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What to do when a patient is abusing worker’s 
compensation or disability claims

Are your business associate 
agreements up-to-date 
with the latest HIPAA 
requirements?

Most likely you’ve already learned to manage the 
administrative issues and challenges related to 
workers’ compensation and disability claims.
Far more difficult to manage, however, are issues 
related to patients who are trying to abuse the system—
particularly patients who expect you to cooperate, or 
even participate, in their schemes to bilk the system.
As one medical office manager, who asked to remain 
anonymous, told us, “It’s not the carriers; it’s the 
patients. They want to stay out of work and that’s 
why they are coming in.”

Abusing the system
Unfortunately, this patient mindset is not uncommon.
The Long Island Rail Road, a commuter rail system 
serving Long Island, N.Y., has repeatedly made 

headlines in connection with widespread abuse of 
disability benefits; hundreds of workers received 
payments for exaggerated or phony disability 
claims. The investigation, which has spanned several 
years, resulted in charges against physicians and 
consultants, along with several convictions, as well 
as revocation of benefits to “disabled” workers.
Obviously, there’s a difference between scheduling 
an appointment with a patient and contributing to 
insurance fraud, just as there is a difference between 
documenting patient complaints and an intentionally 
false diagnosis.
But it still creates a quandary. How do you handle 
patients who aren’t interested in medical treatment 
but instead want documentation to stay out of work?

As we told you last month, the Omnibus Final rule 
implementing HITECH made some changes affecting 
Business Associate (BA) agreements. While Sept. 
23 was the compliance deadline for most obligations 
under the Final Rule, some agreements enjoy a 
grace period and may not need to be updated until 
September 2014. But you should take the opportunity 
now to make sure you haven’t overlooked any 
issues concerning your BA agreements and set up 
a procedure to ensure going forward that you have 
an up-to-date BA agreement with every entity with 
whom you do business for which the law now 
requires a BA agreement.

™

™
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I have seen the world change…
Susan Crawford looks back at 26 years of evolution in 
the medical office management profession

Dear Readers:
Medical Office Manager’s first issue came out in November 1987. 
And now after 26 years as your editor, I have retired.
This is a good time to look at the issues and conundrums you as 
manager have faced during all that time and to congratulate you on a 
job well done. 
The changes have been staggering. You have kept up with them all.

It began 30 years ago with DRGs
The gargantuan health care system you deal with today was essentially 
born 30 years ago when Medicare realized it had to cut back on what 
it was paying out. And because commercial payers always follow 
Medicare’s lead, the resulting changes have been universal.
It started with hospitals. In 1983 Medicare stopped paying for each 
individual service a hospital provided for a patient and paid instead 
a single amount for the patient’s diagnosis related group, or DRG, 
which was determined mostly by the diagnosis that necessitated the 
admission.
At that point, the ICD-9-CM codes moved into the limelight, 
because it was the codes that determined the DRG and the DRG that 
determined the payment.

From the hospitals to the offices
At the beginning of the 1990s, Medicare took a similar focus on 
medical offices, and doctors’ pay became based on relative value 
units, or RVUs, which were values assigned to individual services. 
Doctors’ payments then became determined by the CPT codes and the 
ICD-9-CM codes supporting them.
Until that point, most offices had paid little attention to coding. In 
fact, many were using code books several years old just to avoid the 
expense of buying new books each year.
But within a short while, it was the codes that determined an office’s 
success, particularly the new evaluation and management codes, 
which covered the different types of patient encounters and thus 
became the basis for most of an office’s revenue.

On to HIPAA, PQRI, EHRs, ACOs, & ICD-10
From there, the regulatory complexity of office management 
blossomed. 

(continues on page 21)
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Grace Period for Data Use Agreements
A data use agreement is similar to BA agreements. It 
allows a party to use a limited data set if assurances 
are made the entity will comply with HIPAA. Like BA 
Agreements, those agreements also received a grace 
period for compliance under the Omnibus Final Rule. If 
data use agreement was entered into before Jan. 25, 
2013 and it complies with requirements of 164.514(e) 
–despite 164.502(a)(5)(ii)—it is compliant until 

1. The date of a contract renewal or modification on 
or after Sept. 23, 2013 OR

2. Sept. 22, 2014.
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(continued from page 1)
We’ll help check your existing arrangements with 
outside entities, make sure you understand how the 
September 2014 grace period works and ensure that 
your BA agreements comply with the latest changes.

What is a BA agreement?
A BA agreement is a written agreement between a 
covered entity and another entity performing some 
function on its behalf that involves protected health 
information (PHI). The agreement typically describes 
the function to be performed, the uses of PHI permitted 
under the agreement and the BA’s obligations under 
HIPAA to properly safeguard the PHI. 

What are the deadlines?
Generally, BA agreements must be in compliance 
with the new requirements as of Sept. 23, 2013. 
But, there is a grace period for some qualifying 
agreements, giving you until Sept. 22, 2014. An 
agreement qualifies for “deemed compliance” and 
that September 2014 deadline if:
1. It was entered into before Jan. 25, 2013 and 

complied with the requirements that were in 
effect on Jan. 25, 2013; and 

2. The BA agreement wasn’t renewed or changed 
between March 26, 2013 and Sept. 23, 2013.

Deemed compliance lasts until whichever occurs first:
1. The date of a contract renewal or modification on 

or after Sept. 23, 2013; or
2. Sept. 22, 2014.

That means “if you had a HIPAA compliant 
agreement in effect, you have an extra year to make 

changes,” explains Washington, D.C. health care 
lawyer Kirk Nahra of Wiley Rein. While it may be 
nice to have that extra year, Nahra advises that you 
don’t wait to update those qualifying agreements and 
revise them as soon as you can. For example, you’ll 
need to prohibit the BA from marketing and sale of 
PHI. You don’t want to let them do that for a year, 
says Nahra. 

Who must have a BA agreement? 
Combining the pre-existing definition of BAs and the 
changes in the Omnibus Final Rule, the following 
entities must enter into a BA agreement with covered 
entities:
1. Any entity other than a member of the covered 

entity’s workforce who “creates , receives, 
maintains, or transmits” PHI for a function 
regulated by HIPAA including processing 
claims, analyzing data, utilization review, quality 
assurance and patient safety activities, billing 
and practice management functions. [42 C.F.R. 
160.103].

2. Any entity (other than a covered entity’s 
workforce member) providing services to 
the covered entity that involve disclosure of 
PHI including “legal, actuarial, accounting, 
consulting, data aggregation… management, 
administrative, accreditation, or financial 
services.” [42 C.F.R. 160.103].

3. Patient safety organizations (PSOs) and others 
involved in patient safety activity. The Omnibus 
final rule expressly added this category to 
the general definition of a business associate. 
Patient safety organizations receive information 
about patient safety events from providers and 
analyze events for providers. Therefore, HHS 
acknowledged in the preamble to the rule that 
the pre-existing definition’s reference to entities 
performing “analysis” of PHI would probably 
capture patient safety organizations. But the 
Patient Safety Quality Improvement Act provides 
that patient safety organizations must be treated 
as BAs under the Privacy Rule so this change 
reflects that requirement. 

4. Health information organizations (HIO) 
(e-prescribing gateways or health information 
exchanges) that transmit and maintain PHI. The 
Omnibus Final Rule expressly added this entity to 
the BA definition. HIOs are entities that routinely 
access PHI rather than being a mere conduit. 
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Are you a business associate?
Health care lawyer Rick Hindmand warns that even 
medical group practices should consider if they or 
some of their physicians could be business associates 
of another covered entity. For example, Hindmand 
explains that a physician acting as a medical director at 
a hospital medical department and performing a quality 
control function, could be a business associate. If the 
physician or practice is doing a service for a covered 
entity that doesn’t involve treatment, BA rules could 
apply. For example, a large medical group practice 
contracts with another practice to provide billing 
services or enters into an office sharing arrangement 
subleasing space and services to the physician (such 
as receptionist or other administrative services), it 
could trigger a BA relationship.

Tip: Don’t just rely on the fact that you are getting 
a BA agreement with a vendor for protecting PHI. 
Conduct a due diligence review of your BAs and 
potential BAs, says Hindmand. “Due diligence is 
important to make sure the CE knows the BA has 
good reputation,” he explains. 
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The Omnibus rule doesn’t define HIOs. HHS 
noted that that the lack of definition is intentional 
because the industry is constantly developing and 
changing. But the rule promises guidance on this 
term. The preamble to the rule does describe the 
meaning of the “conduit” exception as a narrow 
one that only applies to entities who provide “mere 
courier services” such as the postal service or UPS 
or electronic couriers such as an internet service 
provider. Conduits transport but don’t access 
information other than on random or infrequent 
basis as needed to perform transportation service. 
Although temporary storage during transmission 
of PHI may qualify as a conduit, entities that 
store health information or maintain it on behalf 
of a covered entity are covered as BAs—even if 
the entity doesn’t view the health information. 
The difference is the “transient versus persistent 
nature” of ability to access the information, 
according to HHS’s preamble to the rule. [Final 
Rule, Jan. 25, 2013, pages 5571-72].

5. Personal health record vendors that offer a 
personal health record on behalf of a covered entity.

6. Subcontractors of business associates: that 
includes even entities with whom the BA doesn’t 
have a formal subcontractor agreement –i.e. 
anyone to whom the BA “delegates a function, 
activity or service,” who isn’t a member of the 
BA’s workforce. Such function or service would 
be “creation, receipt, maintenance or transmission 
of protected health information.” [42 C.F.R. 
160.103; Final Rule, Jan. 25, 2013, page 5573].

Applying the BA definition in your practice 
Consider who qualifies as BA now under the current 
definition. Is there anyone you deal with or are now 
contracting with who didn’t previously but now 
does qualify as a BA? Make sure they have a BA 
agreement. Use our handy checklist to help you do 
that. Use our checklist and table to help you record 
and track the results of your review to show you 
considered every vendor or outside organization 
working with the practice. Use your record to 
keep track of BA agreements and maintain them in 
compliance with HIPAA. 
Why is this important? Because you want to find 
any missing, out-of-date or noncompliant BA 
Agreements before the government does. “People 
from OCR can show up in a lot of different ways 
now,” warns Chicago healthcare attorney Rick 
Hindmand of McDonald Hopkins. For example, OCR 
or other agencies could have reason to review your 
BA agreement compliance if they are performing 
a meaningful use audit, investigating a breach or 
performing an audit for other reasons. “The policy 
of OCR is if there are more than 500 individuals 
involved in a breach, OCR comes in and does an 
investigation and asks for policies and procedures 
and your BA agreements,” Hindmand explains. 
He notes a surgical practice was fined last year 
for failing to have required BA agreements. HHS 
reported that the group was fined $100,000 for, 
among other things, failing to have BA agreements 
with “Internet-based email and calendar services 
where the provision of the service included 
storage of and access to its ePHI.” [See HHS Press 
Release, April 17, 2012, http://www.hhs.gov/news/
press/2012pres/04/20120417a.html]

What must be in your BA agreement? 
Your BA agreements should include the following:
1. Describe uses and disclosures of PHI permitted 

for the BA and stipulate the BA won’t use or 
disclose PHI except as permitted by the contract 
or required by law.

(continued from page 3)
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Warning: Nahra warns that you should carefully 
consider what you want to obligate BAs to do when 
drafting and negotiating a provision concern breach 
notification. Don’t just copy the language from the 
statute. If you do, you may be delegating to the BA 
the decision-making concerning what constitutes a 
breach, he advises. On the other hand, if you require 
the BA to report more broadly, then your entity 
will need to sort through those reports. So carefully 
consider what information you want your BA to 
report and when. In doing this, consider the four 
criteria we discussed last month that determines 
when a breach requires action. 

9 ways to curb host liability risks in 
serving alcohol at holiday party
If you’re planning to serve drinks at your law office firm 
party this holiday season, here are some of the steps 
you can take to prevent drunk driving accidents: 

1. Make guests pay for their drinks

2. Limit the number of drinks each guest can consume

3. Offer a wide selection of non-alcoholic drinks

4. Serve food—it absorbs alcohol and may cut down 
on the drinking

5. Don’t serve salty foods—it makes people thirsty

6. Close the bar at least an hour before the party ends

7. If guests are drunk, don’t serve them any more 
drinks

8. Hire a professional bartender to run the bar

9. Provide rides home for anyone unable to drive
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2. Require BA implement safeguards to protect 
PHI from unauthorized use or disclosure 
including compliance with HIPAA Security 
Rule requirements for electronic PHI.** (The 
Omnibus Final Rule added the requirement that 
BA agreements require the BA to comply with the 
HIPAA Security Rule). 

3. Require BA cooperate with an individual’s 
request for disclosure of their PHI, an individual’s 
request to amend their PHI and requests for 
accounting. 

4. Require BA comply with Privacy Rule 
requirements related to BA’s obligations under 
the arrangement with covered entity. ** The 
OMNIBUS final rule obligates the BA to comply 
with Privacy Rule when carrying out a covered 
entity’s obligations under the Privacy Rule.
a. This includes limiting PHI disclosure to 

limited data set or minimum necessary, 
prohibition on unauthorized marketing 
communications, sale of PHI and the 
requirement to honor an individual’s request 
that PHI not be reported to a health plan. 

5. Cooperate with necessary books and records 
disclosures to HHS so HHS can determine BA’s 
compliance with Privacy rule.

6. Destroy or return all PHI at termination of 
contract with covered entity.

7. Require BA obligate subcontractors to agree to 
same restrictions and obligations that apply to 
BA concerning PHI. ** This requirement is new 
under the OMNIBUS Final Rule.

8. Allow termination of contract if BA violates 
“material term of the contract.” 

9. Address direct liability of BAs. ** This is new 
under the OMNIBUS Final Rule.

10. Obligate BA to report security incident of which 
the BA becomes aware, including “breaches 
of unsecured protected health information” 
without delay. This is new under the OMNIBUS 
Final Rule. HIPAA requires a covered entity to 
notify affected individuals no later than 60 days 
from discovery so consider your obligations 
in deciding how quickly you want the BA 
to be obligated to notify you. Also address 
how notification of individuals regarding the 
disclosure or breach will be handled.

Other issues to consider. Nahra notes that often 
in negotiating these agreements, indemnification 
and payment of costs are the biggest issues parties 
struggle to negotiate. So evaluate what you want from 
your BAs concerning cost and indemnification and 
develop a strategy to deal with those issues, Nahra 
advises.

Use our handy checklist to make sure every BA 
Agreement addresses these issues. Also, for help 
drafting your BA agreement, see HHS’s sample BA 
Agreement via the link provided in the Resources 
section of this article.  
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Resources for BA Agreements 
HHS’s Sample Business Associate Agreement 
http://www.hhs.gov/ocr/privacy/hipaa/understanding/
coveredentities/contractprov.html

HHS Guidance on Business Associates 
http://www.hhs.gov/ocr/privacy/hipaa/understanding/
coveredentities/businessassociates.html

Omnibus Final Rule: 
Modifications to the HIPAA Privacy, Security, 
Enforcement, and Breach Notification Rules Under 
the Health Information Technology for Economic 
and Clinical Health Act and the Genetic Information 
Nondiscrimination Act; Other Modifications to the 
HIPAA Rules, Jan. 25, 2013, Federal Register, Vol. 78, 
No. 17, pages 5566-5702 
http://www.gpo.gov/fdsys/pkg/FR-2013-01-25/pdf/2013-
01073.pdf

Terms/Acronyms You Should Know 
BA – Business Associate.

BAA – Business associate agreement. 

Omnibus Final Rule – HHS Rule published January 
25, 2013 with September 23, 2013 compliance 
deadline for most obligations. Rule implements 
HITECH.

HIO- Health information organization; for example 
an entity that facilitates exchange of health care 
information among providers through a network.

HITECH - Health Information Technology for Economic 
and Clinical Health Act which addresses privacy 
and security for health information and use of health 
information technology. 

PSO –Patient safety organization; for example, an 
entity that analyzes safety event information for a 
provider. 

PHI – protected health information; information relating 
to an individual’s health care or payment for health care 
services which can identify the individual (for example, 
name, address, social security number).

Conduit – an entity who merely transmits information 
and does not routinely access the information; a mere 
courier such as the postal service, UPS or similar 
carrier.

OCR – Office of Civil Rights, subdivision of Health 
and Human Services, responsible for enforcing HIPAA 
requirements.

TOOL  
What to Include in Your BA Agreement 
Review all your existing BA Agreements to ensure they 
cover the issues needed to ensure HIPAA Compliance 
and determine any updating that is needed. If you 
accept a BA Agreement drafted by a vendor, use this 
checklist before signing the agreement.

 F Describe uses and disclosures of PHI permitted 
for the BA and state BA won’t use or disclose PHI 
except as permitted by the contract or required by 
law.

 F Require BA implement safeguards to protect 
PHI from unauthorized use or disclosure and 
comply with HIPAA Security rule requirements for 
electronic PHI. 

 F Require BA to cooperate with an individual’s 
request for disclosure of their PHI, an individual’s 
request to amend their PHI and requests for 
accounting. 

 F Address direct liability of BAs for HIPAA violations.

 F Obligate BA to comply with all privacy rules 
applicable to the covered entity (including 
minimum necessary, limited data set requirements, 
prohibitions on sale of PHI and unauthorized 
marketing communications and requirement to 
honor individual’s request that PHI not be reported 
to a health plan). 

 F Obligated BA to cooperate with necessary books 
and records disclosures to HHS so HHS can 
determine BA’s compliance with Privacy rule.

 F Require BA destroy or return all PHI at termination 
of contract with covered entity

 F Allow termination of contract if BA violates “material 
term of the contract.” 

 F Mandate that BA has subcontractors enter into 
agreements requiring they protect security of PHI 
and report security incidents and that impose 
same restrictions and obligations that apply to BA 
concerning PHI.

 F Obligate BA to notify you of security incidents 
of which it becomes aware including breach of 
unsecured protected health information without 
delay (The rule requires the individual be notified 
no later than 60 days from discovery of the breach, 
so consider this deadline in deciding how quickly 
you want the BA to be obligated to notify you and 
how individual notification, HHS notification and 
media notification will be handled).
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TOOL  
Identify your business associates and track your agreements 
First, use these questions to help you determine if an entity is a BA:

If you answer yes to either of the first two questions, no BA agreement is needed:

1. Is the entity part of your workforce?  F Yes   F No  
(if Yes, there is no need for a BA and you can stop here and don’t need to complete the rest of the checklist).  

2. Is PHI being disclosed to the entity for treatment purposes, to a health plan for payment purposes or to the 
government entity in connection with an investigation?  F Yes   F No  
(If Yes, there is no need for a BA and you can stop here). 

If you answer yes to any of the following questions, a BA agreement is needed:

3. Does the entity create, receive, maintain, or transmit PHI? (For example, processing claims, data analysis, 
utilization review, quality assurance, patient safety functions or legal, accounting, consulting, financial, 
accreditation or other functions involving PHI).  F Yes   F No

4. Is the entity a Health Information Organization?  F Yes   F No 

5. If the entity is transmitting and maintaining or storing PHI does it routinely access the PHI?  F Yes   F No 

6. Does the entity offer a personal health record on behalf of a covered entity?  F Yes   F No 

7. Is the entity a subcontractor of a BA? (For example, anyone to whom the BA delegates a function, activity or 
service that involves creating, maintaining or transmitting PHI).  F Yes   F No 

Document your review by entering every vendor contracted with on this Chart to ensure continuing 
compliance with HIPAA BA requirements.

Vendor 
Name

Description 
of Activity 
Performed

BA needed?
Y/N 

(date/who 
Determined)

Date 
Agreement 

Signed

Agreement 
expiration/

renewal date

Agreement 
reviewed for 

HIPAA Compliance
(date and name of 

reviewer)

Date 
Agreement 
Renewed/
modified
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Have you done these tasks?
The following checklist consists of actions you should 
have completed by the end of 2013:

 F Review ICD-10 resources from the Centers for 
Medicare and Medicaid Services (CMS), trade 
associations, payers, and vendors 

 F Inform your staff/colleagues of upcoming changes 
 F Create an ICD-10 project team 
 F Identify how ICD-10 will affect your organization 
 F Identify business areas, policies, processes and 

systems, and trading partners that may be affected 
 F Review cost benefit analysis 
 F Consult CMS and National Center for Health 

Statistics General Equivalence Mappings and other 
reimbursement crosswalks and mapping tools 

 F Determine impact on reimbursement practices 
 F Review trading partner agreements 
 F Develop ICD-10 project plan for your organization 
 F Identify each task, including deadline and who is 

responsible 
 F Establish a timeline and share with staff and 

business partners 
 F Develop plan for communicating with staff and 

business partners about ICD-10 
 F Determine changes to coverage policies and 

contracts and identify who will need ICD-10 coding 
training 

 F Estimate and secure budget for ICD-10 transition 
 F Provide ongoing ICD-10 coding training for case 

managers and staff who translate coverage 
policies 

 F Recruit and hire any additional coding staff required
 F Work with vendors and internal IT staff to integrate 

ICD-10 into all systems that currently use ICD-9 
 F Revise coverage policies for the ICD-10 codes; 

develop a strategy to coordinate versions of 
coverage policies to maintain consistency 

 F Develop and complete internal system design and 
development 

 F Determine changes to provider contracts 
 F Start testing ICD-10 systems within your 

organization; this is a coordinated effort among 
internal coding and technical staff and your vendor 

 F Monitor vendor/clearinghouse preparedness, 
identify and address gaps 

 F Begin testing transactions using ICD-10 codes with 
providers 

 F Work with vendors/clearinghouses to complete 
transition to production-ready ICD-10 systems 
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(continued from page 7)

coding update

Will you be ready for the big 
ICD-10 changeover?
The deadline for the changeover to ICD-10 is less than 
a year away. Your medical office needs to be ready to 
make the switch to the new code version by Oct.1, 2014.
On that date, the ICD-9 code sets used to report 
medical diagnoses and inpatient procedures will be 
replaced by ICD-10 code sets.
The transition to ICD-10 is required for everyone 
covered by the Health Insurance Portability 
Accountability Act (HIPAA). The change to ICD-10 
does not affect CPT (Current Procedural Terminology) 
coding for outpatient procedures and physician services.

What is ICD-10?
ICD-10-CM/PCS (International Classification of 
Diseases, 10th Edition, Clinical Modification /
Procedure Coding System) consists of two parts:
First, ICD-10-CM is for diagnosis coding. ICD-10-CM 
is for use in all U.S. health care settings. Diagnosis 
coding under ICD-10-CM uses three to seven digits 
instead of the three to five digits used with ICD-9-CM, 
but the format of the code sets is similar. 
Second, ICD-10-PCS is for inpatient procedure coding. 
ICD-10-PCS is for use in U.S. inpatient hospital 
settings only. ICD-10PCS uses seven alphanumeric 
digits instead of the three or four numeric digits used 
under ICD-9-CM procedure coding. Coding under 
ICD-10-PCS is much more specific and substantially 
different from ICD-9-CM procedure coding. 
The transition to ICD-10 is occurring because ICD-
9 produces limited data about patients’ medical 
conditions and hospital inpatient procedures. ICD-9 is 
30 years old, has outdated terms, and is inconsistent 
with current medical practice. Also, the structure of 
ICD-9 limits the number of new codes that can be 
created, and many ICD-9 categories are full. 

Who needs to make the change?
ICD-10 will affect diagnosis and inpatient procedure 
coding for everyone covered by HIPAA, not just 
those who submit Medicare or Medicaid claims. The 
change to ICD-10 does not affect CPT coding for 
outpatient procedures.
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Checklist for 2014
The following actions need to take place between Jan. 
1, 2014 and Oct. 1, 2014:

 F Complete ICD-10 transition for full compliance

 F ICD-9 codes continue to be used for services 
provided before Oct. 1, 2014 

 F ICD-10 codes are required for services provided on 
or after Oct. 1, 2014 

 F Monitor systems and correct errors if needed   

If you have a system that makes your office run 
smoothly, Medical Office Manager would like 
to write about it. Contact the editor, barb@
plainlanguagemedia.com.
We pay $100 for every idea we write about in this 
column.  

Avoid telecommuting pitfalls
Does your staff include telecommuters? While medical 
care must be hands-on, many other office functions 
can take place off-site. Billing, coding and other 
data functions lend themselves to a telecommuting 
arrangement.
Don’t miss the article in our January issue on how to 
set up legally sound telecommuting arrangements. You 
will learn how to avoid pitfalls, and you will receive a 
model policy to use.

Management tip: 
Work stays on desktop
Set a rule that is valuable but is found in few offices. 
Staff desks are for storing personal items. All work has 
to stay on top of the desk. That’s a good way to ensure 
that nothing gets overlooked. For the manager who 
questions the wisdom of the rule, take a look in any 
desk after someone quits. It’s amazing what people 
find there. And much of it is costly, such as incidentals 
that should have been billed six month ago. Take away 
the temptation to stash work away and say no work 
can be stored in desk drawers.
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this month’s idea

Manager clarifies authority 
and makes the office run better
The manager of a Maryland family medicine practice 
had trouble getting the physicians to make decisions 
about important matters. It was bad enough with the 
three originating physicians from when the practice 
was set up five years earlier. With the addition of a 
fourth physician, the chain of authority became even 
more confusing.
The duties of the managing physician are well spelled 
out. The managing physician is the one to whom the 
manager turns with problems she cannot solve. The 
managing physician also signs the cheques. He or 
she is the one who represents the other physicians in 
matters that affect the entire office. For example, if 
the office is undergoing an expansion and someone 
needs to sign off on part of the plan, it is the 
managing physician who does so.
Once a month, doctors hold a joint meeting and 
manager updates them on what has gone on. 
Then they make decisions on the matters that are 
beyond the authority of the managing doctor.
There is a clear understanding on where the 
manager’s authority begins and ends, where the 
managing doctor’s authority begins and ends, and 
where the group takes over.
For example, the manager can authorize expenses up 
to $500. The managing partner authorizes expenses 
from $500 to $1,000. Anything over $1,000 requires 
the approval of the group.

The office manager also handles personnel. There 
are 24 staff and the manager has the authority to act 
alone in the decisions on hiring, salaries, disciplinary 
matters and adding new staff.
Setting up tiers of responsibility can help any group 
practice run more efficiently. But it is up to the 
manager to set the wheels in motion. This manager’s 
advice is to put a plan on paper, setting out the 
authorities and limitations and present it to the 
doctors as an efficient way to operate the business.
The benefits are many.
Every doctor gets a turn at running the practice, and 
all the doctors participate equally in the business 
decisions. And for the manager, there is only one 
person to go to when there is a question.
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For More Help: There’s a Model Exposure 
Control Policy (ECP) on page 13 that you can 
adapt for your own medical office to ensure 
compliance with the OSHA regulation.  Tip: In determining if occupational exposure 

occurs, you must assume that employees are not 
using personal protective equipment (PPE) like 
gloves.  
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OSHA COMPLIANCE
Bloodborne Pathogens: A 13 step 
game plan to protect employees 
from infection and your practice 
from liability  
Protecting employees from bloodborne infection 
isn’t just a medical imperative but a legal one under 
Occupational Safety and Health Administration 
(OSHA) rules. In case you don’t have the time or 
inclination to read the entire OSHA regulation, here’s 
an explanation of what it requires and a 13-step game 
plan for complying with it. 

What the law requires
The OSHA Bloodborne Pathogens standard requires 
employers, including medical offices, to protect 
employees who have “occupational exposure” to 
“blood” or “other potentially infectious materials.” 
There are three terms you need to understand to 
comply with the standard: 

 j Occupational exposure, which is defined as an 
employee’s risk of skin, eye, mucous membrane, 
or parenteral, i.e., the piercing of mucous 
membranes or the skin via needlesticks, human 
bites, cuts and abrasions, contact with blood or 
other potentially infectious materials; 

 j Blood, which includes human blood, components 
of human blood and products made from human 
blood, including plasma derived products; and

 j Other potentially infectious materials (OPIM), 
defined as: 
1. Human body fluids such as semen, vaginal 

secretions, cerebrospinal fluid, synovial fluid, 
pleural fluid, pericardial fluid, peritoneal fluid, 
amniotic fluid, saliva in dental procedures, any 
body fluid that is visibly contaminated with 
blood;

2. Any unfixed tissue or organ (other than intact 
skin) from a human; and 

3. HIV-containing cell or tissue cultures, organ 
cultures, and HIV- or HBV-containing culture 

medium or other solutions; and blood, organs, 
or other tissues from experimental animals 
infected with HIV or HBV. 

How to comply
Step 1: Perform an exposure determination
Phase 1 of compliance is to assess the hazard by 
carrying out a so called exposure determination 
listing:

 j Job classifications in which all employees have 
occupational exposure; 

 j Job classifications in which some employees have 
occupational exposure; and

 j Job tasks performed by employees in the above 
categories that involve occupational exposure.  

Step 2: Use “universal precautions” to control 
infection hazards
Phase 2 is to implement measures to keep exposed 
employees from getting infected. Start by using 
a method of infection control called “universal 
precautions” to prevent employees from making 
contact with blood or OPIM. 
Step 3: Implement engineering controls to control 
infection hazards
The next line of defense is the use of “engineering 
controls,” i.e., devices that eliminate or reduce the 
risks of infection.
Explanation: OSHA lists different engineering 
controls that you need to consider and adopt to the 
extent you determine it’s feasible to use at your 
medical office, including: 

 j Needleless systems;
 j Self-sheathing or other safety engineered needles;
 j Containers for safely disposing of contaminated 
needles; and

 j Readily accessible hand washing facilities.

Step 4: Implement work controls to control 
infection hazards 
OSHA also requires you to use work controls, i.e., 
measures that make the work safer, in combination 
with engineering controls, including:

MOM_nov-dec_2013_proof2.indd   10 11/28/2013   12:35:40 PM



For More Help: Use the Model Form on page 12, 
which comes right out of the OSHA standard, to 
comply with the written declination rules.  
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 j Making employees wash their hands right after 
handling contaminated needles;

 j Banning employees from bending, recapping or 
removing infected sharps; and

 j Banning eating, drinking, smoking, and 
handling of contact lenses in work areas where 
occupational exposure can occur.

Step 5: Use PPE to control infection hazards 
The last line of defense is to provide at no cost to 
employees and require employees to use PPE to 
protect them from becoming infected via contact with 
blood and OPIM. Such PPE may include:

 j Gloves;
 j Gowns;
 j Lab coats; 
 j Face shields or masks; and
 j Safety goggles or other eye protection.

Step 6: Keep the workplace clean and sanitary 
Your medical office also has to take housekeeping 
measures to keep the workplace clean and sanitary 
including: 

 j Implement cleaning and decontamination 
methods according to a written schedule; 

 j Cleaning and decontaminating equipment and 
working surfaces after contact with blood or 
OPIM; 

 j Regularly inspecting any bins, pails, cans, and 
other receptacles that may become infected with 
blood or OPIM that you intend to reuse; and

 j Implementing safe work procedures for 
disposing of contaminated needles and handling 
contaminated laundry.

Step 7: Offer employees hepatitis B vaccine 
OSHA requires you to take medical measures to 
protect employees with occupational exposure, 
including offering them the hepatitis B vaccine at 
no cost at a reasonable time and place within 10 
days of initial assignment to a position that involves 
occupational exposure. Employees can decline the 
vaccination but you need to get them to sign a written 
declination form.

Step 8: Provide employees medical evaluation 
after exposure incidents 
Although the goal is to prevent them, if employees 
have “exposure incidents,” i.e., make contact with 
blood or OPIM while doing their job, you must 
immediately offer them a confidential medical 
evaluation and follow-up by a doctor or qualified 
healthcare professional.

Step 9: Use warning labels and signs 
The OSHA regulation requires you to use labels 
and signs to warn employees about blood or OPIM 
hazards, including:

 j Affixing orange biohazard warning labels to 
containers of regulated waste, refrigerators, and 
freezers containing blood or OPIM; 

 j Posting orange biohazard warning signs at the 
entrance of HIV and HBV research lab and 
production facilities;

 j Putting labels on containers of blood, blood 
components, or blood products listing their 
contents; 

 j Labeling or color-coding contaminated waste;

Step 10: Provide employees information and 
safety training 
You must train each employee with occupational 
exposure at the time of initial assignment and at least 
once a year after that (or more frequently if their 
duties change in a way that affects their occupational 
exposure). Training must be provided by a 
knowledgeable person and, at a minimum, cover: 

 j What the OSHA regulation requires;
 j A general explanation of the epidemiology and 
symptoms of bloodborne diseases and how 
they’re transmitted; 

 j A description of the Exposure Control Plan (ECP) 
that we’ll discuss in the next section; 

 j The engineering controls, work controls, and PPE 
used to prevent infection at your medical office; 

 j Information about the hepatitis B vaccine; 
 j What to do after contact with blood or OPIM; 
 j The procedures your medical office follows after 
an exposure incident, including information about 
the post-exposure medical evaluation; 

 j An explanation of warning signs, labels, and 
color-coding; and

 j Responses to questions employees want to ask.
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For More Help: Use the Safety Talk on page 19 
to train employees with occupational exposure 
about the hazards of bloodborne diseases. 

For More Help: There’s a Model ECP on page 13 
that you can adapt for your own medical office. 

MODEL FORM  
Model hepatitis B vaccine declination form 
ABC Medical Group—Employee’s Decline of Hepatitis B Vaccination

I understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk 
of acquiring hepatitis B virus (HBV) infection. I have been given the opportunity to be vaccinated with hepatitis B 
vaccine, at no charge to myself. However, I decline hepatitis B vaccination at this time. I understand that by declining 
this vaccine, I continue to be at risk of acquiring hepatitis B, a serious disease. If in the future I continue to have 
occupational exposure to blood or other potentially infectious materials and I want to be vaccinated with hepatitis B 
vaccine, I can receive the vaccination series at no charge to me.

Signed: (Employee Name)         Date:       
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Step 11: Implement an exposure control plan (ECP)
The centerpiece of complying with the OSHA 
regulation is to implement a written ECP that 
incorporates all of these required measures. You 
must ensure that a copy of the ECP accessible to 
employees. Just make sure your ECP includes at least 
the following elements: 

 j The results of the exposure determination, i.e., 
the job-specific hazard assessment described in 
Step 1 above;

 j The schedule and method of implementing 
engineering and work practice controls and PPE 
used to control identified hazards;

 j The schedule and method of implementing 
the hepatitis B vaccination and post-exposure 
evaluation and follow-up requirements; 

 j The schedule and method of compliance with 
training, communication and recordkeeping 
requirements; and

 j The procedure for evaluating circumstances of 
exposure incidents. 

Step 12: Monitor and review your ECP
The ECP is a work in progress that you must update 
and reviewed at least once a year to deal with: 

 j Any new or changed tasks and procedures 
affecting occupational exposure;

 j Any new or revised employee positions with 
occupational exposure;

 j Potential changes in technology that eliminate or 
reduce exposure to bloodborne pathogens.

You must document this annual consideration and 
implementation of appropriate commercially available 
and effective safer medical devices designed to 
eliminate or minimize occupational exposure. You also 
must solicit input from non-managerial employees 
responsible for direct patient care who are potentially 
exposed to injuries from contaminated sharps in the 
identification, evaluation, and selection of effective 
engineering and work practice controls and document 
the solicitation in the ECP.

Step 13: Keep records
The final phase in compliance is to maintain specific 
records, including:  

 j Medical records for each employee with 
occupational exposure, including name, social 
security number, hepatitis B vaccination status, 
and results of any medical exams or post-
exposure incident evaluations; 

 j Training records listing training dates, content 
of sessions, names and qualifications of trainers, 
and names and job titles of attendees—which you 
must retain for at least 3 years; and

 j A sharps injury log documenting injuries from 
contaminated sharps, including:

 �The type and brand of device involved;
 �Department or work area where the incident 
occurred; and
 �An explanation of how the incident occurred.
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MODEL EXPOSURE CONTROL POLICY  
Model OSHA bloodborne pathogens exposure control policy: ABC Medical Group
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1. Statement of policy
ABC Medical Group recognizes the hazards posed by exposure to 
bloodborne pathogens, i.e., bacteria, viruses and other biological agents that 
can cause illnesses upon entering the blood stream, and is committed to 
protecting its staff from these dangers and ensuring all personnel a safe and 
healthful workplace. 

2. Purpose of policy
ABC Medical Group has adopted this Exposure Control Policy (ECP) to 
eliminate or minimize employees’ occupational exposure to bloodborne 
pathogens in accordance with OSHA standard 29 CFR 1910.1030, 
“Occupational Exposure to Bloodborne Pathogens.”

The ECP is a key document that ABC Medical Group will use to implement 
and ensure compliance with the standard and protect our employees.

3. Definition of “employee”
For purposes of this ECP, “employee” refers to any individual employed 
by ABC Medical Group, including physicians, medical professionals and 
assistants, administrative personnel, temporary and per diem workers, and 
volunteers. 

4. Roles and responsibilities
The following ABC Medical Group individuals or departments will be 
responsible for implementing different aspects of this ECP: 

a. Overall implementation: [Name of responsible person or department] 
is/are responsible for overall implementation of the ECP, including 
maintaining, reviewing and updating the ECP at least annually, and 
whenever necessary to include new or modified tasks and procedures. 
Contact location/phone number [list]: 

b. Exposed personnel: ABC Medical Group employees who are 
determined to have occupational exposure to blood or other potentially 
infectious materials (OPIM) must comply with the procedures and work 
practices outlined in this ECP.

c. PPE and other controls: [Name of responsible person or department] 
will provide and maintain all necessary personal protective equipment 
(PPE), engineering controls, e.g., sharps containers, labels, and red 
bags as required by the OSHA standard and ensure that adequate 
supplies of such equipment are available in the appropriate sizes. 
Contact location/phone number [list]:

d. Medical actions and records: [Name of responsible person or 
department] will be responsible for ensuring that all medical actions 
required by the OSHA standard are performed and that appropriate 
employee health and OSHA records are maintained. Contact location/
phone number [list]:

e. Training: [Name of responsible person or department] will be 
responsible for training, documentation of training, and making the 
written ECP available to employees, OSHA, and National Institute for 
Occupational Safety and Health (NIOSH) representatives. Contact 
location/phone number [list]:

5. Employee exposure determination
a. All employees exposed: The following is a list of job classifications 

at the ABC Medical Group facility in which all employees have 
occupational exposure:

Job Description/Title Department/Location

Phlebotomists Clinical lab

Etc. Etc. 

b. Some employees exposed: The following is a list of:

i. all job classifications at the ABC Medical Group facility in which 
some employees have occupational exposure; and 

ii. tasks and procedures, or groups of closely related tasks and 
procedures, in which occupational exposure may occur for these 
individuals:

Job Description/Title Department/
Location

Task/Procedure

Maintenance worker Disposal area Handling medical waste

Etc. Etc. Etc. 

6. Methods of implementation and control

a. Universal precautions: All ABC Medical Group employees must utilize 
universal precautions.

b. Exposure control policy: All ABC Medical Group employees 
covered by the OSHA bloodborne pathogens standard will receive an 
explanation of this ECP during their initial training session as well as a 
review during their annual refresher training. All employees can review 
this ECP at any time during their work shifts by contacting [name 
of responsible person or department]. Upon request, ABC Medical 
Group will provide an employee with a copy of the ECP free of charge 
and within 15 days of the request. [Name of responsible person or 
department] is responsible for reviewing and updating the ECP annually 
or more frequently if necessary to reflect any new or modified tasks 
and procedures that affect occupational exposure and to reflect new or 
revised employee positions with occupational exposure.

c. Engineering controls and work practices: ABC Medical Group will 
use the following engineering controls and work practice controls to 
prevent or minimize exposure to bloodborne pathogens:

i. Non-glass capillary tubes; 
ii. SESIPs; 
iii. Needleless systems;
iv. Etc. [List others]:
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MODEL EXPOSURE CONTROL POLICY, Cont’d
Sharps disposal containers will be inspected and maintained or replaced 
by [name of responsible person or department] every [list frequency] or 
whenever necessary to prevent overfilling.

d. Review of controls: To ensure controls remain effective and suited to 
current hazards, ABC Medical Group will:

i. Identify the need for changes in engineering controls and work 
practices through [list review processes used, e.g., review of 
OSHA injury records, employee interviews, etc.]; and

ii. Evaluate new procedures and new products regularly by 
[describe the process, literature reviewed, supplier info, products 
considered].

ABC Medical Group front-line workers and management officials will 
participate in the above review process in the following manner: [Describe 
employees’ involvement]. [Name of responsible person or department] will be 
responsible for ensuring that recommendations for changes to control made 
in the course of the review process are implemented. 

e. Personal protective equipment (PPE): ABC Medical Group will 
provide appropriate PPE to protect against bloodborne pathogens at 
no cost to those employees including [list types of PPE available to 
employees such as gloves, eye protection, etc.] PPE is located [list 
location(s)] and may be obtained from [name of responsible person 
or department] [Specify how employees will obtain PPE and who is 
responsible for ensuring that PPE is available.]ABC Medical Group 
will also furnish employees training in how to use particular kinds of 
PPE for specific tasks or procedures. Such training will be provided by 
[name of responsible person or department] 

f. Use of PPE: All employees using PPE must observe the following 
precautions:

i. Washing hands immediately or as soon as feasible after removing 
gloves or other PPE;

ii. Removing PPE after it becomes contaminated and before leaving 
the work area; 

iii. Disposing of used PPE in [list appropriate containers for storage, 
laundering, decontamination, or disposal]; 

iv. Wearing appropriate gloves when it is reasonably anticipated 
that there may be hand contact with blood or OPIM, and when 
handling or touching contaminated items or surfaces; replace 
gloves if torn, punctured, or contaminated, or if their ability to 
function as a barrier is compromised;

v. Discarding utility gloves if they show signs of cracking, peeling, 
tearing, puncturing, or deterioration (utility gloves may be 
decontaminated for reuse if their integrity is not compromised); 

vi. Never washing or decontaminating disposable gloves for reuse;

vii. Wearing appropriate face and eye protection when splashes, 
sprays, spatters, or droplets of blood or OPIM pose a hazard to 
the eye, nose, or mouth; and

viii. Removing immediately or as soon as feasible any garment 
contaminated by blood or OPIM, in such a way as to avoid contact 
with the outer surface.

g. Handling of used PPE: The ABC Medical Group procedure for 
handling used PPE is as follows: [The procedure must, at a minimum, 
explain where and how to decontaminate face shields, eye protection, 
and resuscitation equipment. You can supply this information in one of 
2 ways: 
Option 1: Explain the actual procedure you use; or 
Option 2: Indicate that you will follow your already existing specific 

procedure and list by title or number of the procedure and the last date 
it was reviewed.]

h. Housekeeping: ABC Medical Group will use the following procedures 
to handle, contain, and dispose of medical waste and other potentially 
contaminated materials:

i. Regulated waste must be placed in containers which are 
closable, constructed to contain all contents and prevent leakage, 
appropriately labeled or color-coded (in accordance with the 
provisions for labels set forth below) and closed before removal to 
prevent spillage or protrusion of contents during handling. 

ii. The procedure for handling sharps disposal containers is: [Option 
1: Explain the actual container handling procedure you use; or 
Option 2: Indicate that you will follow your already existing specific 
procedure and list by title or number of the procedure and the last 
date it was reviewed.]; 

iii. The procedure for handling other regulated waste is: [Option 1: 
Explain the actual procedure you use; or Option 2: Indicate that you 
will follow your already existing specific procedure and list by title or 
number of the procedure and the last date it was reviewed.]; 

iv. Contaminated sharps will be discarded immediately or as soon 
as possible in containers that are closable, puncture-resistant, 
leakproof on the sides and bottoms, and appropriately labeled or 
color-coded. Sharps disposal containers will be available at [list 
locations which must be easily accessible and as close as feasible 
to the immediate area where sharps are used]; and 

v. Bins and pails such as wash or emesis basins will be cleaned and 
decontaminated as soon as feasible after visible contamination. 
Broken glassware that may be contaminated will only be picked up 
using mechanical means, such as a brush and dustpan.

i. Contaminated laundry: The following contaminated articles will be 
laundered by ABC Medical Group: [list]. Laundering must be performed 
by [name of responsible person or department] at [time and/or location] 
and meet the following requirements:

i. Contaminated laundry should be handled as little as possible, with 
minimal agitation; 

ii. Wet contaminated laundry must be placed in leak-proof, labeled or 
color-coded containers before transport using [specify either red 
bags or bags marked with the biohazard symbol] for this purpose; 
and

iii. The following PPE must be worn when handling and/or sorting 
contaminated laundry: [list the required PPE for handling 
contaminated laundry].

j. Labels: ABC Medical Group will use the following labeling methods in 
its facility: [list]

Equipment to Be Labeled Label Type

Specimens Biohazard label

Contaminated laundry Red bag 

Etc. Etc. 
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MODEL EXPOSURE CONTROL POLICY, Cont’d
[Name of responsible person or department] is responsible for ensuring 
that warning labels are affixed or red bags are used as required if regulated 
waste or contaminated equipment is brought into the facility. Employees 
must notify [name of responsible person or department] if they discover 
regulated waste containers, refrigerators containing blood or OPIM, 
contaminated equipment, etc., without proper labels.

7. Hepatitis B vaccination 
[Name of responsible person or department] will provide training to 
employees on hepatitis B vaccinations addressing safety, benefits, efficacy, 
methods of administration, and availability. The hepatitis B vaccination series 
is available at no cost after initial employee training and within 10 days of 
initial assignment to all employees identified in the exposure determination 
section of this ECP (Section 5). Vaccination will be encouraged unless:

i. Documentation exists showing that the employee has previously 
received the series; 

ii. Antibody testing reveals that the employee is immune; or

iii. Medical evaluation shows that vaccination is contraindicated.

Employees may decline the vaccination by signing the written declination 
form attached to this ECP as Exhibit A. Employees who decline may request 
and obtain the vaccination at a later date at no cost. Documentation of 
refusal of the vaccination is kept at [list location].

Vaccination will be provided by [list health care professional responsible for 
this part of the ECP] at [list location]. Following the medical evaluation, ABC 
Medical Group will obtain a copy of the health care professional’s written 
opinion and provide it to the employee within 15 days of the completion 
of the evaluation. Such opinion will be limited to whether the health care 
professional believes the employee requires the hepatitis vaccine and 
whether the vaccine was administered.

8. Post-exposure evaluation and follow-up 
Should an exposure incident occur, contact [name of responsible person or 
department] should be contacted at the following number [list number]. An 
immediately available confidential medical evaluation and follow-up will then 
be conducted by [name of licensed health care professional]. Following initial 
first aid (clean the wound, flush eyes or other mucous membrane, etc.), the 
following activities will be performed:

i. Documentation of the routes of exposure and how the exposure 
occurred;

ii. Identification and documentation of the source individual (unless ABC 
Medical Group determines and can prove that identification is infeasible 
or prohibited by state or local law); 

iii. Obtaining consent and making arrangements to have the source 
individual tested as soon as possible to determine HIV, HCV, and HBV 
infectivity;

iv. Documentation of the fact that the source individual’s test results were 
conveyed to the employee’s health care provider;

v. New testing need not be performed if the source individual is already 
known to be HIV, HCV and/or HBV positive;

vi. Assuring that the exposed employee is provided with the source 
individual’s test results and with information about applicable disclosure 
laws and regulations concerning the identity and infectious status of the 
source individual such as laws protecting confidentiality; 

vii. After obtaining consent, collecting the exposed employee’s blood as 
soon as feasible after the exposure incident and testing the blood for 
HBV and HIV serological status; and

viii. If the employee does not give consent for HIV serological testing during 
collection of blood for baseline testing, preserving the baseline blood 

sample for at least 90 days; if the exposed employee elects to have the 
baseline sample tested during this waiting period, performing testing as 
soon as feasible.

9. Administration of post-exposure evaluation and follow-up
[Name of responsible person or department] must ensure that health care 
professional(s) responsible for employee’s hepatitis B vaccination and post-
exposure evaluation and follow-up are given a copy of OSHA’s bloodborne 
pathogens standard and that the health care professional evaluating an 
employee after an exposure incident receives the following:

i. A description of the employee’s job duties relevant to the exposure 
incident; 

ii. Route(s) of exposure;

iii. Circumstances of exposure;

iv. If possible, results of the source individual’s blood test; and

v. Relevant employee medical records, including vaccination status

[Name of responsible person or department] must provide the employee with 
a copy of the evaluating health care professional’s written opinion within 15 
days after completion of the evaluation.

10. Procedures for evaluating circumstances surrounding exposure 
incident 
[Name of responsible person or department] will review the circumstances of 
all exposure incidents to determine:

i. Engine

ii. Work practices followed;

iii. A description of the device being used (including type and brand);

iv. Protective equipment or clothing used at the time of the exposure 
incident, e.g., gloves, eye shields, etc.;

v. Location of the incident, e.g., department or work area;

vi. Procedure being performed when the incident occurred; and

vii. Employee’s training.

[Name of responsible person or department] will record all percutaneous 
injuries from contaminated sharps in a Sharps Injury Log. If revisions to this 
ECP are necessary [name of responsible person or department] will ensure 
that appropriate changes are made, which may include an evaluation of safer 
devices, adding employees to the exposure determination list, etc.

11. Employee training 
All ABC Medical Group employees who have occupational exposure to 
bloodborne pathogens will receive initial and annual training conducted 
by [name of responsible person or department] [Attach a brief description 
of their qualifications.] All employees who have occupational exposure 
to bloodborne pathogens will also receive training on the epidemiology, 
symptoms, and transmission of bloodborne pathogen diseases. In addition, 
the training program will cover at least the following elements:

i. A copy and explanation of the OSHA bloodborne pathogen standard;

ii. An explanation of the ABC Medical Group ECP and how to obtain a 
copy of it; 

iii. An explanation of methods to recognize tasks and other activities that 
may involve exposure to blood and OPIM, including what constitutes an 
exposure incident; 

iv. An explanation of the use and limitations of engineering controls, work 
practices and PPE; 

v. An explanation of the types, uses, location, removal, handling, 
decontamination and disposal of PPE;

vi. An explanation of the basis for PPE selection;

vii. Information on the hepatitis B vaccine, including information on 
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MODEL EXPOSURE CONTROL POLICY, Cont’d
its efficacy, safety, method of administration, the benefits of being 
vaccinated and that the vaccine will be offered free of charge;

viii. Information on the appropriate actions to take and persons to contact 
in an emergency involving blood or OPIM;

ix. An explanation of the procedure to follow if an exposure incident 
occurs, including the method of reporting the incident and the 
medical follow-up that will be made available;

x. Information on the post-exposure evaluation and follow-up that ABC 
Medical Group is required to provide for the employee following an 
exposure incident;

xi. An explanation of the signs and labels and/or color coding required 
by the OSHA standard and used at this facility; and

xii. An opportunity for interactive questions and answers with the person 
conducting the training session.

Training materials for this facility are available at [list location].

12. Recordkeeping

a. Training records: ABC Medical Group will complete training records 
for each employee upon completion of their training and retain them 
for at least three years at [list location]. Such training records will list:

i. The dates of the training sessions;

ii. The contents or a summary of the training sessions;

iii. The names and qualifications of persons conducting the training; 
and

iv. The names and job titles of all persons attending the training 
sessions.

ABC Medical Group will provide employee training records upon 
request to the employee or the employee’s authorized representative 
within 15 working days. Such requests should be addressed to [name 
of responsible person or department plus contact information].

b. Medical records: ABC Medical Group will maintain medical records 
for each employee with occupational exposure as required by the 
OSHA standard (29 CFR 1910.1020, “Access to Employee Exposure 
and Medical Records.”) [Name of responsible person or department] 
is responsible for maintaining the required medical records. These 
confidential records will be kept in [list location] for at least the 
duration of an individual’s employment with ABC Medical Group plus 
30 years.

ABC Medical Group will provide employee medical records upon 
request of the employee or to anyone who has the employee’s written 
consent to receive those records within 15 working days. Such 
requests should be addressed to [name of responsible person or 
department plus contact information].

c. OSHA Recordkeeping records: ABC Medical Group will evaluate 
all exposure incidents to determine if the case meets OSHA 
Recordkeeping Requirements (29 CFR 1904). This determination 
and the recording activities will be performed by [name of responsible 
person or department plus contact information].

d. Sharps Injury Log 
In addition to keeping records in accordance with the OSHA 1904 
Recordkeeping Requirements, ABC Medical Group will record all 
percutaneous injuries from contaminated sharps in a Sharps Injury 
Log listing, at a minimum: 

i. The date of the injury; 

ii. The type and brand of the device involved, e.g., syringe, suture 
needle, etc.;

iii. The department or work area where the incident occurred; and

iv. An explanation of how the incident occurred

ABC Medical Group will review this log is reviewed as part of the annual 
program evaluation and maintain it for at least five years following the 
end of the calendar year covered. If a copy is requested by anyone, it 
must have any personal identifiers removed from the report.

CHECKLIST 
Exposure control plan checklist 
The following checklist lists the elements that must be covered in an Exposure Control Program or Policy under the 
OSHA bloodborne pathogens standard:

EXPOSURE CONTROL PLAN ELEMENTS
Element in ECP (without regard to PPE use)? YES NO
List of all job classifications in which all employees have an occupational exposure
List of job classification in which some employees have occupational exposure
List of all tasks and procedures in which occupational exposure occurs
Identification of Universal Precautions and preferably Body Substance Isolation
Identification of engineering and Work Practice Controls for readily accessible handwashing/handcleaning facilities
Identification of engineering and Work Practice Controls for contaminated needles and other contaminated sharps handling and 
container requirements
Specific procedures for eating, drinking, smoking, applying cosmetics or lip balm and handling contact lenses
Specific procedures for freezers, shelves, cabinets, countertops or benchtops where blood or other potentially infectious materials 
(OPIM) are present
Specific procedures for minimizing splashing, spraying, spattering and generation of droplets
Specific procedures for specimens/evidence with blood or OPIM collection, handling, processing storage, transport or shipping
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CHECKLIST, Cont’d
HOUSEKEEPING

ECP includes appropriate written cleaning and decontamination schedule for all:  YES NO
Closable
Puncture resistant
Leakproof on sides and bottom
Correctly labelled or color coded
ECP requires that containers for contaminated sharps are:
Easily accessible
Kept upright
Replaced routinely so they don’t get overfilled
Containers are closed before they’re moved 
Containers subject to leakage are placed in a secondary container

OTHER REGULATED WASTE CONTAINMENT
ECP requires placing waste in bags or containers that are:   YES NO
Closable
Able to contain all contents and prevent leakage of fluids
Properly labelled or color coded
Closed before removal to prevent spillage
If outside contamination of container occurs, placement of contaminated container in second container that meets the 
requirements listed above

CONTAMINATED LAUNDRY
ECP requires: YES NO
Minimum handling of contaminated laundry
Bagging or on-scene containerization of contaminated laundry in proper bags/containers that won’t leak
Use of PPE
Placing contaminated laundry shipped off site to a second facility in properly labelled bags or containers
Ensuring that receiving facility’s employees are trained to handle BBP contamination
Decontamination procedures to be site-specific
Decontamination areas to be correctly identified
Careful reading of labels and package inserts and following of instructions with tuberculocidal products
Use of protective gloves and, if necessary face, eye and body protection to prevent splashing risks
Wearing of shoe coverings if large amounts of blood or OPIM are present
Use of EPA registered tuberculocidal or 10% solution of bleach in water mixed within past 24 hours
Washing of linens, uniforms and laundry in normal laundry cycles following manufacturer’s instructions

HEPATITIS B VACCINATION
Element: YES NO
Vaccine provided at no cost to employee
Vaccine provided at reasonable time and place
Vaccine performed under supervision of licensed healthcare professional
All lab tests are accredited and at no cost to employee
Vaccine procedures follow the current recommendations of U.S. Public Health Service
Vaccine made available after employee receives training
Vaccine provided within 10 days of assignment
OSHA algorithm for hepatitis B vaccine is followed
Employee given chance to decline hepatitis B vaccine and receive vaccination later at no charge
Employees who decline vaccine sign mandatory declination form

POST-EXPOSURE EVALUATION and FOLLOW-UP
Element: YES NO
Immediate assistance provided to help employee complete occupational exposure incident report
Site-specific information is provided to healthcare professional and facility identified in the ECP
OSHA algorithm for post-exposure evaluation and follow-up used
Healthcare professional’s written opinion kept confidential
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CHECKLIST, Cont’d
BIOHAZARD LABELS

Element: YES NO
Labels affixed or an integral part of all containers (bags, boxes, evidence, sharps, refrigerators, cabinets, etc.) of regulated waste 
used to store, ship or transport waste
Red bags or red containers may be substituted for labels
Individual containers placed in a labeled container during storage, transport, shipment or disposal

INFORMATION and TRAINING
Training provided: YES NO
At no cost to employee
During working hours
At time of initial assignment
Annually or earlier when changes are made, modification or introduction of jobs involving occupational exposure to blood or OPIM
Using training material that’s appropriate in content and vocabulary or educational level, literacy and language of employee
Training program includes following elements: 
An accessible copy of the regulatory text of this standard and an explanation of its contents
A general explanation of the epidemiology and symptoms of bloodborne diseases
A general explanation of the epidemiology and symptoms of bloodborne diseases
An explanation of the modes of transmission of bloodborne pathogens
An explanation of the organization’s exposure control plan and the means by which the employee can obtain a copy of the written plan
An explanation of methods for recognizing tasks and other activities that may involve exposure to blood and other potentially 
infectious materials
An explanation of the use and limitations of methods that will prevent or reduce exposure including appropriate engineering con-
trols, work practices, and PPE
Information on the types, proper use, location, removal, handling, decontamination and disposal of PPE
An explanation of the basis for selection of PPE
Information on the hepatitis B vaccine, including its efficacy, safety, method of administration, the benefits of being vaccinated, and 
that the vaccine and vaccination will be offered free of charge
Information on the appropriate actions to take and persons to contact in an emergency involving blood or other potentially infec-
tious materials
An explanation of the procedure to follow if an exposure incident occurs, including the method of reporting the incident and the 
medical follow-up that will be made available
Information on the post-exposure evaluation and follow-up that the organization is required to provide for the employee following 
an exposure incident
An explanation of the required signs and labels and/or color coding 
An opportunity for interactive questions and answers with the person conducting the training session
A requirement that the person conducting the training shall be knowledgeable in the subject matter covered by the elements con-
tained in the training program as it relates to the workplace that the training will address

MEDICAL RECORDKEEPING
Records include: YES NO
Name and social security number
A copy of employee’s hepatitis B vaccination status
A copy of the results of exams, testing and follow-up
A copy of the healthcare professional’s written opinion
A copy of all information provided to the healthcare professional
Records are kept:
Confidential (with information from the records not disclosed without the employee’s written consent)
For the duration of the employee’s employment + 30 years
Records made available upon request to subject employee or person who has written consent of employee for examination and copying

TRAINING RECORDS
Training records include: YES NO
Training date(s)
Summary of contents of training session(s)
Names and qualifications of trainer(s)
Names and job titles of all persons who attended the training
Training records are:
Retained for at least 3 years
Made available upon request to subject employee or person who has written consent of employee for examination and copying
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Here is a safety talk that you can present to your 
medical office staff. This safety briefing is an 
introduction to the topics of needlestick injuries 
and bloodborne pathogens and can provide an 
overview of the training your staff will receive.
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WORKPLACE SAFETY
Prevent needlestick injury 
and exposure to bloodborne 
pathogens

Needlestick injuries can lead to serious infections. 
Medical office employees are at risk for needlestick 
injuries. You need to learn about the hazard and be 
prepared to protect yourself.

What infections can be caused by 
needlestick injuries?
Needlestick injuries can expose workers to a number 
of bloodborne pathogens that can cause serious or 
fatal infections. The pathogens that pose the most 
serious health risks are: 

 j Hepatitis B virus (HBV), 
 j Hepatitis C virus (HCV), and
 j Human immunodeficiency virus (HIV)–the virus 
that causes AIDS. 

HBV vaccination is recommended for all health care 
workers (unless they are immune because of previous 
exposure). HBV vaccine has proved highly effective 
in preventing infection in workers exposed to HBV. 
However, no vaccine exists to prevent HCV or HIV 
infection.

What is the best way to protect yourself?
Preventing needlestick injuries is the best way to 
protect yourself from these infections. 

Who is at risk of needlestick injury?
Any worker who may come in contact with needles 
is at risk, including nursing and clinical staff, lab 
workers, physicians and housekeepers.

What kinds of needles usually cause 
needlestick injuries?

 j Hypodermic needles 
 j Blood collection needles 
 j Suture needles 
 j Needles used in IV delivery systems

Do certain work practices increase the 
risk of needlestick injury?
Yes. Past studies have shown that needlestick injuries 
are often associated with these activities: 

 j Recapping needles 
 j Transferring a body fluid between containers 
 j Failing to dispose of used needles properly in 
puncture-resistant sharps containers

What are universal precautions?
It is not possible to recognize all persons infected 
with HIV, or to know if blood or other materials are 
actually infectious. The use of universal precautions 
is therefore mandatory.
According to the concept of universal precautions, 
all human blood and other potentially infectious 
materials are treated as if known to be infectious for 
HBV, HIV, and other bloodborne pathogens. 
Always observe universal precautions for blood 
and other materials. Use proper safety procedures 
and personal protective equipment when contacting 
blood or other potentially infectious materials in all 
circumstances.

What other general personal protective 
practices should be followed?
The following work practices are intended to 
protect you from the risk of infection from contact 
with human blood and other potentially infectious 
materials. They must always be followed.
a. Wash your hands immediately after removal 

of your gloves or other personal protective 
equipment and after hand contact with blood or 
other potentially infectious materials.

b. Remove your protective equipment/clothing 
immediately when leaving your work area or as 
soon as possible if it is visibly contaminated.

c. Place your protective equipment immediately in 
the location designated by your supervisor for 
storage, disinfection, or disposal. 

d. Place used needles and any sharp items only in 
designated, color-coded sharps containers. Never 
resheath, shear, bend, break, or recap a needle. Never 
remove used needles from disposable syringes. 

e. Never eat, drink, smoke, apply cosmetics or 
lip balm, or handle contact lenses in areas with 
potential exposure to blood or other potentially 
infectious materials. 
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f. Refrain from habits such as face-touching, ear-
pulling, or scratching.

g. Never store food or drink in refrigerators, 
freezers, or cabinets where blood is stored or 
in areas of potential exposure to blood or other 
potentially infectious materials.

h. Always minimize splashing, spraying, and 
generation of droplets of blood or other potentially 
infectious materials. When these are anticipated, 
wear personal protective equipment, such as gloves, 
safety goggles, face mask, and protective clothing. 

i. Never mouth pipette.

How can I protect myself from 
needlestick injuries? 

 j Avoid the use of needles where safe and effective 
alternatives are available. 

 j Help your employer select and evaluate devices 
with safety features that reduce the risk of 
needlestick injury. 

 j Use devices with safety features provided by your 
employer. 

 j Avoid recapping needles. 
 j Plan for safe handling and disposal of needles 
before using them. 

 j Promptly dispose of used needles in appropriate 
sharps disposal containers. 

 j Report all needlestick and sharps-related injuries 
promptly to ensure that you receive appropriate 
followup care. 

 j Tell your employer about any needlestick hazards 
you observe. 

 j Participate in training related to infection 
prevention. 

 j Get a hepatitis B vaccination.
In a medical office, we are focused on patient 
care. But we must also take all precautions to keep 
ourselves and our co-workers safe.  

(continued from page 1)
Initial appointment
When a patient seeking workers’ comp or disability 
benefits first visits the office and you become privy to 
symptoms or lack of, you may be compelled to pass 
judgment. Although it may not be easy, try to refrain 
from doing so.

Instead, focus on the tasks associated with your position.
Make sure the patient fills out all new patient forms. 
Once this paperwork has been completed, you can 
then create a detailed patient file. This file will be 
referenced by the patient’s medical practitioner, 
who will in turn review the patient’s symptoms and 
evaluate his or her health.

Medical documentation
After the initial examination, you will receive the 
medical practitioner’s evaluation. It may show, or at 
the very least suggest, that the patient’s symptoms are 
questionable. At this point, you again may be inclined 
to react.
Nevertheless, remember the scope of your position.
Your responsibility is to maintain the patient’s records, 
file any paperwork associated with the claim, and 
provide the patient with any requested documentation.
In addition, it may be necessary to schedule a follow-
up appointment, which is yet another reason to 
remain courteous and professional.

Ongoing patient contact
Indeed, a patient collecting workers’ comp or disability 
benefits, legitimate or otherwise, is typically required 
to periodically see his or her medical practitioner.
This means that you will likely have ongoing contact 
with the patient. Therefore, unless you can separate 
your personal opinion from your professional 
responsibility, you are setting yourself up for ongoing 
stress, which could result in poor job performance.
Your position requires that you remain courteous and 
professional when interacting with patients.

Flawed system
Yes, at times the system may appear to reward 
disreputable behavior. Keep in mind, however, that the 
system also provides assistance to those truly in need.
Meanwhile, by leaving medical diagnoses to the 
experts and leaving your attitude at the door, you will 
be doing yourself and the practice a service.

Setting an example
Finally, as tempting as it may be to vent to your 
staff, don’t. No good will come of these kinds of 
conversations.
Speaking negatively about patients will only create 
animosity toward them, which has the potential to 
affect how patients are treated when visiting the office.

(continued from page 1)
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One of the most significant and far-reaching 
elements was the Health Insurance Portability and 
Accountability Act, or HIPAA.
Its basis was general patient privacy, but as 
technology has expanded, so has HIPAA grown until 
now a manager has to know everything from how to 
set up privacy guards to what the business associate 
agreement has to cover to when data breaches have 
to be reported on down to whether a divorced parent 
can see a child’s record.
And nothing is laid out in easy format. Some parts 
of HIPAA, such as the recent requirement to update 
the Notice of Privacy Practices, have come with so 
little fanfare that any office could easily overlook 
them. Other provisions, such as the risk analysis 
requirement, have come to light only because of new 
HIPAA enforcement by the Office for Civil Rights
It’s never ending.
Past HIPAA, you have dealt with the Physician 
Quality Reporting Initiative, or PQRI, which allows 
Medicare (and commercial payers) to pay more for 
quality and less for individual services.
You have set up electronic prescribing systems.
You are moving to a system of total electronic health 
records.
You are dealing with the new Accountable Care 
Organizations, or ACOs.
And you are completing the changeover to ICD-10-
CM, by itself a major undertaking yet particularly 
significant because if it’s not done right, there will be 
no money from any payer.

Plus legal issues along the way
Along with all that have been the employment law 
issues you have to follow, especially important 
because employees have become increasingly 
litigious.
The number of employment law elements you handle 
will surprise you.

There are the minutia of overtime – when comp 
time has to be taken, how to handle unauthorized 
overtime, the overtime requirements for employee 
travel, and which employees are exempt.
There are the Equal Employment Opportunity 
Commission rules on discrimination: race, disability, 
equal compensation, genetic information, harassment, 
national origin, pregnancy, race, religion, retaliation, 
sexual discrimination, and sexual harassment. Today 
there’s even discrimination protection for cross 
dressing, piercings, and tattoos.
There is the Americans with Disabilities Act, which 
in addition to its standards for office design has set 
out rules that raise constant questions for offices – 
when is an accommodation required? what is and 
isn’t considered a disability? how do mental illness, 
alcoholism, and drug use fit into the law? when are 
drug tests and personality profiles not allowed? 
And for managers of larger offices, the Family and 
Medical Leave Act has created not only the question 
of when to grant leave but when it can include unused 
paid time off and what supporting documentation an 
employee has to provide.

On to health care reform
Now the health care reform law is taking center 
stage. And while managers have already passed many 
of its hurdles, the questions are ongoing: how much 
the payers within the exchanges will pay and how to 
determine the participation the office can afford and 
how to bill the exchanges.

But still at the top: managing the people
And then there is staff management.  
Despite the intense difficulty of handling the money, 
the regulations, and the laws, MOM’s readers have 
always cited staff management as their most difficult 
duty. 
 “So-and-So just said this about me and I don’t like 
it” sounds like the most trivial of all trivia. Yet it is 
the ability to settle those small human issues that 
determine a manager’s success. And managers are 
always developing new ideas to deal with them – so 
many that we have carried at least one in every issue.

It’s time to take a bow
All that is what you, the manager, have 
accomplished. You should be proud. And I am proud 
to have served as your editor through it all.  

(continued from page 2)

Again, it’s about job performance – which, in 
this instance, for you, also involves leadership. 
Since you’re in a position of leadership, it’s your 
responsibility to set standards. Set them high, and 
adhere to them.  
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MANAgINg PATIENTS
How to handle patients who 
diagnose themselves by using 
dubious Internet information 
There’s a wealth of medical information online, and 
increasingly patients are tapping it to come up with 
their own diagnoses. Needless to say, this results in 
numerous challenges for medical practitioners and 
office staff.
But how exactly do you navigate the issues that 
arise from too much information – information that, 
incidentally, is often incorrect?

First, the facts
The World Wide Web is estimated to contain at least 
4.12 billion pages. If a person seeks information 
online, he or she is likely to find more than enough to 
satisfy any search. 
Problems tend to arise, however, with authenticity. 
Anyone can create a website and post information; 
this doesn’t mean the content is factual or that the site 
editors are experts.
Then there is the problem of content aggregation. 
Websites that aren’t concerned with accuracy often 
pull information from other sites and simply repost it. 
The result is that the same content appears at multiple 
sites, giving the impression that the information has 
been reported by several sources when in fact it’s 
from one source.
In the case of medical information, this kind of 
content sharing is particularly troublesome.
Think about the implications. A patient enters 
symptoms at a search engine such as Google and 
multiple items are returned. Clicking on several 
of them returns the same information. The patient 
assumes he has checked multiple sources and they all 
concur. Unfortunately, this situation is common.

Uninformed patients
An unregulated online medical community combined 
with uninformed Internet users is a prescription for 
disaster, or at the very least misdiagnoses.
Add to this people’s inability to correctly identify 
their symptoms, which is compounded by the power 
of suggestion. How does this happen? 
A website may list several symptoms as indicative 
of an illness. Even if a person has only one or two 
of these, it’s not usual, as part of a search for a 

diagnosis, for him to assume other symptoms are 
applicable, especially if they are common symptoms. 
Stomach pain indicative of the illness? “My stomach 
really hurt on Saturday night,” he says when calling 
for an appointment. Of course the patient neglects to 
mention that he ate seven slices of pepperoni pizza 
on Saturday night.

Where to begin
When a patient calls with symptoms and a self-
diagnosis, the first step is to alleviate any concerns 
because chances are he has associated his symptoms 
with a dreaded disease.
Begin by letting the patient know that many illnesses 
have similar symptoms, and that not everything 
online is accurate.
The next step is to schedule an appointment with a 
medical practitioner.
If the patient is adamant that he has XYZ disease, 
you may want to alert the medical practitioner with 
whom you’ve scheduled the appointment about 
the patient’s self-diagnosis. Although medical 
practitioners are familiar with this tendency, it can 
be helpful for them to know if a patient is more 
interested in confirming his findings as opposed to 
finding out what is actually wrong.

Providing resources
Thanks to the vast array of information available 
online, patients will continue to self-diagnose. Rather 
than attempt to dissuade them from doing so, you 
might want to consider pointing them in the direction 
of reputable resources.
Discuss this with the medical professionals at your 
practice to find out if they are receptive to the idea – 
and, if so, how far they are willing to go.
Will you publish a list of medical sites? Will this 
information be available at the practice website; in 
the brochure that describes the practice’s services, 
the one available in the office; or will you create a 
computer document to distribute as needed?
Sites may include Mayo Clinic’s portal and WebMD, 
among others. But here again, ask for input from the 
medical professionals at your practice.
As difficult as it can be to deal with patients who 
diagnose themselves, it’s important to recognize 
that their efforts show initiative. These patients have 
already taken an active role in managing their health. 
Plus, they are open to receiving and using information. 
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Watch for our annual reader survey
Medical Office Manager is taking to the Internet for its annual reader 
survey.

Watch for an announcement in the January issue about how to 
access the survey so you can give us your opinions. Your ideas will 
help us develop our editorial plan for the coming year.

We are looking forward to finding out which articles you like, and 
which ones you don’t. You will have a chance to tell us what you 
would like to see more of in 2014 and we will do our best to provide it.

What do patients want?
Patients want basic courtesy and personal attention. They appreciate 
a simple “please” and “thank you” and attentive listening.

They want to be greeted when they walk through the door, even if 
the receptionist is on the phone. A nod or a wave acknowledges 
their presence. They want a scheduling system that doesn’t create 
waits. They want a convenient referral path to specialists.

They want to find out their test results as soon as possible. When 
a patient knows the office received biopsy results on Friday and 
the doctor isn’t available to disclose the information until the next 
Wednesday, they become understandably upset.

They want to know that their medical information is kept confidential. 
It’s not just their electronic health records they are worried about. 
They don’t want to hear two people talking behind that half wall about 
some other patient’s personal business.

They want an office that maintains an atmosphere of calm and 
order. It tells patients the physician takes time to make good 
decisions based on well-organized evidence. A hectic and frantic 
atmosphere tells patients the care is slipshod.
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Even if the practitioners in your office don’t feel 
comfortable sharing websites prior to a medical 
appointment, suggest that they use the power of the 
Web for information sharing after the visit. 
This serves multiple purposes. First, it confirms 
the diagnosis the patient has received. Second, it 
provides an opportunity for the patient to obtain 
additional information. Third, it shows the patient the 
difference between a legitimate source of information 
and a random Web search. Finally, it allows the 
patient to become a partner in health care, which is 
always desirable.
Patients will continue to use the Web to research 
their medical symptoms and arrive at diagnoses. 
It’s unavoidable. However, by understanding this 
tendency, and providing appropriate sources of 
information, you can minimize the impact these 
would-be physicians have on the practice. After all, 
there already is a doctor in the house.  

MARKETINg YOUR PRACTICE
How to get maximum impact 
from business cards, brochures 
and other printed advertising
How the practice presents itself is extremely 
important – and while you might not think much 
about marketing, a little attention to it can go a long 
way toward creating a favorable impression.

Why go there
Printed marketing material not only helps convey an 
image, or what marketers call brand identity, it allows 
for sharing information.
What’s more, printed material is easy to pass along. 
Indeed, business cards and brochures are intended to be 
shared. As such, they lend themselves to the business of 
referrals, which is a business you want to capitalize on.

Image matters
So, how do you create printed marketing material 
that conveys what your practice offers? It comes 
down to a combination of design and content. Design 
includes colors and graphics, while content includes 
word choice and the arrangement of those words. For 
printed material, paper also contributes to the finished 
product – for example, the weight (thickness) and 
whether the stock is coated or uncoated (shiny or dull).
Even a business card can make a statement. Take a look 
at the business cards you have on file from suppliers 
and others. Which ones stand out? What is it that draws 
you to these particular business cards? Is it the company 
logo? The choice of color or colors? Layout? The stock 
on which the card is printed? It’s likely all, or at least 
most, of these. Now compare the business card your 
practice uses to the best cards you have on file. How 
does it measure up? Is there room for improvement?

Where to begin
Creating a look that reflects the image your practice 
wishes to convey requires time and effort. But it’s 
well worth both because, ideally, this look will be 
reflected consistently in all your printed marketing 
material – business cards, brochures, letterheads, 
envelopes – and it will carry through to your 
practice’s website, assuming you have one.
In other words, you want a professional look and 
engaging copy because this is the practice’s calling card, 
in more ways than one. To achieve the desired results, 
you’ll want to enlist the services of a graphic designer.
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Selecting a graphic designer
Obtain the names of several graphic designers by asking 
for referrals or searching online for professionals in your 
area. Then check out their work by visiting their websites.
Meanwhile, determine the scope of your project. 
Are you interested in creating an array of printed 
material? Although it may seem like a lot to take on, 
there are advantages to tackling the pieces as one 
project. In the long run, you’ll save money on design 
and print services. Plus, all your printed marketing 
material will have the same fresh look.
Once you find an individual or firm whose work 
you like, and you know what you want to achieve, 
it’s time to see if they have all the services you 
require. In addition to graphic design, do they offer 
copywriting services? Will they arrange for printing?
You want to work with a designer who will handle 
everything. Of course you will solicit feedback from 
others in the practice and share this information with 
the designer. But you don’t want to manage the external 
aspects of the project. However, you do want to be the 
point of contact for the designer. This will allow you to 
control such things as number of revisions and paper 
selection, which directly impact cost.
With regard to cost, be sure to obtain a written, detailed 
quote for services. The quote should indicate how many 
revisions are included, and how much any additional 
revisions will cost. It should also provide a timeframe 
for deliverables, such as time to first design and when 
you will receive printed material after final approval.

Determining identity
Once you’ve selected a designer, you will need to 
provide direction. This doesn’t mean coming up 
with a design concept; instead, you should have an 
understanding of the brand the practice wants to 
convey and be able to articulate it.
How do you arrive at this? An effective method is to 
make a list of words and phrases that come to mind 
when you think of the practice and the services it 
provides. Get as many people at the practice involved 
in this exercise as possible and see what themes 
emerge. These themes will be the points you want to 
emphasize, and obviously share with the designer.
Keep in mind that although the services the practice 
provides may seem straightforward, the image you 
want to project can vary greatly. For example, there’s a 
big difference between an environment that’s efficient 
and a place where everybody knows your name. 

It’s important to correctly identify what you are – 
not what you aspire to be. Your marketing material 
should accurately reflect your brand. It must be 
authentic; otherwise, even the most professionally 
designed material will come across as hollow.

The bottom line
Remember, your objective is to create printed 
marketing material that tells what the practice is 
about, and does so in a way that it is professional, 
creative, and engaging.
It’s a tall order, to be sure, but with a little input 
from staff members and the vision of graphics and 
copywriting professionals, your investment in printed 
marketing material will pay off for years to come.
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