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skin in the game, which increases 
their value perception. The cost 
transparency also enables them to 
make decisions about their care, 
especially if the procedure is elec-
tive. The practice’s surgery coordi-
nator or financial counselor should 
contact the patient’s insurance plan 
to determine unmet deductible, 
co-insurance, and services that are 
not covered. This information, 
provided to the patient on a cost 
estimate spreadsheet or form, must 
be discussed with him or her before 
surgery is scheduled. Ideally, the 
presurgical deposit should account 
for 50 percent of the patient’s out-
of-pocket costs. 

3. Collect the patient’s portion of 
office services and any outstanding 
A/R balances over 30 days old at 
the time of service. 
Data already in the practice man-

agement system (PMS) can be 
leveraged to increase collections. 
Staff should be trained to generate 
and use reports from the PMS that 
indicate the amounts patients owe, 
unmet deductibles, and ineligible 
patients from whom they can col-
lect at the time of service. 

Practices that see a high number 
of patients often find that printing 
out a table of the most common 
Current Procedural Terminology 
codes and top insurance plans—
often with a patient’s financial 
responsibility already calculated—
can streamline the process. 

4. Offer automated recurring 
payments.
Appreciated by patients, yet under-
utilized by practices, automated re-
curring payments charge a patient’s 
credit card each month for an 
agreed upon amount. That means 

no more mailing paper statements, 
no more payment books, and 
no more staff interventions are 
needed. The process is payment 
card industry compliant and more 
secure than maintaining a spread-

sheet with patient credit card 
numbers. This payment option is 
low hanging fruit that practices 
can implement swiftly. However, 
only 31 percent of pre-workshop 
attendees say they offer this option.
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Meeting the Unmet Need:  
Independent Medical Examinations
● J. MARK MELHORN, MD

The Centers for Disease Con-
trol and Prevention reports 
80.1 million visits per year 

to physician offices, hospital out-
patient centers, and the emergency 
department for injuries. The nearly 
3 million nonfatal workplace in-
juries and illnesses reported by 
private industry employers in 2014 
occurred at a rate of 3.2 cases per 
100 equivalent full-time workers. 

Many of these workplace inju-
ries result in a lawsuit or workers’ 
compensation claim. Benefits paid 
under workers’ compensation 
programs totaled $60.2 billion in 
2011. Independent Medical Evalu-
ation (IME) reports play an in-
creasingly important role in work-
ers’ compensation cases, personal 
injury litigation, and long-term 
disability claims.

The workers’ compensation 
system is continually challenged 
by a number of external forces, 
including the courts, the press, and 
even the Occupational Safety and 
Health Administration (OSHA). 
Orthopaedists are often asked to 
complete an Independent Medical 
Evaluation to assist the courts in 
understanding the cause, diagnosis, 
appropriate treatment, outcome, 
functional loss, and impairment 
resulting from injury. These reports 

are utilized by judges, hearing of-
ficers, and plaintiff and defense 
attorneys to settle claims. Physi-
cians are frequently called upon at 
depositions, hearings, or trials to 
support, justify, and defend every 
word of their IME reports.

A Google search for “Indepen-
dent Medical Examination” re-
turns 3,670,000 results.  A review 
of the results finds most sites are 
created by attorneys and are de-
signed to provide the examinee tips  
on how to prepare for his or her 
IME.

Learning how to conduct Inde-
pendent Medical Examinations 
correctly is a skill seldom taught in 
residency programs.  Developing 
and defending your IME requires 
special training. There are a num-
ber of mistakes you need to learn 
to avoid when writing your IME 
reports.

Mistake #1: Not Answering the 
Questions Asked
Physicians frequently do not an-
swer the questions asked by the 
referring source. The physician 
prepares a “standard” history, 
physical examination, and diagno-
sis without the requested specifics. 
Consider this question, for ex-
ample: “Did the injury of May 15, 
2016, result in the condition for 
which medical treatment is being 
requested?” What would be your 
justification for an answer of “yes” 
or “no”? 

Mistake #2: Expressing Opinions 
on Issues Not Asked
Physicians sometimes opine in 
areas they were not requested to 
address. For example, although the 
patient does not complain of pain 
in her left wrist as a result of her 
fall, her radiographs demonstrate 
osteoarthritis that may have been 

aggravated by the fall. This results 
in unnecessary broadening of the 
claim.

Mistake #3: Expressing Opinions 
Outside of Their True Areas of 
Expertise
The requesting source may ask for 
opinions on topics that are not part 
of the physician’s training.  For 
example: Was the delta V in the 
motor vehicle collision on July 1, 
2016, sufficient to have caused the 
cervical strain that was diagnosed 
by Dr. Smith on November 15, 
2016?

Learn more 
The new half-day course “AAOS 
Improving Your IME Report” will 
be held Nov. 2 in Las Vegas, fol-
lowed by the “19th Annual AAOS 
Workers’ Compensation and Mus-
culoskeletal Injuries” course,  
Nov. 3–5. For more information, 
visit www.aaos.org/courses  

J. Mark Melhorn, MD, is the course 
director for the “19th Annual 
AAOS Workers’ Compensation and 
Musculoskeletal Injuries: Improving 
Outcomes with Back-to-Work, Legal 
and Administrative Strategies” and the 
linked course “AAOS Improving your 
IME Report.”
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Fig. 2 Propensity to pay by deductible size, based on analysis by the Advisory Board Company.
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