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M
ost doctors in Canada get paid
by submitting “invoices” con-
cerning what they did with the
patients they saw to their min-
istries of health. Under this fee-
for-service model, physicians get

reimbursed by each province’s health insurance plan.
This system means that healthcare providers have

to do a lot of paperwork just to get paid. Imagine fil-
ing your taxes multiple times each month. For most
physicians, this adds hours of extra work each week
to an already hectic schedule.

Like accounting, medical billing can be equally ar-
cane. In many provinces, the “fee schedule” for ser-
vices is over 500 pages long and the rules are com-
plex. This makes it hard for doctors to ensure they
get paid correctly for the services they provide.

Not only is it time-consuming, but there’s a mate-
rial cost to these tasks. Organizations spend over
$20,000 each year per physician to deal with provin-
cial health agencies about billing issues.

For those in hospital systems, budget cuts have led
to less staff to help doctors with their billing. Even if
doctors decide to outsource their billing to a third-
party agency to save time, their overhead costs can
increase by 5 to 10 percent. They also lose direct con-
trol over their primary source of income.

Most healthcare organizations use electronic
medical record (EMR) systems that include billing
functions. In Ontario, 82% of primary care providers
are using EMR software from major vendors includ-
ing Telus Health, QHR and Epic. The problem is,
these systems are installed on desktop computers and
can’t be taken on the go.

Mobile doctors who move from patient to pa-

tient will keep track of everything on pieces of pa-
per until they can get back to their computers. This
can cause real headaches, and the Canadian Med-
ical Association (CMA) estimates that the average
physician fails to claim at least 5 percent of the in-
sured services they provide. For a doctor billing
$300,000 each year, that means losing at least
$15,000 of income.

In short, billing is a pain for healthcare profes-
sionals – but there is a better way. New mobile apps

are helping doctors cut down on paperwork and do
their billing in minutes, not hours. This leads to
more manageable workloads, and ultimately,
better patient outcomes.

The CMA itself recommends using “...
an app for your smartphone or tablet that
captures all services you deliver when you
are out of the office, such as when you are
on call or at the hospital.”

Dr. Bill (www.dr-bill.ca), an app available for
iPhones and Android devices and on the web, does
just that. It lets doctors snap pictures of patient data
and log claims in seconds. Their service also includes
support from live billing agents who help doctors
with their billing. 

This mobile-first billing solution comes from a
Vancouver-based startup that understands the prob-
lem that doctors face. “We don’t think doctors should
have to spend hours on administrative tasks. They’re
already so busy, and should instead be focused on
helping patients and saving lives,” says Steve Lionais,
CEO and co-founder of Dr. Bill.

Physicians can save almost 10 hours of work each
month on average. By doing billing while they work
instead of in batches, it also helps doctors reduce the
chance of losing any claims.

Dr. Bill is now launching in the Ontario market
and has close to 1,000 physicians signed up on its

platform in BC and Ontario. After raising an in-
vestment round from some of their own

users, they plan to expand to every
province by the end of 2017.
Agent+, another app-based billing solu-
tion for iOS devices, launched last sum-
mer and is currently available for doctors
in Ontario. It’s the work of Toronto-based

Plexus Interactive, a company founded by
full-time physicians Jeremy Theal and

Joyce Lee.
Modern solutions like these can sim-

plify and automate administrative
tasks for doctors. This helps

lower healthcare costs and
creates more time for pa-
tient care.
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Dr. Bill has close to 1,000 physicians signed up on its platform in British Columbia and Ontario.

Medical billing solution apps becoming
popular with doctors in Canada
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The CMA estimates that the average
physician fails to claim at least 5
percent of the insured services they
provide each year.
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Over the past 2 decades, gov-
ernment and provider orga-
nizations throughout the

Canadian healthcare system have in-
vested heavily in the acquisition and
deployment of health information
systems, including electronic health
records (EHRs). 

By virtue of nurses being the
largest constituency of health profes-
sionals in Canada, they are also the
predominant users and contributors
of clinical data. Capturing healthcare
data, including nursing data, in a
structured way is essential to accom-
plish the vision of accurate, reliable,
clinically meaningful measurement
across systems and settings of care.

National and jurisdictional en-
dorsements of data and documenta-
tion standards such as interRAI,
SNOMED-CT, LOINC and ICNP

have set the stage for the adoption of
data standards in Canada.

In progress since 2006, the Cana-
dian Health Outcomes for Better In-
formation and Care (C-HOBIC) fo-
cuses on the electronic collection of
standardized, evidence-based, clini-
cal patient outcomes in acute care,
long-term care and home care sec-
tors of the healthcare system. 

The introduction of a system-
atic, structured language to docu-
mentation of patient assessments
enables the information to be con-
sistently captured within organiza-
tional and jurisdictional EHRs and
made available to clinicians across
the continuum of care. The C-HO-
BIC dataset consists of the follow-
ing categories: 

• Functional status and continence
• Symptoms – pain, nausea, fatigue, 

dyspnea
• Safety outcomes – falls, 

pressure ulcers

• Therapeutic self-care 
(readiness for discharge).
The C-HOBIC concepts represent

dimensions of patients’ health status
that all clinicians assess every day.
The difference from traditional prac-
tice is that information is gathered
electronically in a standardized way.
Where possible the C-HOBIC con-

cepts are assessed using interRAI
measures to support standardizing
the collection of clinical data and re-
ducing burden to clinicians. The C-
HOBIC Data Set has been mapped
to ICNP and SNOMED CT to sup-
port inclusion in EHRs. 

This initiative was sponsored by

the Canadian Nurses Association with
funding from Canada Health Infoway
and participating provincial partners. 

Initially the focus was on imple-
mentation of the dataset in three
provinces within Canada, with stan-
dardized questions on these concepts
included in admission and discharge
assessments. The plan was to then
work with clinicians regarding the
value of this data in evaluating clini-
cal practice. 

In the next phase, the focus was
on facilitating patient transitions
through the provision of a synoptic
report to support sharing of clinical
information between clinical disci-
plines and care settings. 

Findings from the evaluation
support the value of the C-HOBIC
information in supporting care
transitions; however it was clear
that more effort needs to be di-
rected towards integrating the  

C-HOBIC enables structured
information to be captured
and shared among
clinicians.
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