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TRENDS

The American College of Physicians (ACP) is recom-
mending against bone density testing for women who are be-

ing treated for osteoporosis with bisphosphonates (alendronate, 

risendronate or zoledronic acid) or denusomab, a biologic agent. 

In addition, the College says that the evidence fails to sup-

port frequent monitoring of women with normal bone density 

for osteoporosis. The data showed that most women with normal 

bone density measurements did not progress to osteoporosis 

within 15 years.

The ACP published 

its evidence-based clin-

ical practice guideline 

in Annals of Internal 

Medicine. The Ameri-

can Academy of Fam-

ily Physicians has en-

dorsed ACP’s guideline.

Osteoporosis is a 

systemic skeletal dis-

ease characterized by 

decreasing bone mass 

and deterioration of 

bone tissue, which leads 

to an increased risk for bone fragility and fracture, especially in the 

hip, spine, and wrist, explains ACP. An estimated 54 million men 

and women in the United States have low bone density or os-

teoporosis. About 50 percent of Americans older than 50 are at 

risk for osteoporotic fracture.

ACP’s guideline focuses on the comparative benefits and risks of 

short- and long-term drug treatments for low bone density or osteo-

porosis, including prescriptions, calcium, vitamin D, and estrogen.

The evidence suggests that physicians 

should treat women with osteoporosis 

with drug therapy for five years, accord-

ing to ACP. Continuing treatment after 

the initial five years may be beneficial for 

some patients and may be appropriate 

after reassessing the risks and benefits of 

continuing therapy.

The evidence fails to show any benefit 

from bone density monitoring during the 

five-year treatment period, says ACP. The 

College also recommends against using 

menopausal estrogen therapy or meno-

pausal estrogen plus progestin therapy 

or raloxifene for the treatment of osteo-

porosis in women. Estrogen treatment is 

associated with serious harms, such as in-

creased risk for cerebrovascular accidents 

and venous thromboembolic events that 

outweigh the potential benefits.

Physicians should make the decision 

whether to treat osteopenic women 65 

years of age or older who are at a high risk 

for fracture based on a discussion of patient 

preferences; fracture risk profile; and the 

benefits, harms, and costs of medications.

ACP recommends that physicians of-

fer drug treatment with bisphospho-

nates to reduce the risk for vertebral frac-

ture in men with osteoporosis.

“The evidence specifically for men is 

sparse,” Jack Ende, M.D., MACP and presi-

dent of the ACP was quoted as saying. 

“However, the data did not suggest that 

outcomes associated with drug treatment 

would differ between men and women if 

based on similar bone mineral density, so 

treatment for men may be appropriate.”   

Osteoporosis 
Guidelines Issued
Some scaleback of bone density testing recommended
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Healthcare 
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Telehealth adoption is low, but don’t 
expect it to stay that way for too long

By David Thill
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Telehealth may be talked about more than it is actually used, 
but that may change soon. According to a 2016 annual survey by the 

National Business Group on Health, nine in 10 large employers will 

make telehealth services available to their employees in 2017. As tech-

nology improves and coverage increases, your customers might come 

to you for help figuring out how they can get on board.

Increasing coverage
Offering employee coverage for telehealth services is a win-win for both 

employees and their employers, says Steve Wojcik, vice president of pub-

lic policy at NBGH, for three reasons. First of all, he says, virtual consulta-

tions can often be conducted either from home or work, meaning pa-

tients have to travel very little – if at 

all – to consult with their doctors. 

An added benefit, says Wojcik, is 

that with these services, patients 

no longer have to contend with 

wait times in doctors’ offices.

Next, telehealth services in-

crease patient access to care pro-

viders by expanding the geograph-

ic range of services, says Wojcik. 

Simply put, when the consultation 

happens virtually, the doctor can 

be anywhere. Wojcik notes that 

this is particularly helpful for pa-

tients in rural areas, where fewer 

providers may be available.

Finally, virtual visits cost less than face-to-face visits, which should 

theoretically lead to decreased healthcare costs, says Wojcik.

Despite the benefits, telehealth faces some obstacles to widespread 

use. Even with increased employer coverage, employees have been 

slow on the uptake of telehealth services, Wojcik notes. The 2016 find-

ings from NBGH showed that 70 percent of the 133 large employers 

surveyed offered telehealth in their benefits packages, but only 3 per-

cent of employees at those companies used the services in the first half 

of the year.

Generally, says Wojcik, new 

practices bring a learning or “adop-

tion” curve, and employer cover-

age of telehealth is still in its early 

stages. As more people become 

aware of and familiar with the ser-

vices, their utilization of those ser-

vices should increase, he says. He 

believes employers can increase 

utilization by helping their employ-

ees get acquainted with telehealth 

services. For example, employers 

might consider working with insur-

ance plan partners or vendors to 

explain what telehealth consulta-

tions are, and even demonstrate 

them for employees.

Another obstacle Wojcik notes 

is state regulations that limit the 

use of telehealth services. These 

limitations are few, he says, and 

“ Generally speaking, telehealth services 
include consultations between patients 
and doctors, as opposed to appointments 
where doctors have to physically examine 
patients. Some examples include 
behavioral health, prenatal care, chronic 
care management, and consultations 
following hospital discharge.”

–  Steve Wojcik, vice president of public policy at NBGH

By David Thill
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are “going away rapidly.” But for national companies who employ workers 

across state lines, having different laws in different states could cause dif-

ficulty creating uniform insurance plans for the whole company.

Some states also require that telehealth services be billed at the 

same rate as face-to-face consultations, says Wojcik. However, he 

says that because telehealth consultation costs are lower than in-

person consultation costs, telehealth payments should also be low-

er. NBGH advocates for more uniformity across the country in these 

policy areas, so that employers can more easily cover telehealth ser-

vices, he says.

Generally speaking, telehealth services include consultations be-

tween patients and doctors, as opposed to appointments where doc-

tors have to physically examine patients, says Wojcik. Some examples 

include behavioral health, prenatal care, chronic care management, 

and consultations following hos-

pital discharge, he says.

He also believes that as tech-

nology improves – for example, 

as the possibility grows of mea-

suring a patient’s vitals remotely 

– telehealth services will expand. 

Additionally, given the possibility 

of reducing patient costs and the 

fact that, as Wojcik puts it, tele-

health is “much more convenient” 

than in-person consultations, 

he believes patient demand for 

these services will grow. JHC

Though direct-to-consumer 
telehealth services are publicized 

as convenient and cost-effective 

forms of treatment, they may en-

courage greater usage of medi-

cal services “and thus may drive 

up medical spending rather than 

trim costs,” according to a study 

conducted by the RAND Corp. 

and published in the March edi-

tion of Health Affairs.

“While direct-to-consumer tele-

medicine services do increase pa-

tients’ access to convenient health 

care, researchers say new strate-

gies such as higher co-pays or tar-

geted marketing may be needed if 

telehealth is to fulfill its potential as 

a cost-saving strategy,” says a news 

release from the RAND Corp. an-

nouncing the results.

Researchers examined insur-

ance claims information from 

2011 to 2013 for 300,000 ben-

eficiaries enrolled in a health plan 

through CalPERS, a larger Cali-

fornia public employee benefit 

organization that began offering 

direct-to-consumer telehealth 

services to members in 2012. 

Researchers focused on care for 

acute respiratory infections, a 

group of ailments such as sinus 

infections and bronchitis “that 

are the most common reason 

people seek care from direct-to-

consumer telehealth providers,” 

according to the RAND release.

The study found that for each 

episode of acute respiratory infec-

tion, the cost of telehealth services 

was about 50 percent lower than a 

physician office visit and less than 

5 percent the cost of a visit to an 

emergency department.

However, the savings from sub-

stitution was outweighed by in-

creased spending on the increased 

usage of medical services. In other 

words, even though patients, em-

ployers and health plans were sav-

ing money on each individual “visit,” 

they were spending more because 

patients were “visiting” more.

The cost of convenience
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“There may be a dose response 

with respect to convenience,” Lori 

Uscher-Pines, a RAND researcher 

who co-authored the study, said in 

the news release. “[T]he more con-

venient the location, the lower the 

threshold for seeking care and the 

greater use of medical services.”

The study estimated that net an-

nual spending on acute respiratory 

illness increased by $45 per tele-

health user. (Of the 300,000 enroll-

ees studied, researchers estimated 

that 12 percent of the telemedi-

cine visits replaced visits to doctors’  

offices or emergency rooms, while 

88 percent represented new use 

of medical services.)

Researchers suggest that if in-

surers want to increase the pro-

portion of direct-to-consumer 

telehealth that substitutes for 

higher-cost care, they may want 

to consider raising the cost of 

co-pays for the service. Another 

strategy would be to develop 

better tools to encourage people 

who are high users of emergen-

cy department care to use tele-

health services instead.

Responding to the study, 

Jonathan Linkous, CEO of the 

American Telemedicine Asso-

ciation, said that “[i]t should be 

noted that respiratory illness 

is only a fraction of the condi-

tions treated through telehealth, 

which includes teleICU, remote 

patient monitoring, and many 

other services.”

Linkous added that he is “encour-

aged” by the study’s conclusions 

about the cost of telehealth visits 

compared with physician office and 

emergency department visits. 

(For the RAND Corp. news release, visit https://www.rand.org/news/press/2017/03/06.html.)

Two years ago, Optimal – the 
Stafford, Texas-based provider of 

master distribution, government 

contract/sales services and over-

stock solutions – began exploring 

telemedicine as a benefit for its 

employees. “After vetting several 

companies in the space, it became 

obvious that WellVia was the right 

choice for us,” says Parker Bigley, 

executive vice president, Optimal.

“Optimal has been in the 

healthcare space for the past 25 

years, we saw an opportunity to 

bring another low-cost health-

care solution for our customers, 

which is why we partnered [in 

early 2016] with WellVia,” says Big-

ley. Optimal in combination with 

the MedPro sales team has an ex-

clusive agreement to represent  

WellVia telemedicine services to 

its manufacturers, distributors and 

their end user customers. 

“We believe there are significant 

benefits to employers and em-

ployees who drive telemedicine  

“ We believe there are significant benefits to employers and 
employees who drive telemedicine utilization. This form 
of care reduces the number of unnecessary visits to the 
physician office, ER and urgent care facilities. What makes 
WellVia different is their coordinated marketing programs 
with their customers to drive utilization; as a result, they 
have a proven ROI for businesses large and small.” 

– Parker Bigley, executive vice president, Optimal
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IMCO distributors to offer CareSpan Virtual Clinic

CareSpan USA Inc., a provider 
of digital healthcare delivery sys-

tems, and IMCO, Inc., the network 

of independent medical supply 

distributors, have agreed to offer 

the CareSpan Virtual Clinic through 

IMCO’s 134 distributors and over 

1,000 sales representatives. 

Unlike typical “video-only” tele-

medicine systems, the CareSpan 

Virtual Clinic is said to provide 

all the essential resources for 

physicians to diagnose and pre-

scribe for patients with chronic 

health conditions and multiple 

comorbidities. CareSpan integrates 

patient-provider video telepres-

ence, vital signs capture, medi-

cal imaging, stethoscope sounds, 

ECG, e-prescribing, specialist con-

sultations, and a mobile patient 

health record. 

“After reviewing many compa-

nies in the telemedicine industry, 

we found that CareSpan offers 

the best solution that would al-

low medical providers to extend 

the reach of their practices into 

non-traditional care settings, in-

cluding their patients’ homes, 

corporate workplaces, retail 

clinics, and even their own re-

mote medical offices,” said Bill 

McLaughlin Jr., President/CEO of 

IMCO. “We also see a huge op-

portunity in enabling providers 

to efficiently care for patients in 

nursing homes, long term care 

utilization,” says Bigley. “This form 

of care reduces the number of un-

necessary visits to the physician 

office, ER and urgent care facili-

ties. What makes WellVia different 

is their coordinated marketing 

programs with their customers to 

drive utilization; as a result, they 

have a proven ROI for businesses 

large and small.”

Making use of WellVia’s services 

himself “changed my perspective 

on how healthcare could be de-

livered,” he says. “I was at the of-

fice, not feeling well; I called Well-

Via, spoke with a physician within 

10 minutes and was picking up 

my prescription within 30 min-

utes. Historically, this would have 

been a trip to urgent care or the 

doctor’s office, and four hours of 

lost productivity.

“We believe our customers could 

and should have access to a high 

quality healthcare solution that is 

convenient and cost effective.”

Formed in 2014, WellVia offers 

24/7 access to board-certified 

physicians, with a national av-

erage response time of 10 min-

utes. Additionally, they have an 

integrated EAP [Employee As-

sistance Program] and wellness 

programs. WellVia provides ser-

vices for consumers, companies 

and their employees. 

“IMCO and its member 
distributors are experts 

at understanding 
the needs of medical 
providers and long 
term care services. 

Our platform for high 
quality care will help 

IMCO distributors 
supply medical 

products that integrate 
this data directly into 
the CareSpan exam 
environment and 

patient medical record.”
– Mark Winter, CEO of CareSpan
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More telehealth for Medicare patients? 

The Medicare Telehealth Parity Act would:

•  Remove the geographic barriers under current law 

and allow for the provision of telehealth services 

in rural, underserved, and metropolitan areas.

•  Expand the list of providers eligible to provide 

telehealth services to include respiratory therapists, 

physical therapists, occupational therapists, speech 

language pathologists, and audiologists.

•  Expand access to telestroke services, regardless 

of where the patient is located.

•  Allow remote patient monitoring for patients with 

chronic conditions such as heart failure, chronic 

obstructive pulmonary disease and diabetes.

•  Allow the beneficiary’s home to serve as a site of care 

for home dialysis, hospice care, eligible outpatient 

mental health services, and home health services.

The CONNECT for Health Act of 2017 would:

•  Expand originating sites for telehealth care.

•  Create a Medicare Remote Patient Monitoring 

benefit for certain high-risk, high-cost patients.

•  Lift restriction on the use of telehealth in 

accountable care organizations and  

Medicare Advantage.

•  Urge the Secretary of Health and Human 

Services to evaluate the applicability of 

telehealth in projects before the Center for 

Medicare and Medicaid Innovation (CMMI).

•  Authorize a study on the use of telehealth 

services once restrictions have been lifted.

A bipartisan group of legislators introduced two pieces of legislation in May to expand access to 
telehealth services under Medicare. The Representatives were Mike Thompson (D-Calif.), Gregg Harper (R-Miss.), 

Diane Black (R-Tenn.) and Peter Welch (D-Vt.).

Thompson, Harper, Black, and Welch also announced the formation of a bipartisan Congressional Telehealth 

Caucus, whose purpose will be to discuss how best to improve remote care to Americans who need it most, 

according to Thompson.

centers and continuing care  

retirement communities.”

“IMCO and its member distribu-

tors are experts at understanding 

the needs of medical providers and 

long term care services,” Mark Win-

ter, CEO of CareSpan, was quoted 

as saying. “Our platform for high 

quality care will help IMCO distrib-

utors supply medical products that 

integrate this data directly into the 

CareSpan exam environment and 

patient medical record.”

IMCO distributors will be of-

fered sales training and support 

when they elect to offer CareSpan 

in their markets. CareSpan will 

provide technical sales support 

to sales representatives and will 

offer sales presentation and dem-

onstration resources to help IMCO 

members communicate the ben-

efits of virtual care delivery and 

remote monitoring.



July 2017 | The Journal of Healthcare Contracting14

TOMORROW’S PROVIDER

Editor’s note: Traditionally, patients had two options for seek-

ing healthcare: the doctor’s office or the hospital. However, ad-

vances in medical research, technology, and team-based care 

– and the developing shift to value-based care – have left pa-

tients with a host of options for obtaining the treatment they 

need. In this continuing series, we examine ongoing changes 

in health systems, and how they affect patients, doctors, and, of 

course, The Journal of Healthcare Contracting’s readers.

Community Health Centers have 
traditionally served as a source of afford-

able primary clinical care to residents in 

some of the nation’s economically hard-

est-hit communities. But without con-

tinued funding from the federal govern-

ment – which Congress must pass before 

October 1 – the future of many Commu-

nity Health Centers, and the effect their 

closures could have on the American 

healthcare system, is uncertain.

Health Centers are among the “gate-

keepers of public health,” says Amy 

Simmons Farber, director of communi-

cations at the National Association of 

Community Health Centers, noting that 

25 million Americans utilize Health Cen-

ters. Many of these clinics now offer a 

broader range of care, including behav-

ioral health services, and are making ef-

forts to address systemic issues like the 

opioid epidemic.

The basics of Health Centers
Originally an outgrowth of President 

Lyndon Johnson’s War on Poverty, Com-

munity Health Centers have existed in 

the United States for just over 50 years, 

says Simmons Farber. A recent NACHC 

report, “Strengthening the Safety Net,” 

describes Community Health Centers 

as “locally-based, locally-owned, and 

locally-governed” small businesses. 

Health Centers boost the economies 

of the communities they serve, says  

the report.

The report also says that many Com-

munity Health Centers offer integrated  
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services, “bringing together medical, oral health, mental 

health, substance abuse treatment, and other critical services 

under one roof.” Eighty-two percent of Health Centers offer 

behavioral health, 76 percent offer oral health, and 40 per-

cent offer pharmacy services, the report says, adding that 68 

percent of Health Centers have become recognized as Patient 

Centered Medical Homes – “a standard shown to be related to 

better clinical performance.”

The Health Resources and Services Administration lays out 

several fundamental components of Community Health Cen-

ters, as part of its official Health Center Program. Among these 

fundamentals are:

•  Health Centers deliver high quality, culturally competent, 

comprehensive primary care, as well as supportive services 

such as health education, translation and transportation 

that promote access to healthcare.

•  Patients are served by Community Health Centers regardless 

of their ability to pay; Health Centers charge for services on 

a sliding fee scale.

•  Health Centers develop systems of patient-centered and 

integrated care that respond to the “unique” needs of 

diverse medically underserved areas 

and populations.

According to Simmons Farber, Com-

munity Health Centers “treat the most 

chronically ill and economically disad-

vantaged patients for a fraction of the 

cost of a hospital emergency room visit.”

Political realities
An estimated 9 million pa-

tients could lose access to 

healthcare if Congress fails to 

extend funding for the coun-

try’s Community Health Cen-

ters by a September 30 dead-

line, or “funding cliff.” Should 

Congress fail to extend fund-

ing beyond the end of Sep-

tember, the effect on the 

American healthcare system 

would be “devastating,” says 

Simmons Farber.

Failure to extend funding would result 

in a 70 percent budget cut to Health Cen-

ters and the closing of 2,800 Community 

Health Center sites throughout the coun-

try, according to HRSA estimates. Health-

care costs will “sky-rocket,” says Simmons 

Farber, “because access to preventive 

and primary care will be compromised 

for millions of people who would have 

no alternative but to seek primary care 

services in a hospital setting, or delay or 

avoid care altogether.”

Simmons Farber notes that 55 per-

cent of Community Health Centers are 

located in rural areas, “where options for 

“ Fifty-five percent of Community Health Centers 
are located in rural areas, where options for care 
are few or scarce and the nearest provider could 
be 100 driving miles in any direction. Therefore, 
she says, patients in rural areas could be most 
affected by a failure to extend funding. HRSA 
estimates that one in six rural residents in the 
United States rely on Health Center services.”

– Amy Simmons Farber, director of communications at  
the National Association of Community Health Centers
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care are few or scarce and the nearest provider could be 100 

driving miles in any direction.” Therefore, she says, patients in 

rural areas could be most affected by a failure to extend fund-

ing. HRSA estimates that one in six rural residents in the Unit-

ed States rely on Health Center services.

Simmons Farber says cuts would put the “entire U.S. 

healthcare delivery system at risk.” But, she adds, Community 

Health Centers have broad bipartisan support, because of 

the program’s “established record of keeping down health-

care costs while managing chronic disease in economically 

challenged populations.”

Nevertheless, NACHC and its 

members are taking no chanc-

es. The organization’s 2017 

Policy and Issues Forum, held 

in March in Washington D.C., 

brought together nearly 3,000 

advocates – including clinicians, 

nurses, board members, and 

patients – to lobby members of 

Congress to extend funding.

Health Centers are not “just 

another healthcare program,” 

says Simmons Farber. “They are problem-

solvers that look beyond the medical chart 

to not only prevent illness but also ad-

dress the factors that actually cause poor 

health….They are innovators in treating 

chronic conditions that are typically ig-

nored until they become a costly illness.”

The NACHC report can be found at 

http://www.nachc.org/wp-content/

uploads/2017/03/Strengthening-the-

Safety-Net_NACHC_2017.pdf. JHC
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Originally a part of President 
Lyndon Johnson’s War on Pov-

erty, the Health Center Program 

“has grown from two health cen-

ters to nearly 1,400 health centers 

operating more than 10,400 sites 

in every U.S. state, the District of 

Columbia, Puerto Rico, the Virgin 

Islands, and the Pacific Basin,” ac-

cording to the Health Resources 

and Services Administration.

The National Association of Com-

munity Health Centers estimates that 

25 million Americans receive care 

from Community Health Centers, 

many of them in economically dis-

advantaged urban and rural areas.

Here is a look at the services a Com-

munity Health Center must offer to 

receive federal funding through 

the Health Center Program:

1.  Required and Additional 
Services: Health Centers 

must provide all required 

primary, preventive, enabling 

health services and addition-

al health services as appro-

priate and necessary, either 

directly or through estab-

lished written arrangements 

and referrals. Health Centers 

that request funding to serve 

How do Community Health Centers work?

http://www.nachc.org/wp-content/uploads/2017/03/Strengthening-the-Safety-Net_NACHC_2017.pdf
http://www.nachc.org/wp-content/uploads/2017/03/Strengthening-the-Safety-Net_NACHC_2017.pdf
http://www.nachc.org/wp-content/uploads/2017/03/Strengthening-the-Safety-Net_NACHC_2017.pdf


www.osomtests.com

MADE IN THE USA

Today’s healthcare environment is challenging. 
Let our team help you minimize variability, provide 
standardization options, and reduce overall costs
with our rapid diagnostic products and services.

Answers for Healthcare. Awesome...yes, OSOM®.
Call your rep today at 800-332-1042 to learn more.

© 2017 Sekisui Diagnostics, LLC. All rights reserved. OSOM® is a registered U.S. trademark of Sekisui Diagnostics, LLC. Because every result matters™ is a trademark of Sekisui Diagnostics, LLC.
Not all products are available in all countries.

Meet Our Awesome Family
BV  � STREP  � FLU A&B  � TRICHOMONAS  � H. PYLORI  � MONO  � RSV  � HCG  � IFOB

Beverly Streppy Sniffy

Henry P. Lori Smooch Ruvee

Trixie

JHC_osom_may17.qxp_Layout 1  2/21/17  10:18 AM  Page 1

www.osomtests.com

MADE IN THE USA

Today’s healthcare environment presents challenges that
may seem overwhelming but we know even taking small
steps can make a big difference. Let our team help you
minimize variability, provide standardization options,
and reduce overall costs with our rapid diagnostic
products and services.

Answers for Healthcare. Awesome...yes, OSOM®.
Call your rep today at 800-332-1042 to learn more.

© 2017 Sekisui Diagnostics, LLC. All rights reserved. OSOM® is a registered U.S. trademark of Sekisui Diagnostics, LLC. Because every result matters™ is a trademark of Sekisui Diagnostics, LLC.

Meet Our Awesome Family
BV  � STREP  � FLU A&B  � TRICHOMONAS  � H. PYLORI  � MONO  � RSV  � HCG  � IFOB

Beverly Streppy Sniffy

Henry P. Lori Smooch Ruvee

Trixie

JHC_osom_mar17_Layout 1  1/27/17  1:20 PM  Page 1

http://www.osomtests.com


July 2017 | The Journal of Healthcare Contracting20

TRENDS

homeless individuals and their 

families must provide sub-

stance abuse services among 

their required services.

2.  Staffing Requirement: 
To receive HRSA funding, a 

Health Center must maintain 

a core staff as necessary to 

carry out all required primary, 

preventive, enabling health 

services and additional health 

services as appropriate and 

necessary. Staff must be ap-

propriately licensed, creden-

tialed, and privileged.

3.  Accessible Hours of Op-
eration/Locations: Services 

must be provided at times and 

locations that assure acces-

sibility and meet the needs of 

the population served.

4.  After Hours Coverage: 
Health Centers must provide 

professional coverage for 

medical emergencies during 

hours when they are closed.

5.  Hospital Admitting Privi-
leges and Continuum of 
Care: Health Center physi-

cians must have admitting 

privileges at one or more 

referral hospitals, or have 

another such arrangement to 

ensure continuity of care. In 

cases where hospital arrange-

ments (including admitting 

privileges and membership) 

are not possible, the Health 

Center must firmly establish 

arrangements for hospitaliza-

tion, discharge planning, and 

patient tracking.

6.  Sliding Fee Discounts: 
A system must be in place 

to determine eligibility for 

patient discounts adjusted 

on the basis of the patient’s 

ability to pay. Among other 

things, that system must 

provide a full discount to 

individuals and families with 

annual incomes at or below 

100 percent of federal pov-

erty guidelines. For patients 

with incomes between 100 

percent and 200 percent of 

the guidelines, fees must be 

charged in accordance with a 

sliding discount policy based 

on family size and income.

Additionally, as per HRSA, 

“No patient will be denied 

health care services due 

to an individual’s inability 

to pay for such services by 

the health center, assuring 

that any fees or payments 

required by the center for 

such services will be re-

duced or waived.”

7.  Quality Improvement/
Assurance Plan: Health 

Centers must have ongo-

ing Quality Improvement/

Quality Assurance programs 

that include clinical services 

and management, and that 

maintain the confidentiality of 

patient records. Among other 

things, the programs must in-

clude a clinical director whose 

focus of responsibility is to 

support the quality improve-

ment/assurance program and 

the provision of high quality 

patient care.

Additionally, periodic 

assessments must be made 

of the appropriateness of 

the utilization of services 

and the quality of services 

provided. These assess-

ments must identify and 

document the necessity for 

change in the provision of 

services by the Health Cen-

ter, and, where indicated, 

must result in the institu-

tion of said change.

(For full details on services, as well as more information about the Health Center Program,  

visit https://www.bphc.hrsa.gov/programrequirements/index.html.)
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Educate your customers, dazzle your boss, by reciting re-
cently released data from the Medicare Payment Advisory Com-

mission (MedPAC), an independent agency established in 1997 to 

advise the U.S. Congress on issues affecting the Medicare program.

Total spending
•  Overall spending. In 2015, total national health care 

spending was $3.2 trillion, or 17.8 percent of GDP. Private 

health insurance spending was $1.1 trillion, or 5.9 percent 

of GDP. Medicare spending was $646.2 billion, or 3.6 per-

cent of GDP. 

•  Spending accelerating. Healthcare spending growth 

shows signs of acceleration after several years of historic 

lows. From 1975 to 2009, total health care spending and 

Medicare spending grew at average annual rates of 9.0 per-

cent and 10.6 percent, respectively. Then from 2009 to 2013, 

those rates fell to 3.6 percent and 4.1 percent. From 2013 

to 2015, Medicare actuaries estimate that spending grew 

faster: National health care spending grew at an average 

annual rate of 5.6 percent, and Medi-

care spending grew 4.6 percent. 

•  Boom. The aging of the baby 

boomer generation will have a pro-

found impact on both the Medicare 

program and the taxpayers who 

support it. Over the next 15 years, 

as Medicare enrollment surges, the 

number of tax-paying workers per 

beneficiary will decline. By 2030 

(the year all boomers will have 

aged into Medicare), the Medicare 

Trustees project there will be just 

2.4 workers for each Medicare ben-

eficiary, down from 4.6 around the 

time of the program’s inception and 

3.3 in 2012.

•  Look out! By 2040, under federal 

tax and spending policies specified 

in current law, Medicare spend-

ing combined with spending on 

other major healthcare programs, 

Social Security, and net interest on 

the national debt will exceed total 

projected federal revenues and will 

thus either increase federal deficits 

and debt or crowd out spending on 

all other national priorities.

Hospital inpatient and 
outpatient services
In 2015, the Medicare fee-for-service pro-

gram paid 4,700 hospitals $178 billion for 

about 10 million Medicare inpatient admis-

sions, 200 million outpatient services, and 

$8 billion of non-Medicare uncompensated 

Medicare Spending
A look at where the dollars are going
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Out-of-pocket spending as a share of personal health care spending declined, 
while the share of spending by payers – private, Medicare, and Medicaid – 
increased, 1975 and 2015
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care costs. This sum represents a 3 percent increase in hospital 

spending from 2014 to 2015. 

•  On net, inpatient payments increased by $2 billion 

and outpatient payments increased by almost $4 billion. 

Inpatient payments increased because of slight increases 

in prices, patient severity and inpatient volume. Outpatient 

payments rose because of volume increases, price increas-

es, and the continued shift of services from lower cost phy-

sician offices to higher cost hospital outpatient settings. 

•  The average hospital occupancy rate was 62 percent 

in 2015, suggesting that hospitals have excess inpatient 

capacity in most markets. 

Inpatient use per beneficiary 

increased by 0.4 percent in 

2015, and use of outpatient 

services increased by 2.2 

percent. The small increase 

in inpatient admissions 

per capita follows years of 

steady declines.

•  Hospital mortality and 
readmission rates have 

improved in recent years. 

•  Patient satisfaction 
also has improved, with 

the share of patients rating 

their hospital a 9 or 10 on 

a 10-point scale increasing 

from 69 percent in 2011 to 

72 percent in 2015.

Physician and other professional services
In 2015, Medicare paid $70.3 billion for physician and other 

health professional services, accounting for 15 percent of fee-

for-service Medicare benefit spending. 

•  About 919,000 clinicians billed 
Medicare in 2015 – over 581,000 

physicians and nearly 338,000 

nurse practitioners, physician assis-

tants, therapists, chiropractors, and 

other practitioners. 

•  Medicare payment rates for 
physician and other health pro-

fessional services in 2015 were 78 

percent of commercial rates for 

preferred provider organizations, 

the same as in 2014. 

•  Average annual physician 
compensation increased by 4 

percent in 2015, although average 

compensation was much lower 

for primary care physicians than 

for physicians in specialty groups 

such as radiology and nonsurgical, 

procedural specialties.

Ambulatory surgery centers
In 2015, nearly 5,500 ambulatory 

surgery centers treated 3.4 million 

fee-for-service Medicare beneficiaries. 

Medicare program and beneficiary 

spending on ASC services was about 

$4.1 billion.

•  The number of Medicare-
certified ASCs grew from 2010 to 

2014 at an average annual rate of 

1.1 percent. In 2015, the number of 

ASCs increased 1.4 percent.

•  Most new ASCs in 2015  

(96 percent) were for-profit facilities.

From 2013  
to 2015, 

Medicare 
actuaries 

estimate that 
national health 
care spending 

grew at an 
average 

annual rate of 
5.6 percent, 

and Medicare 
spending grew 

4.6 percent. 
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•  The volume of services per beneficiary grew from 

2010 through 2014 by an average annual rate of 0.5 per-

cent. In 2015, volume increased by 1.8 percent, which is 

higher than in recent years.

Post-acute care
Post-acute-care providers include skilled nursing facilities 

(SNFs), home health agencies (HHAs), inpatient rehabilitation 

facilities (IRFs), and long-term care hospitals (LTCHs). In 2015, 

fee-for-service program spending on post-acute-care services 

totaled $60 billion.

•  High levels of spending and the inequity of 
payments across different types of patients has led the 

Medicare Payment Advisory Commission to recommend 

changes to both the level and the designs of the 

payment systems. 

•  Given the similarity of some of the patients treat-

ed in the four PAC settings but substantial differences 

in the payments made by Medicare, in June 2016 the 

Commission recommended features of a unified pay-

ment system. Like the recommended designs of the HHA 

and SNF prospective payment system, the unified PAC 

prospective-payment system would base payments on 

patient characteristics. 

•  Transitioning to a PAC prospec-
tive payment system could begin 

as early as 2021; until then, Med-

PAC advises CMS to move forward 

with revisions to the SNF and HHA 

prospective payment systems. With 

consistent incentives, MedPAC be-

lieves the revised payment systems 

will give providers valuable experi-

ence in managing care under pay-

ment systems that tailor payments 

to the care needs of patients. 

Skilled nursing facility 
services
SNFs provide short-term skilled nursing 

and rehabilitation services to beneficia-

ries after a stay in an acute care hospital. 

In 2015, about 15,000 SNFs furnished 2.4 

million Medicare-covered stays to 1.7 mil-

lion fee-for-service beneficiaries. Medi-

care fee-for-service spending on SNF ser-

vices was $29.8 billion in 2015. 

•  Median occupancy between 

2014 and 2015 declined slightly but 

remained high (86 percent), with 

one-quarter of SNFs having rates at 

or below 75 percent. 

•  Covered admissions per FFS 
beneficiary increased between 

2014 and 2015, consistent with in-

creases in inpatient hospital admis-

sions. (A three-day inpatient stay 

is required for Medicare coverage 

of SNF services). At the same time, 

length of stay declined, resulting in 

a net reduction in covered days. 
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Hospital care and clinician services accounted for the largest shares of personal 
health care spending in 1975 and 2015
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•  The average Medicare margin 

was 12.6 percent in 2015 – the 

16th year in a row that the aver-

age was above 10 percent. Margins 

continued to vary greatly across 

facilities, reflecting differences in 

costs and shortcomings in the SNF 

PPS, which favors treating reha-

bilitation patients over medically 

complex patients. 

Home health services
Home health agencies provide services 

to beneficiaries who are homebound 

and need skilled nursing or therapy. 

In 2015, about 3.5 million Medicare 

beneficiaries received care, and the 

program spent about $18.1 billion 

on home health care services. In that 

year, over 12,300 agencies participated  

in Medicare. 

•  The number of agencies fell 
slightly in 2015 by 0.9 percent after 

a long period of growth. (From 2004 

to 2014, the number of agencies in-

creased by 63 percent.) The decline 

in 2015 was concentrated in areas 

that experienced sharp increases in 

supply in prior years

•  The volume of services in 2015 

increased by 0.3 percent, reversing a 

three-year trend of modest decline. 

•  The total number of users in-

creased slightly in 2015, while the av-

erage number of episodes per home 

health user declined by 0.6 percent. 

•  From 2002 to 2015, home health utilization increased 

substantially, with the number of episodes increasing by over 

60 percent and the episodes per home health user increasing 

from 1.6 to 1.9 episodes. 

•  Episodes not preceded by a hospitalization account-

ed for most of the growth in home health utilization from 

2002 to 2015; these episodes increased from about one-

half to two-thirds of total episodes.

•  For more than a decade, payments have consistently and 

substantially exceeded costs in the home health PPS. Medicare 

margins for freestanding agencies averaged 16.5 percent between 

2001 and 2014 and were, on average, 15.6 percent in 2015. (The 

marginal profit for HHAs in 2015 was 18.1 percent.) MedPAC 

projects that Medicare margins for 2017 will equal 13.7 percent. 

Outpatient dialysis services
Outpatient dialysis services are used to treat the majority of indi-

viduals with end-stage renal disease (ESRD). In 2015, nearly 388,000 

beneficiaries with ESRD on dialysis were covered under FFS Medi-

care and received dialysis from nearly 6,500 dialysis facilities. Since 

Medicare’s share of spending on personal health care varies by type of service, 2015

Note:      CHIP (Children’s Health Insurance Program), B (billion), CCR (continuing care retirement). “Personal health care” is 
a subset of national health expenditures. It includes spending for all medical goods and services that are provided 
for the treatment of an individual and excludes other spending, such as government administration, the net cost of 
health insurance, public health, and investment. “Hospital” includes all services provided in hospitals to patients: 
room and board, ancillary services such as operating room fees, inpatient and outpatient care, services of resident 
physicians, inpatient pharmacy, hospital-based nursing home care, hospital-based home health care, and fees for 
any other services billed by the hospital such as hospice. “Other” includes private health insurance, out-of-pocket 
spending, and other private and public spending. Medicare’s share of spending is lower for other service categories 
included in personal health care that are not shown here, namely, other professional services; dental services; other 
health, residential, and personal care; and other nondurable medical equipment. 

Source: CMS Office of the Actuary, National Health Expenditure Accounts, released December 2016.
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TRENDS

2011, Medicare has paid for outpatient dialysis services using a 

prospective payment system (PPS) based on a bundle of services. 

The bundle includes certain dialysis drugs and ESRD-related clini-

cal laboratory tests that were previously paid separately. 

•  Medicare expenditures for outpatient dialysis ser-
vices in 2015 were $11.2 billion, a slight decline of 0.1 per-

cent compared with 2014 Medicare dialysis expenditures. 

•  The number of dialysis treatment stations grew 

slightly faster than the number of dialysis beneficiaries 

between 2014 and 2015. 

•  The number of fee-for-
service dialysis ben-
eficiaries grew by 1.0 

percent between 2014 and 

2015, while the total num-

ber of treatments grew by 

0.4 percent. 

•  A potential concern 

is that the proportion of 

patients with higher levels 

of residual kidney function 

upon the initiation of dialysis 

increased from 13 percent in 

1996 to 43 percent in 2010. 

Hospice services
The Medicare hospice benefit 

covers palliative and support 

services for beneficiaries who are terminally ill with a life expec-

tancy of six months or less if the illness runs its normal course. 

Beneficiaries may choose to elect the Medicare hospice benefit; in 

so doing, they agree to forgo Medicare coverage for conventional  

treatment of their terminal illness and  

related conditions.

•  More than 1.38 million Medi-
care beneficiaries (including 

nearly 49 percent of decedents) re-

ceived hospice services from about 

4,200 providers in 2015.

•  Medicare hospice expenditures 

totaled about $15.9 billion in 2015.

•  The number of hospice providers 

increased by about 2.6 percent in 

2015, due almost entirely to growth 

in the number of for-profit hospices, 

continuing a more than decade–long 

trend of substantial market entry by 

for-profit providers. 

•  The proportion of beneficiaries 

using hospice services at the end 

of life continued to grow in 2015, 

while average length of stay among 

decedents declined slightly. 

•  Average length of stay among 

decedents declined slightly between 

2014 and 2015, from 88.2 days to 86.7 

days, as a result of a decrease in length 

of stay among hospice decedents 

with the longest stays. The median 

length of stay for hospice decedents 

was 17 days in 2015 and has remained 

stable at approximately 17 or 18 days 

for more than a decade. JHC

Source: Report to the Congress: Medicare Payment Policy, Medicare Payment Advisory Commission,  

http://www.medpac.gov/docs/default-source/reports/mar17_entirereport.pdf?sfvrsn=0

The average 
hospital 

occupancy 
rate was 

62 percent 
in 2015, 

suggesting 
that hospitals 
have excess 

inpatient 
capacity 
in most 
markets.

http://www.medpac.gov/docs/default-source/reports/mar17_entirereport.pdf?sfvrsn=0
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NEWS

Cleveland Clinic creates insurance  

joint venture with Oscar Health 

Cleveland Clinic is launching a joint venture health 

insurance company with Oscar Health (NY). The JV 

will offer individuals coverage on and off the Afford-

able Care Act’s exchanges at a time when most other 

insurers are jumping ship because of financial losses 

and regulatory uncertainty perpetuated by the Trump 

administration and Republican-controlled Congress. 

One of Oscar’s founders Joshua Kushner is the 

younger brother of Jared and brother-in-law of Ivanka 
Trump. Oscar Health, which has struggled with finan-

cial losses in the past few years, gets to align itself will a 

well-known system that it hopes will attract enrollment. 

Starting January 2018, Cleveland Clinic and Oscar will 

together offer individual coverage in five northeast 

Ohio counties. The 50-50 joint venture takes some risk 

of the move away from Cleveland Clinic, because the 

companies will share equally in the losses and profits. 

The Cleveland Clinic will handle care delivery and Os-

car will provide the tech platform and insurance op-

erations expertise. Oscar now covers about 105,000 

people, and expects a few thousand to enroll in Ohio 

in the first year. According to a Modern Healthcare ar-

ticle, Oscar has struggled with losses despite raising 

millions in venture capital. This year, it sold coverage 

on exchanges in New York, California, and San Anto-

nio. It lost more than $200 million on plans in 2016 

and $120 million in 2015. Oscar previously pulled out 

of exchanges in Dallas and New Jersey, and recently 

filed requests with New York regulators to raise its in-

dividual rates in the state by 11% on average.

Premier Inc survey finds healthcare leaders 

expanding use of generics, educating 

physicians on therapeutic alternatives  

in order to control drug spending 

A new Premier Inc (Charlotte, NC) survey finds 

drug spending has increased among healthcare 

leaders. Premier expects the trend to continue over 

the next five years. To counteract this significant 

drain on hospital budgets, health system leaders 

are employing various methods and strategies to 

ease the burden. The survey found that 96% of 

respondents said their hospital or health system’s 

overall pharmacy spend has somewhat or signifi-

cantly increased for their inpatient population. Ad-

ditionally, drug prices and use of specialty drugs 

are culprits of rising pharmaceutical spend: 95% re-

port increased drug prices and 91% said increased 

use of expensive specialty drugs have contributed 

the most to their organization’s inpatient pharma-

ceutical spend. The survey found that 95% of re-

spondents estimate drug expenses to increase by 

at least 10% over the next five years, with 16% of 

respondents estimating drug prices will climb by 

30% or more.

Vanderbilt Medical Center launches  

network of recovery ICU clinics 

Vanderbilt Medical Center (Nashville, TN) launched 

the first network of recovery ICU clinics in the U.S. 

to help ensure patients receive the care they need 

post-intensive care. The network will consist of 11 

clinics in the U.S. and U.K. in the first year.

Industry News
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