’s accounts receivable aging is another very 
good indication of how well the practice’s revenue cycle 
is being handled.  The aging is highly dependent upon 
the practice’s patient base and associated insurances. If 
a practice is highly motivated and has a collection policy 
to obtain payment prior to service, there should be few 
accounts over 90 days old. If the practice does not get full 
payment or partial payment for the uninsured portion of 
the services, the aging over 90 days can exceed 25% of 
the accounts receivable. According to the US Department 
of Commerce, an accounts receivable that is 90 days old 

is worth only 80% of its original value. Therefore, it is 
imperative to constantly monitor the receivable aging.   

The first benchmarking survey in 2004 found that 
80% of practices filed insurance claims electronically.  
Additionally, practices that filed claims electronically had 
an average days in receivable that was fifteen days lower 
than those practices that filed paper claims. We believe 
that in today’s environment, paper claims are typically 
paid more than a month later than the electronic. Some 
insurance companies have policies in which paper 
claims are purposely held for weeks before they even 
begin processing them.  In the recent 2010 survey, 
100% of practices surveyed filed claims electronically.  
In retrospect, electronic claim submission originated 
in the early 1980s and has been an industry standard 
for over 25-30 years.  The benefits of electronic claim 
filing are a decrease in the days in receivable, a paper 
acceptance trail and much quicker notification of denial. 
It is recommended that the paper acceptance record be 
reviewed for each submission to monitor for unaccepted 
claims.  The only detriment to electronic claim filing is the 
increased opportunity for fraudulent claim filing. Practices 
that are not currently filing claims electronically should 
re-evaluate their claim filing process.  

Forty percent of practices used one form or another of an 
electronic health record in 2004. Of the 40%, only 13% 
used a totally integrated electronic system, inclusive of 
radiology, laboratory services, dictation/transcription and 
prescription management.  In 2010, 43% of respondents 
stated they used an electronic health record in one form 
or another.  Of the respondents using an electronic health 
record in 2010, over 40% utilize a totally integrated 
system.  With the availability of wireless networking, 
contemporary software specific to the industry and the 
sophistication of new laptops and tablets conversion to an 
electronic record environment is easier than ever. 

In the area of human resource management, none of the 
survey participants were using a Professional Employer 
Organization (PEO) in 2004. A PEO is an organization 
that provides outsourced professional management of 
human resources. PEO’s typically provide the following 
services:

 • experienced human resource professionals;

 • assumed liability for payroll compliance and reporting;

 • professionally written employee handbooks, policies 
and procedures;

 • access to a broad range of benefits, cafeteria plans and 
flexible spending arrangements; and

 • recruiting, testing, background checks and training.
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CALL FOR AUTHORS:
Interested in submitting articles for consideration  
for the Practice Management Notes series? 
If so, please contact Ms. Pat Cortez at  
pcortez@aaoms.org. Possible topics include, but 
are not limited to: financial management, legal, 
marketing and practice building, office and personnel 
administration, practice organization, regulatory 
requirements and retirement/estate planning. 

The greatest advantages of using a PEO are the 
professional human resource guidance and the ability 
to purchase benefits at a much lower cost than typically 
available to smaller businesses or practices.  Typically the 
cost savings in the purchasing of benefits such as health 
insurance, more than pays for the PEO’s other related 
costs. The net effect to the practice is a savings while 
enjoying the benefits of the relationship.  In 2004, none of 
the survey participants were using a PEO. In 2010, nearly 
a third of survey participants were using a PEO and all of 
the participants were using the PEO’s cafeteria plan for 
their employees benefit program. By using the cafeteria 
plan, employees can pick and choose the benefits they 
need or take the difference in cash.  Permitted benefits of 
a cafeteria plan are:

 • cash-the only taxable benefit;

 • health and accident insurance; 

 • health reimbursement account;

 • dental insurance;

 • vision/eye care;

 • long-term care coverage;

 • disability insurance;

 • dependent care; and

 • adoption assistance.

An additional advantage of using cafeteria plans is 
that they attract new employees and help retain quality 
employees. The employer can fix their related benefit 
costs and there is typically tax savings for both employees 
and employers. The only detriment to a cafeteria plan 
is  employees will lose their allotted amount if it is not 
used. A PEO also frees up management to focus more on 
patient service issues and growth of the practice. The use 
of a PEO, some or all of its services, should be reviewed 
by all practices. For further information regarding  
PEOs, and finding a PEO near you, go online to  
www.NAPEO.org.

In 2010, all of the survey participants accepted e-mail 
from patients and hosted a Web site.  Practice Web sites 
are basic to a practice’s marketing efforts.  All practice 
marketing materials, advertisements, and stationery 

need to articulate with the practice’s web site.  More 
contemporary practice Web sites have infomercials, 
patient forms, information regarding the doctors and 
staff, accept credit card payments, and have surgical/
treatment information available on their site. 

Each of the five benchmarking presentations closed with 
the same comments. Those annotations stated that in 
practices found to be very successful, it was empirically 
evident those practices had high levels of communication, 
were exceptionally organized in their daily work processes 
and held employees accountable for their productivity 
and their work product. To clarify, communication is 
the conveying of both oral and written policies to staff 
and patients in a fashion they understand. Organization 
is making sure all work processes are performed in the 
most efficient manner possible. It is recommended that 
each process, such as accounts receivable follow-up, 
be annually reviewed in a quality improvement effort. 
Accountability is making the staff responsible for meeting 
given criteria in a given amount of time. An example 
would be to file all insurance claims on a daily basis.  
Practices vary in how well they perform the daily business 
functions, the difference between a highly efficient 
practice and one that is not, constitutes a significant 
difference in the number of patients seen and the overall 
practice profitability.

For further information regarding the benchmarking surveys,  
please call or e-mail John Bauer or Robert Haney at  
440/238-7033 or jbauer@aspen-ltd.com.

This is number 119 in a series of articles on practice management and marketing for oral and maxillofacial surgeons 
developed under the auspices of the Committee on Practice Management and Professional Allied Staff and AAOMS staff. 
Practice Management Notes, from 2002 to present, are available online at aaoms.org.

All articles in Practice Management Notes are published only with the consent of the authors, who have expressly 
warranted that their works are original and do not violate copyright or trademark laws. AAOMS is not responsible for any 
violations of copyright/trademark law on the part of these authors.



OMSs, Practice Managers, Billing 
and Administrative Staff Track: 

April 30 
The Business of Implant Dentistry:  
Concepts of Practice Management  
and Growth in Today’s Economy

Today’s economic climate creates a new 
scenario for the OMS. Developing and 
maintaining an actively growing practice 
requires new, innovative concepts and a 
discipline to implement them on a continuing 
basis. This course will focus on the factors 
required to establish and maintain a viable 
and growing practice. The marketplace will 
be analyzed in light of the specific changes 
of the last several years. Characteristics and 
components of effective growth, profitability, 
value and the impact of technology will be 
evaluated for the clinician. Costing of products, 
setting a fee and the issues of marketing will be 
presented. Specific challenges such as implant 
Super Centers will be discussed, and questions 
on whether implant Super Centers are a threat 
or an opportunity, and how to compete with 
them, will be answered. No clinician should 
miss the important topics in this all day course. 

April 30 - May 1 
Beyond the Basics Coding Workshop

Stay on top of your coding game! The  
numbers and rules can change annually. 
Beyond the Basics, designed for the OMS 
and staff who have completed the AAOMS 
Basic Online course or those with equivalent 
knowledge, is a two-day intermediate-level 
course where you will learn the latest in OMS 
coding and reimbursement. Among the topics 
covered are general claim filing, the Correct 
Coding Initiative, fraud and abuse, ICD-9-CM 
principles and coding updates, E/M guidelines, 
radiology, anesthesia and other OMS specific 
coding issues. 

May 2 
OMS Billing Conference

The OMS Billing Conference is a logical 
conclusion to the Beyond the Basics Coding 
Workshop offered on Saturday and Sunday. 
Designed for both the OMS and coding/billing 
staff, this course will focus on documentation 
guidelines, predetermination tips, claim filing, 
appeal tips, fraud and abuse and more — a 
course you definitely won’t want to miss! 

For Hotel Reservations: 
Phone: 512/482-8000 (direct to hotel) 
Hilton Austin 
500 E. 4th Street 
Austin, TX 78701 

Questions? Call AAOMS at 800/822-6637.

Medical Emergencies/Practice Management 

Courses: 

Pat Cortez, ext. 4339 
pcortez@aaoms.org

Coding Workshop/OMS Billing Conference: 

Yolanda Armour, ext. 4382 
yarmour@aaoms.org

Separate registration is required for each  
of these courses. Registration, travel and 
online hotel reservation information are 
available on the Meetings and Continuing 
Education page of aaoms.org. 

Designed exclusively for 
AAOMS members and their staff
Oral and Maxillofacial Surgeons 
Practice Managers 
Coding and Billing Staff
OMS Anesthesia Assistants

Team-Building Opportunity!
Register for the AAOMS Educational Weekend
April 30 - May 2, 2011

American Association of Oral and 
Maxillofacial Surgeons

saving faces   changing lives®

Professional Allied Clinical  
Staff Track:

April 30 - May 1 
Advanced Protocols for Medical 
Emergencies in the OMS Office

A course for OMS assistants who have 
previously taken part in either the Anesthesia 
Assistants Review Course (AARC) or Dental 
Anesthesia Assistant National Certification 
Examination (DAANCE, formerly known as 
OMAAP) and successfully completed the 
program.  Taught by oral and maxillofacial 
surgeons, this course will cover emergencies 
in the office setting that OMS assistants 
may encounter and should be prepared to 
handle. Topics covered include: cardiovascular, 
respiratory, endocrine and allergy emergencies. 

May 1 
Anesthesia Assistants Skill Lab

This four- hour anesthesia workshop for oral 
and maxillofacial surgery assistants allows 
for hands-on clinical training in assisting 
OMSs with the administration of anesthesia. 
Participants will rotate through six stations 
to include airway management, intubation, 
venipuncture, defibrillation, preparation of 
emergency drugs, and mini-code. Furthermore, 
registrants will be exposed to various airway 
adjuncts, critical cardiac dysrhythmias and 
defibrillation, and the use of the peak flow 
meter and glucometer. The course has been 
developed and is taught by members of the 
Committee on Practice Management and 
Professional Allied Staff. Seating is limited,  
so do not delay with registration. 


