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BILLING & COLLECTIONS

The balance between kindness and 
good business: getting your patients 
to pay their bills
By Avery Hurt 
A 2014 survey conducted by the Medical Group Management 
Association (MGMA) finds that collecting balances due from patients 
is the seventh most “intense and applicable challenge” for the 
members surveyed. 
And no wonder. According to a 2014 survey by the Kaiser Family 
Foundation, the average yearly deductible in the United States has 
more than doubled in the last eight years, to just over $1,200 for an 
individual plan and $2,400 for family coverage. 
On top of this, patients have to pony up for co-pays, medications, and 
services and procedures that aren’t covered by their insurance, and 
more than one-third of Americans lack the resources to meet these 
deductibles. And that’s patients who have insurance. Even with the 
Affordable Care Act, some 30 million Americans are still without 
health insurance.

™medical office manager

MANAGING THE OFFICE

Medical tourism and your 
medical practice
If you’ve been a medical office manager for 10 years or more, you’ve 
probably heard of medical tourism. 
There was a lot of buzz about it several years ago. Experts said medical 
tourism was the new frontier and it would revolutionize medical care. 
It turns out the projections were inaccurate and the supposed next big 
thing didn’t exactly take the medical world by storm.
Be that as it may, medical tourism is still big business. Patients Beyond 
Borders, a source for consumer information about international 
medical and health travel, estimates the market size is $38.5 to $55 
billion in the United States alone, based on approximately 11 million 
cross-border patients worldwide spending an average of $3,500 to 
$5,000 per visit. At the same time, an estimated 1.2 million Americans 
traveled outside the U.S. for medical care in 2014.

(continues on page 3)

(continues on page 10)

http://www.MedicalOfficeMgr.com


Reader tips

page 2 medical office manager / august 2015 / medicalofficemgr.com 

www.medicalofficemgr.com
Paula Santonocito, Editor 
paula@plainlanguagemedia.com

Barbara Manning Grimm, Managing Editor 
barb@plainlanguagemedia.com

Susan Crawford, Founding Editor

Kelly Briganti, Contributing Editor

Glenn Demby, Contributing Editor

Catherine Jones, Contributing Editor

Judy Monestime, Contributing Author

Avery Hurt, Contributing Author

Nan Cogbill, Editorial Assistant

Michael Sherman, Marketing Director

Jim Pearmain, General Manager

editorial advisory board

Paula Santonocito, MFA, GCDF 
Editor, Medical Office Manager, New London, CT

Karen Blanchette, MBA 
PAHCOM Association Director, La Mesa, CA

L. Lamar Blount, CPA 
President, Health Law Network, Atlanta, GA

Kent Masterson Brown, JD  
Attorney at Law, Lexington, KY and associated 
with Webster, Chamberlain & Bean 
Washington, DC

Steve M. Cohen, Ed.D., CMC 
President, Labor Management Advisory Group 
Kansas City, MO

David E. Hunt, CHBC 
Chief Operating Officer for Heart of Texas 
Community Health Center 
Waco, TX

Brent V. Miller, MSPA 
Director of Federal Government Relations, 
Marshfield Clinic, Washington, DC

Craig C. Mullins 
President, Mullins Associates, Atlanta, GA

Chester A. Speed, JD, LLM 
Vice-President, Public Policy 
American Medical Group Association, 
Alexandria, VA

Katherine H. West, BSN, MSED, CIC 
Infection Control/Emerging Concepts 
Springfield, VA

Karen Zupko 
Karen Zupko & Associates, Chicago, IL

Medical Office Manager (ISSN 1052-4894) is published monthly by 
Plain Language Media, LLC, 15 Shaw Street, New London, CT, 06320. 

Subscription rate: $297/year; back issues are available at $10 each. 
Periodicals postage paid at New London, CT 06320. Postmaster: Send 
address changes to Medical Office Manager, P.O. Box 509, New 
London, CT 06320.

Opinions expressed are not necessarily those of Medical Office 
Manager. Mention of products and services does not constitute 
endorsement. Advice given is general, and readers should consult 
professional counsel for specific legal, ethical, or clinical questions. 

Medical Office Manager is a 2015 copyright of Plain Language Media, 
LLC. All rights reserved. Distribution, translation, or reproduction in any 
form is forbidden without written permission. 

Medical Office Manager is a trademark of Plain Language Media, LLC

medical office manager TM

Ohio staff spend one day a month in 
each of the other positions
The profit margin is so small that no medical office can afford to 
have people doing bits of work, says the manager of a digestive 
health medical practice in Ohio. For efficiency everybody has to 
have a concept of what everybody else is doing. 
To achieve just that, she requires her staff to spend one day a 
month in each of the other jobs. Sometimes one person sits with 
another; other times two people switch jobs entirely. Even the 
manager participates to keep current on how things are being 
done and to get ideas for improving operations. With the hands-on 
work, you see the time flow and hear what patients are saying, and 
the patients see you.
The total swaps are possible because the practice is small with only 
one physician and six staff. However, a larger practice can rotate jobs 
within departments or even rotate key people to other departments.
There is no set schedule and many times no more notice than a tap 
on the shoulder and a “today you’re going to do someone else’s 
job.” Staff are also still responsible for doing their own work 
though, so if a situation arises where the visiting staffer is needed at 
his or her regular job, that person takes care of it.
The continued exposure to the other jobs is essential, the manager 
says. Otherwise, people don’t remember how to do them. And 
being able to fill in at any position at any time has its benefits. One 
is that no matter who’s out, everything still runs smoothly. Another 
is that everybody understands – and appreciates – what everybody 
else is doing, which ends the “not-my-job” stuff. Still more, the 
office gets the most from every staffer. If the nurse understands the 
check-in process, for example, she can ask the front desk staff to 
gather additional information or to get information in a different 
format. And if the front desk staffer understands the nurse’s job, 
she sees why that information is necessary.
Knowing every position is a job requirement. It is explained to 
new hires that the job is not for a specific position but for the 
practice. A staffer takes ownership in one position but has to 
learn all the other positions as well. It is pointed out that the full 
office training is an employee benefit because it makes staff more 
marketable. Somebody who moves to another office has more to 
offer than the next person who has experience in only one aspect 
of medical office work.

If your office has a system that helps operations run smoothly, Medical Office 
Manager would like to write about it. Contact paula@plainlanguagemedia.com. 
We pay $100 for every idea we write about in this column.  

mailto:paula@plainlanguagemedia.com


“It is very important to work your accounts receivable 
daily. If a patient is not making the agreed-upon 
payments, you have to call and remind them.”

— Tammie Olson, 
Management Resource Group
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For medical practices, this means billing and 
collecting from individual patients has become a 
routine part of practice management. Collecting 
from patients is never easy—after all, you are in 
this business to care for people, not make their 
problems worse by dunning them for medical bills. 
But maintaining a healthy practice—a necessity if 
you are going to help any patients at all—requires 
getting this right.

Talk about it
Good communication is step one. 
Tammie Olson, a former practice manager now 
with Management Resource Group, says that 
practices need a definite payment policy, and 
patients need to be educated about that policy. 
“Let the patient know how much they will be 
expected to pay up front. I always had my front 
desk collect the amount of a level-three visit before 
the patient was taken back. If the visit was more 
than that, the desk would collect any balance due at 
checkout,” Olson says.
Good communication works both ways, however. 
Not only should the patient understand your 
policies, “you need to understand your patient’s 
situation,” says Laura Palmer, director of 
professional development with the MGMA. 
This understanding goes beyond the front desk and 
all the way to the examination room. 
“If the physician is aware of the patient’s 
financial situation, he or she may be able to delay 
or postpone some treatments or recommend 
treatments that are less costly,” says Palmer. “In 
addition, many communities have programs that 
offer low-cost mammograms and vaccines, and 
patients can be referred to them for services they 
offer. Check local health departments, women and 
children’s centers, and church groups to find out 
what is available locally.”
If you have a large number of self-paying patients, 
it might be worth the effort and expense to keep a 
social worker or patient counselor on staff to help 
locate these services. 
“It may seem like too much expense,” says Palmer, 
“but you’ll spend that money collecting, or you’ll 
have to write it off as uncollectible debt. It’s sort of 
a pay me now or pay me later situation.”

Some practices offer discounts to uninsured 
patients, but be aware, says Olson, that if you are a 
Medicare provider, you can’t charge self-payers less 
than the allowed Medicare amount for the service.

Sending the bill
Collecting from patients may not be as hard as you 
think.
“If patients are able to pay, they are usually willing 
to,” says Palmer. “But you have to be realistic 
about what they can pay. Dividing the balance into 
thirds and expecting to get the bill satisfied in three 
months is often not realistic. If you accept a smaller 
amount, even five or 10 dollars a month, you are 
more likely to get regular payments.”
Ask the patient to sign an agreement to pay what 
they feel they can each month. Make sure the 
agreement is simple and easy to understand—no 
complicated legalese. Palmer recommends a third-
grade reading level. Then make is easy for the 
patient to pay and easy for you to collect. Perhaps 
you can arrange for an automatic bank debit on the 
patient’s payday. Some practices find that accepting 
post-dated checks works well; others keep an 
authorized credit card number on file and debit the 
card at an agreed upon time each month.
Don’t make it so easy you let it slide, though. 
“It is very important to work your accounts 
receivable daily,” says Olson. “If a patient is not 
making the agreed-upon payments, you have to call 
and remind them.” A friendly reminder is often all 
it takes to get the payments back on track. 
“Above all,” says Olson, “be friendly and 
considerate.” Health care is all about relationships, 
and if you keep these in good shape, collections 
will be a lot easier.
Avery Hurt is a freelance writer based in 
Birmingham, Ala. She often writes about medical 
economics and the intersection of medicine and 
social policy.  

(getting your patients to pay their bills, continued from page 1)
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DATApALOOzA
Health Datapalooza Coincides 
with Release of Medicare 
Utilization and Payment Data
Data, data, everywhere. The U.S. Department of 
Health and Human Services’ (HHS) annual Health 
Datapalooza was held May 31 to June 3, 2015 
(Washington, D.C.), promoting new ways to use 
healthcare data to improve delivery of services. The 
conference, attended by data experts, entrepreneurs, 
technology developers and representatives of 
healthcare systems and communities has grown from 
a 45-person group who’d gathered 25 data sets five 
years ago to “more than 2,000 attendees, and thanks 
to leadership from HHS, local governments and 
state health departments … nearly 2,000 data sets 
available for them to explore and use in innovative 
ways,” according to HHS Secretary Sylvia Mathews 
Burwell, in a statement on the HHS website. The 
data sets are accessible on HealthData.gov. 
Besides the shift to value- rather than volume-
based reimbursement, Burwell identified the 
next challenge as improving the organization and 
usage of healthcare information and data to help 
physicians in treatment decision-making and to 
encourage and enable patients to become more 
involved in their healthcare. Burwell’s speech 
to the attendees (also published online) solicited 
attendees’ ideas on how to use data to better 
connect patients, physicians, and other providers 
and improve the healthcare system. 
In addition to Secretary Burwell, other keynote 
addresses were provided by Esther Dyson, founder 
of HICCup, an organization seeking to build 
“Wellville” communities focused on helping 
people live healthier lives; Andy Slavitt, Acting 
CMS Administrator; Dr. DJ Patil, Chief Data 
Scientist and Deputy Chief Technology Officer for 
Data Policy, White House Office of Science and 
Technology Policy; and  Steven Brill, author of 
America’s Bitter Pill: Money, Politics, Backroom 
Deals, and the Fight to Fix Our Broken Healthcare 
System. 
Health Datapalooza also included panel discussions 
addressing issues such as changes in big data, 
transparency, the impact of health information 
on healthcare, and how healthcare businesses, 
state and local governments are using big data. 
Other sessions addressed point of care use of data, 

return on investment of health data, innovation, 
and the impact of health data use on patients and 
consumers. The event also included an exhibit 
hall, demos and wellness-focused activities such 
as a fun run and yoga sessions. Finally, post-
conference workshops addressed: privacy, social 
media, creating an open data portal, the Office of 
the National Coordinator’s Blue Button initiative 
(which enables patients to download and access 
their healthcare records online), and how to serve 
differing data users—such as researchers, policy 
makers, media, consumers and industry. 

Physician and Hospital Medicare 
Payment Data Released
In the midst of this focus on data, HHS’ Centers for 
Medicare and Medicaid Services (CMS) announced 
its annual release of utilization and payment 
data (third year for hospitals and second year for 
physicians and other professionals). This year’s 
data relates to 2013 healthcare services. 
“These data releases will give patients, researchers, 
and providers continued access to information to 
transform the healthcare delivery system,” said 
acting CMS Administrator Andy Slavitt, in a press 
release announcing the data release. “It’s important 
for consumers, their providers, researchers and 
other stakeholders to understand the delivery of 
care and spending under the Medicare program.” 
The physician/Part B data release shows payment 
and submitted charges for more than 950,000 
providers, relating to $90 billion worth of Medicare 
payments. The information to be gained from the 
data allows comparison “by physician, specialty, 
location, types of medical services and procedures 
delivered,” according to the CMS press release. For 
hospitals, the data compares hospital charges for 
services relating to the 100 most common reasons 
for hospitalization.
“Data transparency facilitates a vibrant health data 
ecosystem, promotes innovation, and leads to better 
informed and more engaged healthcare consumers,” 
said Niall Brennan, CMS chief data officer and 
director of the Office of Enterprise and Data 
Analytics, in the release. Brennan also indicated 
CMS intends to continue with these annual data 
releases. 
The data can be used to make geographic 
comparisons and detect trends, given the multiple 
years of data now available.
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Access to Medicare Data for Researchers 
During Datapalooza, Slavitt also announced that 
“innovators and entrepreneurs” will now have 
access to CMS data including claims for research 
purposes. The data will not identify individual 
patients and research must be approved. 
“Data is the essential ingredient to building a better, 
smarter, healthier system. Today’s announcement is 
aimed directly at shaking up healthcare innovation 
and setting a new standard for data transparency,” 
said acting CMS administrator Andy Slavitt.  “We 
expect a stream of new tools for beneficiaries and 
care providers that improve care and personalize 
decision-making.”  
Data will be accessible through CMS Virtual Research 
Data Center (VRDC). Researchers can’t remove 

the data from the system but they can “download 
aggregated, privacy-protected reports and results to 
their own personal workstation.” Researchers can 
also request data quarterly, significantly increasing 
frequency from prior annual requests.

Part D Prescription Drug Data Publicized
At the end of April, CMS also released data 
regarding prescriptions issued by physicians. That 
data release included information about prescribing 
patterns of over 1 million providers and related to 
over 3,000 drug products. 

Conclusion
Transparency is not just a sound bite but a reality 
as Medicare opens up access to payment and other 
healthcare information.  

YOur CArEEr
Your personal social media 
posts: are they really personal?
A Vermont State Police trooper was recently forced 
to resign as a result of comments he posted to his 
personal Facebook page. Could this happen to you 
or a member of your staff?

The story in Vermont
An unidentified concerned citizen notified the 
Vermont State Police about the trooper’s Facebook 
posts, according to the Rutland Herald, and the 
agency proceeded to investigate. A State Police 
statement indicates internal affairs officers found 
many of the posts were “egregious” and “rose to a 
level of extreme concern.”
Police said the posts violated the social media 
policy of the State Police and its code of conduct, 
according to the Rutland Herald.
The trooper, who had been on the job for 16 years, 
reportedly had an otherwise spotless record.
The Facebook posts, which spanned a lengthy 
period of time, included political and religious 
comments. Although the trooper was sharing his 
personal views, the comments had the potential to 
be interpreted as biased or prejudicial.

What’s on your wall
Now boasting more than 936 million daily active 
users, Facebook has become more than a platform 

for information sharing. It’s a hangout where the 
conversation never ends. And it’s a place where few 
topics appear to be off limits. 
Enraged about an item in the news? Post the article 
to Facebook and vent. Have a strong opinion about 
a politician? Tear him or her apart on Facebook. 
What’s the harm?
All it takes is for one “concerned citizen” to read 
your questionable posts and you could find your 
comments under scrutiny—and your job or job 
search in jeopardy.
Think your posts are clean?
Rep’nUp, a provider of tools for social media 
reputation management, shares the following statistics:

 k 53 percent of Facebook users have more than 5 
reputation damaging posts

 k 43 percent of Facebook users have more than 
10 reputation damaging posts

 k 31 percent of Facebook users have more than 
20 reputation damaging posts

Why the lack of attention to boundaries when it 
comes to social media?
Lior Tal, co-founder of Rep’nUp, says there are a 
few reasons. 
A couple of years ago, Facebook users weren’t aware 
of the impact their posts might have on their career 
and posted things that today they would never post. 
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Still today, Facebook users who are or were in high 
school and college do not really think about what 
they do, and career is something they do not think 
about, Tal says. “During that time apparently they 
care more about being cool than smart,” he says. 
And then there’s the ignorance factor. “There’s a lack 
of knowledge of what might harm your reputation,” 
Tal says. “For example, poor communications, slang, 
grammar and spelling mistakes, controversial issues 
are all things that users don’t think might harm them 
but in reality they do.”
A recent study from CareerBuilder, a global leader 
in human capital solutions, finds these are the top 
pieces of content that turn off employers: 

 k Provocative or inappropriate photographs – 46 
percent 

 k Information about candidate drinking or using 
drugs – 40 percent 

 k Candidate bad-mouthed previous company or 
fellow employee – 34 percent 

 k Poor communication skills – 30 percent 
 k Discriminatory comments related to race, 
religion, gender, etc. – 29 percent 

Protecting your posts
So, why not just protect your posts by using privacy 
settings. This way, only your friends can see what 
you’ve shared, right?
This doesn’t always work. Tal explains: 
“Technically, even if you post things with private 
settings, one of your friends can, intentionally or not, 
turn this into a public post that everyone can see.”
Moreover, complete privacy isn’t necessarily good 
for your reputation. “Having all your activity 

in private mode is also bad because it raises 
suspicious that you have things to hide,” Tal says.
Trying to beat the system isn’t advisable, either. 
“Some people think that they’ll change their 
account name before an interview so they cannot be 
found on social media. That doesn’t really work,” 
Tal says.  And avoiding social media altogether 
creates the same obstacle.
“Employers today expect candidates to have at least 
one social media account. Someone said that the 
second worse thing after having a bad social media 
reputation is not having any reputation at all.”
The CareerBuilder survey confirms that it is indeed 
an obstacle. More than one-third of employers (35 
percent) say they are less likely to interview a job 
candidate if they are unable to find information 
about that person online.

Managing your reputation
“It is much better to have a social media account 
and manage it well,” Tal says. “Awareness is all 
that is needed.”
To this end, using a service like Rep’nUp can help 
you become aware of what you do.
Other than that, Tal recommends that you:

 k Be aware of what you post
 k Consider what to post privately and what to 
post in public

 k Make sure your settings are such that your 
tagging (by others) requires your approval

This advice shouldn’t be taken lightly. As the 
situation in Vermont shows, social media posts can 
derail your career.  

YOur CArEEr
You need social media to 
get a job
If you’re not on social media, you could be missing 
out on a new employment opportunity. 
Indeed, avoiding a professional online presence 
may be hurting your chances of finding a new job. 
More than one-third of employers (35 percent) 
say they are less likely to interview job candidates 
if they are unable to find information about that 
person online, according to an annual social media 

recruitment survey conducted by Harris Poll on 
behalf of CareerBuilder, a global leader in human 
capital solutions.  
The national CareerBuilder survey includes a 
representative sample of more than 2,000 full-time, 
U.S. hiring and human resources managers across 
company sizes and industries—including health care.

Social media recruitment on the rise
Fifty-two percent of employers use social 
networking sites to research job candidates, up 
significantly from 43 percent last year and 39 
percent in 2013.
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“Researching candidates via social media and other 
online sources has transformed from an emerging 
trend to a staple of online recruitment,” says 
rosemary Haefner, chief human resources officer 
at CareerBuilder. “In a competitive job market, 
recruiters are looking for all the information they can 
find that might help them make decisions. Rather 
than go off the grid, job seekers should make their 
professional persona visible online, and ensure 
any information that could dissuade prospective 
employers is made private or removed.”  
Haefner points out that most recruiters aren’t 
intentionally looking for negatives. Six in 10 (60 
percent), in fact, are “looking for information that 
supports their qualifications for the job,” according 
to the survey. For some occupations, this could 
include a professional portfolio. Fifty-six percent 
of recruiters want to see if the candidate has a 
professional online persona, 37 percent want to see 
what other people are posting about the candidate, 
and 21 percent admit they’re looking for reasons 
not to hire the candidate.  
Additionally, 51 percent of hiring managers use 
search engines to research candidates. 

Social media recruitment by industry 
Hiring managers in information technology and financial 
services are the most likely to use social networks 
to screen candidates; retail has the lowest share.  

 k Information Technology: 76 percent  
 k Financial Services: 64 percent  
 k Sales: 61 percent  
 k Professional & Business Services: 54 percent 
 k Manufacturing: 49 percent 
 k Health Care: 49 percent 
 k Retail: 46 percent

Hiring managers sending friend requests
Thirty-five percent of employers who screen via 
social networks have requested to “be a friend” or 
follow candidates who have private accounts. Of 
that group, 80 percent say they’ve been granted 
permission. 

Content can help and hurt job prospects 
Depending on what hiring managers find, 
candidates’ online information can help or hurt 
their odds of getting a job. Forty-eight percent of 
hiring managers who screen candidates via social 
networks say they’ve found information that caused 

them not to hire a candidate – down slightly from 
51 percent last year. The following are the top 
pieces of content that turned off employers:

 k Provocative or inappropriate photographs – 46 
percent 

 k Information about candidate drinking or using 
drugs – 40 percent 

 k Candidate bad-mouthed previous company or 
fellow employee – 34 percent 

 k Poor communication skills – 30 percent 
 k Discriminatory comments related to race, 
religion, gender, etc. – 29 percent 

About one-third (32 percent), however, found 
information that caused them to hire a candidate, 
including: 

 k Candidate’s background information supported 
job qualifications – 42 percent 

 k Candidate’s personality came across as good fit 
with company culture – 38 percent 

 k Candidate’s site conveyed a professional image 
– 38 percent 

 k Candidate had great communication skills – 37 
percent 

 k Candidate was creative – 36 percent 

Script flipped 
A separate survey finds that some savvy job seekers 
are using social media to their own benefit. One in 
seven (15 percent) workers check out hiring managers 
on social media, with 38 percent of that group seeking 
to directly interact with the individual.  
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TECHNOLOGY
Telemedicine: staying current 
amid ongoing changes
The American Telemedicine Association (ATA) 
defines telemedicine, also known as telehealth, 
as the remote delivery of healthcare services and 
clinical information using telecommunications 
technology. This includes a wide array of clinical 
services using Internet, wireless, satellite, and 
telephone media.
Although telemedicine is often associated with 
remote consultations, services are actually much 
broader. For example, remote cardiac monitors, 
used by nearly 1 million Americans, fall under the 
umbrella of telemedicine.
As technology and related applications become 
more sophisticated, and physician and patient levels 
of comfort with technology increase, telemedicine 
will further expand. 
Projections with regard to expansion vary greatly. 
However, one report, from WinterGreen Research, 
which segments telemedicine into two areas, 
estimates that telemedicine dedicated device and 
software markets worldwide will reach $2.9 billion 
by 2019, and mobile health (m-health) markets 
related to telemedicine will reach $1.5 trillion by 
2019 due to the use of 7 billion smart phones and 
half that many connected tablet devices all over the 
world. 
With growth comes change, and challenges.

Focus on payment
One of the areas of focus, which has been cited as a 
potential obstacle to the growth of telemedicine, is 
coverage and reimbursement.
New technology and procedures may initially 
present payment challenges. However, once 
adoption becomes widespread, as in the case of 
cardiac monitors, for example, coverage is usually 
not an issue. Nevertheless, getting from point A to 
point B isn’t always easy.
Be that as it may, there is widespread awareness 
of the role telemedicine plays in healthcare—and 
there are substantial efforts underway that will help 
expand its use.
The ATA, the leading international resource and 
advocate promoting the use of advanced remote 
medical technologies, points out that both the 

Senate and House have recently introduced several 
bills to expand federal support for telemedicine. 
“Such action is unprecedented in the 22 years 
that ATA has been working with Congress,” said 
Jonathan Linkous, CEO of ATA.  “These actions 
signify how the nation is poised to embrace the 
use of telecommunications in the delivery of care. 
This is one more step in fulfilling ATA’s mission to 
improve quality, access, equity, and affordability of 
healthcare.”

 k rep. Gregg Harper (R-MS) recently 
introduced the Telehealth Enhancement 
Act of 2015 as H.R. 2066. The bill aims to 
strengthen Medicare, Medicaid, and federal 
telecommunications programs through 
expanded telemedicine coverage. The ATA 
indicates the bill has strong bipartisan support 
and additional sponsors are expected.

 k A Senate companion bill to H.R. 2066 was 
recently introduced by Sen. Thad Cochran 
(R-MS) and others. Interest in the Senate was 
highlighted in a committee where 17 Republican 
and Democratic senators expressed their 
strong support for measures that will transform 
healthcare through the use of telemedicine.

 k The House Energy and Commerce Committee 
has released a long-awaited discussion draft 
of its 21st Century Cures bill. The bill covers 
a range of innovations related to digital 
healthcare. The ATA notes that portions related 
to telehealth were once thought scrubbed but 
may still include provisions, thanks to the 
strong support of the committee’s leadership 
and a congressional telehealth working group.

 k rep. Mike Thompson (D-CA) has introduced 
the Medicare Parity Act, which the ATA indicates 
also has strong bipartisan support. The bill 
seeks to remove restrictions to telemedicine in 
Medicare and require parity with in-office visits.

Focus on practice
Another area of focus and concern is physician 
practice standards and licensure. The American 
Medical Association (AMA) points out that “each 
state has unique laws regarding the scope of 
practice permissible through telemedicine.”
This is further complicated by the fact that the laws 
in the state where a physician is licensed may not 
be compatible with the laws in the state where a 
patient resides. 
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HealthIT.gov, a federal website for healthcare 
providers and professionals, as well as patients and 
families, provides this synopsis of the state-to-state 
licensing issue: “Licensing can be a problem for 
telehealth programs. Most states require physicians 
to be licensed to practice in the originating site’s 
state, and some states require providers using 
telehealth technology across state lines to have a 
valid state license in the state where the patient 
is located. Therefore, with limited exceptions, 
telehealth consultations with a physician across 
state lines require licensing paperwork. If you 
electronically interact with patients in other states 
or prescribe medication across state lines, you 
should establish licensure in those other states.”

Keeping up with changes
In addition to keeping up with evolving technology, 
medical office manager must stay current with 
changes to coverage and reimbursement, as well as 
practice standards and licensure requirements.
A report from the ATA, “State Telemedicine 
Analysis: Coverage & Reimbursement,” 

provides detailed information about coverage and 
reimbursement by state, as well as a “report card” for 
each of the 50 states. 
View the report at americantelemed.org/docs/default-
source/policy/50-state-telemedicine-gaps-analysis-
--coverage-and-reimbursement.pdf?sfvrsn=10. 
Individual state report cards begin on Page 24 of the 
report (Page 29 of the PDF document).
Another report from the ATA, “State Telemedicine 
Gaps Analysis: Physician Practice Standards & 
Licensure,” provides information about physician 
practice standards and licensure by state, as 
well as a report card for each state. View the 
report at http://www.americantelemed.org/docs/
default-source/policy/50-state-telemedicine-gaps-
analysis--physician-practice-standards-licensure.
pdf?sfvrsn=14.
Individual state report cards begin on Page 10 of 
the report (Page 15 of the PDF document).
As telemedicine continues to evolve, changes will 
be ongoing. But the benefits to patients and the 
practice should offset any challenges.  

TECHNOLOGY
Mobile service provides 
seniors with immediate 
access to doctors
Seniors Wireless, a subsidiary of mobile virtual 
network operator emveno, has launched the first 
combined mobile and telemedicine service in the 
United States specifically for the 55+ age group. 
The service features teleMED Assist, which 
provides seniors with unlimited, direct access to 
board-certified doctors via phone or video, for any 
reason, anytime and anywhere.
The idea behind the service is that visits to the 
emergency room or doctor can be costly, time 
consuming, hard to book, and result in exposure to 
infections that may mean time off work or special 
events, less time with friends and family, and worry.
For one dollar per day, teleMED Assist provides 
seniors with unlimited access to board-certified 
doctors 365/24/7. Seniors Wireless members can 
use any landline, mobile phone, or wireless service 
to speak or videoconference directly with qualified 
medical practitioners who can evaluate, refer, and 
prescribe on the spot. 

“Seniors Wireless offers real peace-of-mind for 
seniors and their families. For anything from a 
suspected sprain while on vacation, or a fever after 
spending time with the grandkids, teleMED Assist 
is there to provide direct access to a board-certified 
doctor who can help at the touch of a mobile phone,” 
says Richard Sfeir, president of Seniors Wireless. 
“My 97-year-old father-in-law is a teleMED Assist 
customer and I can vouch for the fact that the service 
has given great comfort to our family knowing he 
has unlimited access to a doctor at any time.”
In addition to phone-based doctor access, teleMED 
Assist offers apps for seniors including medication 
reminders, medication refills, and emergency alerts to 
family or emergency personnel. The app services will 
continue to expand and will be further enhanced by 
the introduction of Apple Watch and other wearables 
that will make mHealth the new technology frontier.
To access the service, Seniors Wireless members 
can simply click the teleMED Assist button on 
the Seniors Wireless app or call directly. An agent 
will respond and connect the caller to a certified 
medical doctor within two minutes, guaranteed. 
Members can request assistance as many times as 
they like and call duration is not limited.  

http://americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis---coverage-and-reimbursement.pdf%3Fsfvrsn%3D10
http://americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis---coverage-and-reimbursement.pdf%3Fsfvrsn%3D10
http://americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis---coverage-and-reimbursement.pdf%3Fsfvrsn%3D10
http://www.americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis--physician-practice-standards-licensure.pdf%3Fsfvrsn%3D14
http://www.americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis--physician-practice-standards-licensure.pdf%3Fsfvrsn%3D14
http://www.americantelemed.org/docs/default-source/policy/50-state-telemedicine-gaps-analysis--physician-practice-standards-licensure.pdf%3Fsfvrsn%3D14
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Given the risks and potential issues, why do so many 
people seek medical treatment in countries other than 
the United States?
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Meanwhile, Patients Beyond Borders estimates the 
worldwide medical tourism market is growing at a 
rate of 15 to 25 percent per year, with rates highest 
in North, Southeast, and South Asia. 
Given such mobility, medical tourism is a concept 
with which medical office managers should be 
familiar.

By definition
There is a lot of confusion surrounding medical 
tourism, partly because the word tourism makes 
people think of vacation destinations.
But medical tourism is not about a vacation. It 
is, however, about a destination: a destination 
for medical care. Medical tourism is the travel 
of people to another country for the purpose of 
receiving medical care. The term can refer to 
people in the United States traveling abroad or to 
people traveling to the U.S. for care.
Julie Munro, president of Medical Travel Quality 
Alliance, an organization that promotes quality and 
safety in medical tourism and provides certification 
for providers of treatment and care, cites important 
differences between regular tourism and medical 
tourism.
“Medical tourism is not a vacation,” she says. 
“Medical tourists are not holiday goers. Medical 
tourism is health care. Your customers are patients.”
Munro also points out that wellness tourism is not 
medical tourism. 
Wellness tourism, by definition, encompasses services 
like alternative therapies and wellness treatments; 
most dental treatments; some non-invasive cosmetic 
procedures (Botox, facial fillers, spot liposuction, fat 
injections); acupuncture; ayurveda; mineral waters; 
colonic cleansing; and similar procedures.
Medical tourism, by contrast, tends to involve 
discretionary procedures that are almost always 
invasive, such as total knee replacement; coronary 
artery bypass graft; kidney transplant; arthroscopic 
surgery; fertility treatment; microdiscectomy; weight 
loss surgery; and cancer treatment, among others.
What’s more, with medical tourism procedures, 
serious complications can occur. These include, 
but are not limited to, cardiac arrest during 
surgery; deep vein thrombosis; pulmonary emboli; 
hemorrhage; infection; pneumothorax, hypotension; 
sepsis; urinary tract infection; and pneumonia.

“There are no do-overs in medical tourism,” Munro 
says.
The Centers for Disease Control (CDC) notes that 
specific risks of medical tourism depend on the area 
being visited and the procedures; however, it has 
identified some general issues:

 k Communication may be a problem. Receiving 
care at a facility where a person does not speak 
the language fluently increases the chance that 
misunderstandings will arise about the care.

 k Doctors may reuse needles between patients or 
have other unsafe injection practices, which can 
transmit diseases such as hepatitis and HIV.

 k Medication may be counterfeit or of poor 
quality in some countries.

 k Antibiotic resistance is a global problem, and 
resistant bacteria may be more common in other 
countries than in the United States.

 k The blood supply in some countries comes 
primarily from paid donors and may not be 
screened, which puts patients at risk of HIV and 
other infections spread through blood.

 k Flying after surgery increases the risk for blood 
clots.

Why medical tourism
Given the risks and potential issues, why do so 
many people seek medical treatment in countries 
other than the United States?
Cost is often a factor.
Using U.S. costs across a variety of specialties 
and procedures as a benchmark, Patients Beyond 
Borders provides average range of savings for the 
most-traveled destinations:

 k Brazil: 20-30% 
 k Costa Rica: 45-65% 
 k India: 65-90% 
 k Malaysia: 65-80% 
 k Mexico: 40-65% 

 k Singapore: 25-40% 
 k South Korea: 30-45% 
 k Taiwan: 40-55% 
 k Thailand: 50-75% 
 k Turkey: 50-65% 

Availability of quality care is also a reason people 
travel abroad, both from the U.S. and to it. 

(Medical tourism and your medical practice, continued from page 1)
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TECHNOLOGY
AMIA recommends 
changes in the management 
of medical data
The American Medical Informatics Association 
(AMIA), the leading professional association for 
informatics professionals, recommends changes 
to managing electronic health records (EHRs) that 
will support patient engagement, improve provider 
workflow, support innovation, and set the stage for 
future improvements that will improve patients’ 
health and healthcare.
Recommended changes, which represent an 
evolutionary approach in the management of patient 
medical data, are based on a study by the EH 2020 
Task Force, a distinguished group of experts. Findings 
are detailed in the “Report of the AMAI EHR 2020 
Task Force of the Status and Future Direction of 
EHRs,” published in the Journal of the American 
Medical Informatics Association (JAMIA). 
The report calls for simplification and speed 
with regard to documentation; a refocus of 
regulation; increased transparency and streamlined 
certification; fostering innovation; and the need for 
EHRs to support person-centered care delivery.
AMIA worked with many groups, government 
agencies, and professional organizations to 
determine methods to solve EHR challenges 
that providers encounter, and to further create a 
sustainable framework for innovation in EHRs.

“Health information technology is a key part 
of enhancing health and health care, and 
empowering patients to be first-order participants 
in their care. As part of this report, we listened 
to our members who work closely with EHRs to 
understand the current challenges. We think these 
recommendations will improve the value that EHRs 
will provide to patients, and set the stage for more 
significant benefit in the future,” says Douglas 
B. Fridsma, M.D., president and chief executive 
officer, AMIA.
Security and confidentiality are at the heart of EHR 
planning since its inception and AMIA is acutely 
aware of the concerns of the general public as well 
as the medical community.
“While we recognize that there are challenges with 
implementing and using EHR technology, this 
report is aimed at practical solutions that we believe 
will improve health and health care for patients and 
their caregivers. We are hopeful that it will generate 
the thoughtful conversations and innovations that 
will make what is possible, real for all patients,” 
says Thomas payne, M.D., chair, AMIA EHR 
2020 Task Force, medical director, IT Services, 
University of Washington (UW) Medicine, and 
associate director, UW Medicine Center for 
Scholarship in Patient Care Quality and Safety.
A full copy of the report is available at http://jamia.
oxfordjournals.org/content/early/2015/05/22/jamia.
ocv066.  

Patients Beyond Borders notes, “the world 
population is aging and becoming more affluent 
at rates that surpass the availability of quality 
healthcare resources. At the same time, out-of-pocket 
medical costs of critical and elective procedures 
continue to rise, while nations offering universal care 
are faced with ever-increasing resource burdens.
These drivers are forcing patients to pursue cross-
border healthcare options either to save money or 
to avoid long waits for treatment.”
The top destinations for medical treatment, 
according to Patients Beyond Borders, are Costa 
Rica, India, Israel, Malaysia, Mexico, Singapore, 
South Korea, Taiwan, Thailand, Turkey, and the 
United States.

Challenges and opportunity
For medical office managers, it’s helpful to keep 
in mind that medical tourism involves one of two 
possible scenarios: a patient who seeks treatment 
outside the U.S. or a patient who travels to the U.S. 
for treatment.
Each scenario has many components, including 
transfer of medical records, as well as insurance 
and payment issues. But perhaps the most often 
overlooked component is opportunity. Indeed, Munro 
points to the opportunity medical tourism presents for 
hospitals and clinics to grow their business.
With millions of patients seeking treatment abroad, 
and the U.S. a top destination, is medical tourism 
an area your practice should explore?  

http://jamia.oxfordjournals.org/content/early/2015/05/22/jamia.ocv066
http://jamia.oxfordjournals.org/content/early/2015/05/22/jamia.ocv066
http://jamia.oxfordjournals.org/content/early/2015/05/22/jamia.ocv066
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MANAGING pATIENTS
Children’s health care spending 
increases, focus changes
Spending on health care for children (ages 0-18) 
covered by employer-sponsored insurance (ESI) 
grew an annual average of 5.7 percent per year 
between 2010 and 2013, compared to 3.9 percent 
for the total population (ages 0-64) with ESI, finds 
a new report from the Health Care Cost Institute 
(HCCI).
Per capita spending on children reached $2,574 
in 2013, a $391 increase from 2010. The rise in 
children’s spending in 2013 occurred despite a drop 
in the use of prescription drugs and visits to the 
emergency room, demonstrating that rising health 
care prices were an important driver behind the 
spending increase. The report also shows growth 
in spending on children’s inpatient services, which 
contributed to the overall increase in spending.
Price hike for inpatient care
Spending on inpatient admissions rose in 2013 as a 
result of rising prices and slightly higher admission 
rates for children—particularly newborns. The 
average price of an inpatient admission for a child 
increased by $744 in one year, hitting $14,685 in 
2013. For infants and toddlers (ages 0-3), inpatient 
admissions accounted for about 40 percent of their 
per capita health care spending.
Decline in prescription use
For the first time, HCCI observed a drop in 
overall prescription use by children in 2013. This 
trend, along with a continued shift from the use 
of branded drugs to generics, meant spending 
on children’s prescriptions grew more slowly in 
2013 than previous years. For example, between 
2011 and 2013, use of generic prescriptions for 
medications commonly used to treat asthma and 
allergies rose by more than 300 percent for babies, 
more than 700 percent for younger children (ages 
4-8), more than 800 percent for pre-teens (ages 
9-13), and more than 500 percent for teenagers 
(ages 14-18). At the same time, use of branded 
versions of these drugs declined to nearly zero.
“We hope this report gives researchers, 
policymakers, and consumers a clearer picture 
of health care spending trends for children,” says 
HCCI Senior Researcher Amanda Frost. “While we 
know that prices have fueled much of the spending 
growth, future research should examine whether 

these expenditures are yielding valuable health 
outcomes and what the implications are for the 
future of children’s health care.”
Additional report highlights:

 k Decline in emergency room visits: There were 
fewer emergency room visits in 2013 for all 
age-gender groups of children.

 k Teen labor and delivery admits declined, while 
mental health and substance use admits (MH/
SU) for teen girls grew.

 k Higher spending for boys: In 2013, per capita 
spending for children (ages 0-18) was $2,716 
for boys and $2,426 for girls.

 k Lowest spending for younger children (ages 4-8).
The HCCI report examines health care spending 
trends for privately insured children under age 
19. It is based on fee-for-service claims for 10.2 
million children per year who were covered by ESI. 
About half of the children in the United States were 
covered by ESI in 2013.  


