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TECHNOLOGY

Choosing the right medical practice 
technology lease
By Nick Hernandez
Medical practices often find themselves trying to keep pace with 
advancements in technology, but keeping up is easier said than done. 
Investment in technology places heavy demands on capital resources. 
As a result, administrators are exploring alternative sources of capital 
beyond customary bank loans.  
When you buy equipment and finance it with a loan, you own the 
equipment. The loan just allows you to spread out the purchase price 
of the equipment over several years. You pay back the principal 
plus interest over the term of the loan. In contrast, a lease is a long-
term arrangement to rent equipment. Technically, you don’t own the 
equipment when you lease it. However, there are different scenarios. 
In many cases, leases are virtually indistinguishable from loans, and 
you receive all the benefits and drawbacks of ownership even though 
you are technically not the owner. Other types of leases are very 
different from loans and don’t offer the advantages or responsibilities 
of ownership.
Do you need new equipment but can’t afford to buy it outright? 
Equipment leasing might be for you. Many administrators are taking 
a fresh look at lease financing and that’s raising some significant 

MACRA
2018 Medicare Reimbursement: Final Rule
By Elizabeth Woodcock
Just hours within the release of the Final Rule concerning the 2018 
revisions to the Quality Payment Program (QPP) on Nov. 2, the 
Centers for Medicare & Medicaid Services (CMS) published the 
ruling that governs the Medicare Physician Fee Schedule (PFS) for 
the coming year. Although overshadowed by the QPP announcement 
on the same day, the Medicare PFS Final Rule’s impact on physician 
reimbursement is arguably the more far-reaching of the two 
announcements. Let’s break down the highlights of CMS’ ruling.

(continues on page 3)

(continues on page 11)
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medical office manager TM PROTECT YOUR COMPANY
Why do some get away with sexual 
harassment?
By Lynne Curry
Harvey Weinstein. Matt Lauer. Bill Cosby. Roger Ailes. Bill 
O’Reilly. Uber executives. And maybe someone you know. How 
can these men not “get it?” How do they get away with sexually 
harassing those who work for them? And if you’re a practice 
administrator or HR officer, how do you protect your company, 
and your and your company’s reputation? First, these men didn’t 
have to “get it.” They faced no consequences. Here’s why: 

The CEO/”star” exemption
More than 30 women accused the 65-year old Weinstein of 
harassment. His sexual misconduct, including rape allegations, 
constituted an open secret, publicly joked about during the 
2013 Oscars. Dozens of Weinstein’s employees, including top 
executives, knew personally or anecdotally of Weinstein’s conduct. 
Who, however, could take on Weinstein, who owned his own 
company? One accuser described the balance of power as “me: 0, 
Harvey Weinstein: 10.” Further, Weinstein enforced a code of silence, 
requiring that employees sign contacts that they would not criticize 
the company or its leaders in a way that could harm his reputation. 
Similarly, Bill Cosby allegedly is a serial abuser who sexually 
assaulted women across many years and cities. When a woman 
protested or sued, he and his attorneys lashed out against her with 
denials and defamation lawsuits. Said several of the more than 50 
women who accused the world famous and beloved Cosby as long 
ago as 1969, “Who would believe me?” 
And which of Ailes’ more than 20 accusers could survive the 
career-crushing consequences for taking on Fox News’ chief 
executive officer or its star, Bill O’Reilly?

No monetary consequences
Fox News paid the women who accused Roger Ailes and Bill 
O’Reilly millions of dollars, even as they paid Ailes and O’Reilly 
millions in compensation. Weinstein’s company settled eight 
lawsuits to protect him. Did harassment cost Ailes, O’Reilly or 
Weinstein? Not until the end. 

Cover up
Four months after an Uber engineer alleged that Uber’s human-
resources team systematically ignored sexual harassment 
complaints, external attorneys investigated 215 separate sexual 
harassment, bullying, retaliation and bias cases. The result—the 
company fired 20 employees, issued “final warnings” to another 
seven and gave 31 others remedial training. 
When Fox and Friends anchor Gretchen Carlson complained to 
her supervisor about her co-host, Ailes called her a “man hater” 

(continues on page 12)

http://www.vanityfair.com/news/2017/06/uber-fires-20-employees-harassment-investigation and www.nytimes.com/2017/07/21/business/dealbook/silence-workplace-sexism-uber.html
C:\Users\User\Downloads\nymag.com\daily\intelligencer\2016\09\how-fox-news-women-took-down-roger-ailes.html


“[W]e continue to believe the payment policy … should 
ultimately equalize payment rates between nonexcepted 
off-campus PBDs [provider-based departments] and 
physician offices to the greatest extent possible….”

— CMS
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First, the Medicare Access to Care and CHIP 
Reauthorization Act (MACRA) promised a 
0.50% bump in reimbursement. While CMS 
granted that increase, its efforts to remain under a 
Congressionally-imposed target for the recapture 
of misvalued service codes, as well as to offset 
spending for new services, effectively whittled 
away a good portion of that amount. In the end, 
the PFS conversion factor for 2018 is $35.99, 
compared to 2017’s $35.89.

Impacts on specialties
As usual, there are winners and losers. Based 
on CMS’ assessment of reimbursement changes 
included in the Final Rule, Allergy, Anesthesiology, 
Pathology, Urology, Otolaryngology, Oral/
Maxillofacial Surgery, and Vascular Surgery will 
experience declines of 1% to 3%, while Cardiology, 
Dermatology, Infectious Disease, Radiation 
Oncology, Rheumatology, Podiatry, Psychiatry, and 
Plastic Surgery are projected to gain. The boost 
in reimbursement for these physician specialties, 
however, is projected to be only 1%.
Related to individual services, Primary Care 
performing behavioral health is a victor, with a 
payment increase resulting from an assessment 
of related office expenses. The set of care 
management codes introduced in 2017—such as 
G0502—migrate to permanent status by requiring 
the use of a CPT code. Primary Care Practitioners 
will also benefit from new prolonged services 
codes, G0513 and G0514. These new codes should 
be used when a clinician provides a prolonged (30-
plus minutes) Medicare-covered preventive service.
Rural Health Clinics (RHCs) and Federally 
Qualified Health Centers (FQHCs) will reap the 
benefit of new codes for chronic care management, 
behavioral health, and psychiatric collaborative 
care, created exclusively for their use. The payment 
will be in addition to the standard RHC/FQHC visit 
rate, a huge opportunity for these so-designated 
community health centers.
The Medicare Diabetes Prevention Program 
(MDPP) expanded model moves into permanent 
payment status as of 2018. Anesthesiologists will 
use new codes for anesthesia services “furnished in 
conjunction with and in support of gastrointestinal 
endoscopic procedures,” which CMS values in 
the Final Rule. Emergency Medicine will reap 

the benefits of a similar assessment of its codes 
(99281-99385), but not until 2019.

VBPM penalties modified
Perhaps the biggest beneficiaries of the PFS Final 
Rule, however, are the physicians who were slated 
to be penalized via the Value-based Payment 
Modifier program. Except for those who had 
opted out of Medicare, all US-based health care 
professionals “participated” in the VBPM program, 
which piggy-backed on the Physician Quality 
Reporting System (PQRS). For those who did not 
report for PQRS, penalties for practices of 10 or 
more eligible clinicians were scheduled to be 4%, 
with smaller practices faced with a 2% reduction. 
In the Final Rule, these automatic downward 
adjustments—that were being imposed in addition 
to the PQRS penalty of 2%—were changed to 
2% and 1%, respectively. Even if the program 
determined you were “high” cost or “low” quality, 
all clinicians participating in reporting are being 
held harmless in 2018. In addition to reducing 
the penalties, the negative information won’t be 
reported to the public via Physician Compare. On 
the flip side, the maximum upward adjustments for 
high-quality, low-cost physicians were sliced to half 
of what CMS originally proposed.

Off-campus hospital practices 
Hospitals operating off-campus clinics get some 
especially dismal news in the Final Rule: a 20% 
decrease in reimbursement. Expect more cuts next 
year, as CMS espouses: “[W]e continue to believe 
the payment policy … should ultimately equalize 
payment rates between nonexcepted off-campus 
PBDs [provider-based departments] and physician 
offices to the greatest extent possible….” This 
decrease affects off-campus PBDs billing under 
the relatively new place of service (POS) code 
19. Private practices have welcomed this policy 
change, as rates have been much higher in hospital-
based clinics. This payment variance, according 
to many industry observers, is a key reason that 

(2018 Medicare Reimbursement: Final Rule  continued from page 1)
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hospitals have purchased physician practices. 
With this effort to ensure rate parity, the volume 
of acquisitions could possibly decline. This 20% 
decrease will not impact on-campus clinics, billed 
under POS 22.

Telehealth and mobile health 
For nearly a decade, CMS has added CPT codes to 
the list of services that are covered for Medicare 
when provided via telehealth. This year is no 
different with the following codes now being 
reimbursed:

 k G0296 (Visit to determine low-dose computed 
tomography eligibility);

 k 90785 (Interactive Complexity);
 k 96160 and 96161 (Health Risk Assessment);
 k G0506 (Care Planning for Chronic Care 
Management); and

 k 90839 and 90840 (Psychotherapy for Crisis).
Furthermore, CMS is eliminating the need to use 
the GT modifier for telehealth services, which 
was considered a duplicate effort as a result of the 
designated telehealth POS code, 02. This special 
POS code, which was introduced in 2017, will still 
be required.
Mobile health gets a huge boost from this Final 
Rule with CMS pledging to pay separately for 
CPT 99091.* Historically considered bundled, 
this code, which incorporates “remote patient 
monitoring,” is now valued at 1.1 work relative 
value units. CMS’ policies for its use are: (1) 
the patient must be informed in writing, and the 
consent be documented in the patient’s record; (2) a 
face-to-face service must be provided to the patient 
within the previous year, at which time the remote 
monitoring is initiated; and (3) the service can only 
be billed once in a 30-day period.

Additional impacts 
Still unknown is the Final Rule’s impact on 
Oncology, Rheumatology and other specialties 
using biologics because CMS says it intends “to 
provide for the separate coding and payment 
for products approved under each individual 
abbreviated application, rather than grouping all 
biosimilars with a common reference product into 
codes.”
Those who provide advanced imaging services 
learn in the Final Rule that the Medicare 

Appropriate Use Criteria (AUC) Program for 
Advanced Diagnostic Imaging will begin with 
“educational and operations testing” in 2020. CMS 
provides a 24-month period for physicians to focus 
on the Quality Payment Program (QPP) until the 
AUC Program is launched.
CMS also provides a peek into comments based on 
its request to assess the evaluation and management 
(E/M) coding guidelines by referring to the 
differences between the 1995 and 1997 guidelines, 
as well as the impact of electronic health records, 
as among the several challenges that providers 
confront in appropriately using the set of codes. 
CMS will continue to accept comments; however, 
the agency also announced: “We are immediately 
focused on revision of the current E/M guidelines 
in order to reduce unnecessary administrative 
burden.” This statement indicates future changes, 
which will affect the vast majority of physicians 
and advanced practice providers.
All in all, 2018 will be another tumultuous year, 
yet this fact should come as no surprise in an 
ever-changing and challenging reimbursement 
environment.
*99091 is the collection and interpretation of 
physiologic data (e.g., ECG, blood pressure, 
glucose monitoring) digitally stored and/or 
transmitted by the patient and/or caregiver to 
the physician or other qualified health care 
professional, qualified by education, training, 
licensure/regulation (when applicable) requiring a 
minimum of 30 minutes of time.
This article is republished with permission of the 
copyright holder, Woodcock and Associates.  
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MACRA 
Quality Payment Program 
(QPP) Final Rule released
By Elizabeth Woodcock
According to the Centers for Medicare & Medicaid 
Services (CMS), flexibility is the purported theme of 
the QPP Final Rule, which was issued under its official 
title, the Medicare Program; CY 2018 Updates to 
the Quality Payment Program; and Quality Payment 
Program: Extreme and Uncontrollable Circumstance 
Policy for the Transition Year, last month.
Yet a few surprises are featured. Perhaps the most 
important result of the announcement is the fact 
that many physicians won’t need to even worry 
about the program. The bar for participation was 
raised to $90,000 in Medicare Part B total allowed 
charges—or 200 Medicare patient encounters, 
removing an additional 123,000 clinicians from the 
program, estimates CMS. If you fall below those 
thresholds, you need not be concerned with the 
QPP program in 2018—and beyond.
For those who remain, the basics of the two-track 
program persist: either join an advanced alternative 
payment model (aAPM) or be an active participant in 
the Merit-based Incentive Payment System (MIPS).
MIPS retains its four core components: quality, 
advancing care information (ACI), improvement 
activities and cost. Despite the fact that CMS had 
proposed dropping the score related to “cost” for 
another year, it is back on the table with a 10% 
weight. Cost is being calculated based on the 
Medicare Spending per Beneficiary (MSPB) and total 
per capita cost measure, and the announcement also 
confirmed CMS’ commitment to a 30% weighting 
of the cost component for 2019 and beyond. In 
2018, the relative contributions of the scores are: 
50% Quality; 25% ACI; and 15% improvement 
activities, with cost rounding out the score at 10%.
Practices can continue to use their 2014-certified 
electronic health record (EHR) systems although 
there are bonus points for reporting exclusively 
on the 2015 edition. Fifteen points are required 
to avoid the penalty in 2018, up from three points 
needed during the 2017 transition year.
Other highlights of the ruling:

 k Practices can use only one mechanism for 
reporting the quality measures in 2018, a 
surprising departure from the proposed rule. 

Indeed, CMS acknowledges the need for this 
flexibility, but won’t implement it until 2019.

 k The reporting period for the quality and cost 
measures is 12 months in 2018, but the ACI and 
IA categories remain at 90 days. Several quality 
measures have “topped out,” and, thus, won’t score 
at the highest level even with perfect performance. 
This underscores the need to review the quality 
measures carefully each year to ensure success.

 k Small practices—those with 15 or fewer 
clinicians—get an automatic bonus 5 points. 
Neither do they have to worry about data 
completeness for the quality measures, as they 
receive an automatic 3 points per measure. 
Perhaps the biggest surprise comes in the fact 
that a small practice size exempts one from the 
ACI category, with an end-of-year due date for 
the application for this exception.

 k Five bonus points are available for the 
“treatment of complex patients,” a judgement 
driven by CMS using the dual eligibility ratio 
and average HCC risk score.

 k Ambulatory surgical center (ASC)-based 
physicians are exempt from ACI, and this 
exception is retroactive to the current (2017) 
reporting year. Physicians practicing in off-
campus-outpatient hospital (place of service 19) 
sites are also exempt, as they are now incorporated 
in the “hospital-based physician” definition.

 k Another important retroactive exemption falls in 
the ACI category: physicians who write less than 
100 permissible prescriptions are relieved of the 
e-Prescribing category and those who transfer a 
patient to another setting or refer a patient fewer 
than 100 times during the performance period are 
exempt from the health information exchange/
summary of care measures. These exemptions 
apply to 2017, as well as future years.

 k Twenty-one new improvement activities (some 
with modification) have been added, and 
CMS made changes to 27 previously adopted 
improvement activities for 2018.

 k Virtual groups can be formed by joining with 
other practices, in order to participate in MIPS.

 k If a practice joins an aAPM in the middle—or 
near the end—of the reporting year, the practice 
can be officially incorporated in the entity based 
on an alteration in CMS’ look-back periods, as 
long as they were able to participate for at least 60 
continuous days during the performance period.
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CMS professes an exemption for practices 
impacted by the 2017 severe weather. For 
the 2018 reporting year, CMS pledges to: 
“Automatically weight[ing] the Quality, Advancing 
Care Information, and Improvement Activities 
performance categories at 0% of the final score for 
clinicians impacted by hurricanes Irma, Harvey 
and Maria and other natural disasters.” Although 
this appears to be a “get-out-of-jail” card for 
practices, this means that the remaining program 
component—the cost category—will define their 
entire performance for the year.
In 2017, however, those practices in areas hit by 
a hurricane don’t have to worry about anything. 
CMS says: “We are issuing an interim final 
rule for automatic extreme and uncontrollable 
circumstances where clinicians can be exempt 
from these categories in the transition year without 
submitting a hardship exception application.” 
Furthermore, because cost is weighted at 0%; that 
means that practices suffering from the impact of 
the hurricanes don’t have to be concerned about 
the program at all in 2017. States CMS: “Clinicians 
in affected areas that do not submit data will not 
have a negative adjustment. We know that the 
circumstances have created a significant hardship 

that has affected the availability and applicability 
of measures.” However, if you’ve already made the 
effort (and want to benefit from the bonus), CMS 
goes on to advocate: “Clinicians that do submit data 
will be scored on their submitted data.”
While the Final Rule’s announcement professes 
flexibility, CMS most certainly leaves us with 
complexity—another 1,653-page document to digest.
This article is reprinted with permission of the 
copyright holder, Woodcock and Associates.
Elizabeth Woodcock is a speaker, trainer and author dedicated 
to helping physician practices achieve and sustain patient 
satisfaction, practice efficiency, and profitability. An expert 
at practice operations and revenue cycle management, she is 
nationally recognized for her presentations and writings aimed 
at improving the business of medicine. Her education and 
expertise, combined with her humor and an engaging delivery, 
make her popular with physicians and administrators alike. She 
has led educational sessions for the nation’s most prominent 
health care professional associations, specialty societies, and 
medical societies. In addition to presenting at conferences, 
she contributes to internal training for physician practices 
and health systems across the country. Her clients include the 
American Medical Association, Medical Group Management 
Association, Ohio State Medical Association, Massachusetts 
General Physicians Organization, and  others. She authors 
newsletters, journal articles, and books. She has been quoted 
in The Wall Street Journal, American Medical News and 
Physicians Practice, among others.  

MANAGING THE OFFICE 
Defuzzifying dangerous 
company cultures
By Rex Conner
Google’s recent events have called into question 
its company culture, and the cultures of others in 
Silicon Valley. The questions swirling around the 
company culture will continue long after the current 
situation is resolved. With that news and other 
high-profile company cultures in the spotlight, it’s 
strange that no one is talking about the roots of 
company cultures.
What is at the roots of a culture? A lot of humans 
that are going to interpret rules, expectations, 
and policies are at the root. Until the roots are 
addressed, attempts to establish or change a 
company culture will only be temporary.
In the case of Google, the question that deals with 
the culture isn’t as much about what is acceptable 
gender policy as much as it is, how subjective—

open to interpretation—are those policies and other 
policies that influence the culture.
Of course, the more visible necessity of strong 
leadership sending a clear, strong message about 
the culture is essential. Equally as essential and not 
as obvious is the need to have policies, practices, 
and processes in place that are objective—not open 
to interpretation. Subjective policies, practices, and 
processes will counteract all of the constructive 
work of the leadership and the message.

Where is the danger?
Fuzzy language, processes, and expectations are 
the danger and they hide in plain sight. “Fuzzy” 
means subjective—open to interpretation. That is 
where the few bad apples that want to resist, or to 
counteract a positive culture will hide. 
For example, a financial services company in the 
Southwest had to recover from its first sexual 
harassment scandal and had to recover quickly. 
Until that point, it had been a good-ol’-boy culture 

https://s3.amazonaws.com/public-inspection.federalregister.gov/2017-24067.pdf
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in which the compliant phrases about sexual 
harassment had been circulated, but the policies 
were fuzzy with plenty of room to protect the 
leaders that were used to getting around the rules. 
Phrases such as “will not be tolerated,” 
“unwelcome conduct,” “an offensive environment,” 
are examples of fuzzies. This is where the people 
that might cause trouble begin to rationalize their 
actions and hide behind the interpretations. 
The fuzzies are dangerous when they are in the 
policies, processes, and consequences. If there is 
something open to interpretation, there are grounds 
for conflict.

What’s the remedy?
Fuzzies can be squeezed out of policies, processes, 
and consequences through a relatively simple 
process taught by human performance guru, Dr. 
Robert Mager. He calls it Goal Analysis, but he 
describes it as defuzzifying fuzzies. 
Once a fuzzy is discovered, it must be translated to 
observable performances. If done in conversation it 
sound something like this:

Boss: “There will be no unwelcome conduct!”
Defuzzifier: “Well said, Boss. When you 
observe “unwelcome conduct” (or whatever the 
fuzzy is) what actions are you observing?”
Boss: “Well, no one should tell jokes that the 
listeners consider to be inappropriate for the 
workplace,”
Defuzzifier: “Fair enough. What else?”
Boss: “There should be no pictures on display 
that people consider to be sexually oriented.”
Defuzzifier: “Got it. What else?”

The “what elses” continue until the boss decides the 
list of observable performances describes her fuzzy 
of “unwelcome conduct.”
That process is how the fuzzies were addressed in 
the policies and in all of the communications dealing 
with sexual harassment in the financial services 
company. That complemented the leadership’s 
strong message of the cultural “clarification.” With 
the fuzzies translated into observable performances, 
there were no places left to hide.
Calling this a “simple” process does not mean this 
conversation or the efforts to review and revise work 
processes to rid them of subjectivity are easy. It takes 
a lot of effort, but the process is not complex.

The work processes that must be reviewed are all 
of those that support the message. In our sexual 
harassment example there are processes for:

 k Educating people on the subject
 k Reporting violations
 k Addressing reports of violations
 k Taking disciplinary actions
 k Reviewing and revising policies

Each process is made-up of steps taken in order to 
achieve the intended outcome. The steps must be 
reviewed to ensure there are no gaps in the process 
and that the language is free of fuzzies.

What is the danger of other cultural 
fuzzies?
Subjectivity cannot be allowed in the language, 
policies, and practices of a critical cultural 
component of an organization. Sexual harassment is 
an obvious example, but this applies also to cultural 
descriptions, such as “high performance culture,” 
“a great place to work,” or “an inclusive culture.” 
The problem with having fuzzies is that it puts bosses 
in the tenuous position of being the judge. Yes, you 
want bosses to have good judgment, but you don’t 
want work processes to cause them to interpret 
subjective guidance on what should be done, how it 
should be done, and how it should be evaluated. That 
opens each situation to conflict, which is a tremendous 
obstacle to performance in the workplace.
When you drill down to the root of most workplace 
conflict, you will find the disagreement is over 
a work process that is subjective—left open 
to interpretation. Even a good boss will find it 
difficult to be good when they are trying to defend 
subjective work processes and systems. As W. 
Edwards Deming—the acknowledged Father of 
the Quality Movement—put it, “A bad process will 
beat a good person every time.”
Subjective work processes and systems are the 
dangerous root of most all evil in the workplace.
Rex Conner is the author of What If Common Sense Was 
Common Practice in Business? And lead partner and owner 
of Mager Consortium where, since 2012, they’ve applied the 
uniquely effective processes of Dr. Robert Mager to the entire 
spectrum of human performance in the workplace. Conner 
has witnessed the common violations of common sense while 
working as a trusted partner inside of more than 50 companies 
in dozens of industries over the last three decades. He is also 
a Certified Instructional Technologist, holds a Masters Degree 
in Education, and a Doctorate in Flying Instruction. For more 
information, visit www.magerconsortium.com.  

www.magerconsortium.com
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COMPLIANCE

The 10 assumptions NOT 
to make when doing your 
OSHA 300s
December is here and it’s time for the logs. No, not 
the yule logs—the OSHA 300 logs! It’s time to get 
the year’s injury and illness records in order and start 
getting the OSHA 300A ready for the Feb. 1 filing 
deadline. As you set about your task, here are 10 
OSHA 300 assumptions you want to avoid at all costs. 

Bad Assumption #1: We Should Record 
Everything Just to Be Safe
The Truth: Although underreporting can lead 
to citations, over-reporting can also get you into 
trouble because it artificially inflates your illness 
and injury rates. In addition to higher workers’ 
comp premiums, that may make your office a target 
for OSHA enforcement programs aimed at facilities 
with above-industry average rates. 
What to Do: Erring on the side of caution is all 
well and good. But make sure you record only 
illnesses and injuries that meet the OSHA criteria, 
i.e., that:

 k Are work-related; and
 k Are new cases you haven’t reported before; and
 k Result in at least one of the following:

 � Death;
 � Days away from work;
 � Restricted work or transfer to another job;
 � Medical treatment beyond first aid; 
 � Loss of consciousness; or
 � Significant injury or illness diagnosed 

by a physician or licensed healthcare 
professional. 

Bad Assumption #2: We Don’t Have to 
Record Injuries that Aren’t Our Fault
The Truth: OSHA 300 recordability is no-fault. 
Translation: Illnesses/injuries may be recordable 
even if they’re sustained in bizarre accidents, 
result from deliberate misconduct on the part of an 
employee, or are otherwise “not your fault.” 
What to Do: Record all illnesses and injuries that 
meet OSHA criteria, i.e., that: 

 k Are work-related; and
 k Are new cases you haven’t reported before; and

 k Result in at least one of the following:
 � Death;
 � Days away from work;
 � Restricted work or transfer to another job;
 � Medical treatment beyond first aid; 
 � Loss of consciousness; or
 � Significant injury or illness diagnosed by a 

physician or licensed healthcare professional. 

Bad Assumption #3: We Don’t Have 
to Record Injuries Not Covered by 
Workers’ Comp 
The Truth: OSHA and workers’ comp follow 
different rules for recording injuries and illnesses.
What to Do: It’s okay to use the workers’ comp 
reporting form instead of the OSHA form. Just 
be sure that the criteria for recordability listed on 
the form come from OSHA and not your state’s 
workers’ comp board.

Bad Assumption #4: We Don’t Have to 
Record Injuries to Temps 
The Truth: Temps are “covered employees” for 
whom illness/injury records must be kept under Sec. 
1904.31 of the OSHA Recordkeeping standard. 
What To Do: The real issue is not if a temp’s 
injury/illness is recordable but who is responsible 
for recording it—the host office or temp agency 
that placed the temp at the office. Rule: You must 
do the reporting if you supervise the temp’s work 
on a day-to-day basis, i.e., exercise control over the 
details, means, methods and processes by which 
work is carried out.

Bad Assumption #5: We Don’t Have to 
Record Aggravation of Injury that a 
Doctor Says Is Non-Work-Related 
The Truth: Aggravation at work of a non-work 
injury/illness is recordable if it’s “significant.” 
But problems can arise because of the disconnect 
between doctors and OSHA on what “work-related” 
means. To a doctor, an injury primarily caused 
by something outside work may not be “work-
related” just because it gets tweaked at work. 
But for OSHA, such tweaking would be deemed 
“significant” enough to make it work-related to the 
extent it occurs as a result of a discrete work event. 
What To Do: When asking doctors for an opinion, 
make sure they consider aggravation on the basis of 
the OSHA definition of work-relatedness.

http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=12775
http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=12775


First Aid Treatments 
 � Using a non-prescription medication at nonprescription strength 
(for medications available in both prescription and non-prescription 
form, a recommendation by a physician or other licensed health care 
professional to use a non-prescription medication at prescription 
strength is considered medical treatment for recordkeeping purposes);

 � Administering tetanus immunizations (other immunizations, such as 
Hepatitis B vaccine or rabies vaccine, are considered medical treatment);

 � Cleaning, flushing or soaking wounds on the surface of the skin;
 � Using wound coverings such as bandages, Band-Aids™, gauze pads, 
etc.; or using butterfly bandages or Steri-Strips™ (other wound closing 
devices such as sutures, staples, etc., are considered medical treatment);

 � Using hot or cold therapy;
 � Using any non-rigid means of support, such as elastic bandages, wraps, 
non-rigid back belts, etc. (devices with rigid stays or other systems 
designed to immobilize parts of the body are considered medical 
treatment for recordkeeping purposes);

 � Using temporary immobilization devices while transporting an 
accident victim (e.g., splints, slings, neck collars, back boards, etc.);

 � Drilling of a fingernail or toenail to relieve pressure, or draining fluid 
from a blister;

 � Using eye patches;
 � Removing foreign bodies from the eye using only irrigation or a cotton 
swab;

 � Removing splinters or foreign material from areas other than the eye 
by irrigation, tweezers, cotton swabs or other simple means;

 � Using finger guards;
 � Using massages (physical therapy or chiropractic treatment are 
considered medical treatment for recordkeeping purposes); or

 � Drinking fluids for relief of heat stress.
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Bad Assumption #6: Treatment Is “First 
Aid” because It’s Advertised as Such 
The Truth: Under the OSHA Standard, injuries/
illnesses are recordable if the victim gets medical 
treatment “beyond first aid.” Sec. 1904.7(b)(5) lists 
the treatments defined as “first aid”:

What To Do: Note that treatments advertised as 
“first aid” are not on the list and that the above 
treatments aren’t just examples of “first aid”—
they’re the entire list.

Bad Assumption #7: Injuries Aren’t 
Recordable as a Work Restriction If 
Employee Can Still Do Useful Work 
The Truth: Injuries/illnesses result in a “work 
restriction” where your office keeps or a licensed 
health care professional recommends that employee 
not perform one or more of the “routine functions” 
of their job, a work activity regularly performed at 
least once a week.

What To Do: Recognize that work restrictions aren’t 
defined by the usefulness of the injured employee’s 
post-injury work but how it compares to his/her pre-
injury job functions. So, for example, assigning office 
work to a field worker who can no longer drive as 
he did every day before he got hurt won’t get you 
out of recording the injury as a work restriction.

Bad Assumption #8: Light Duty Doesn’t 
Count as a Work Restriction
The Truth: According to OSHA, light duty not 
only can be but is presumed to be a work restriction 
that must be recorded. 
What To Do: If a doctor recommends light duty, 
treat the case as a work restriction unless you can 
get the doctor to expressly state that the employee 
can perform all his/her routine job functions. 
Or, if you’re not clear exactly what the doctor is 
recommending, follow up and ask about what the 
restriction means. The best approach: Ask the 
doctor directly which, if any, of the employee’s 
routine tasks he/she shouldn’t perform. Treat the 
injury as a recordable restricted work case if:

 k If at least one of the employee’s routine job 
functions is on the list; or

 k You can’t get specific information from 
the doctor on the tasks the routine tasks the 
employee can’t perform.

Bad Assumption #9: The Day the 
Employee Gets Hurt Counts as a 
Restricted Work/Lost Day
The Truth: Lost/restricted work days are counted 
from the day after the employee gets hurt.
What To Do: When an employee suffers a work-
related injury leading to lost or restricted work, start 
the lost/restricted days count on the day following 
the injury. Exception: If an employee is placed on 
restrictions or lost days for the first time several days 
after the injury occurs, start the count immediately 
starting with the day the orders were written.

Bad Assumption #10: Office Shutdown 
Days Don’t Count as Lost/Restricted 
Work Days
The Truth: They sure do. The OSHA rules 
for counting restricted/lost work days make no 
exception for days a company is shut down.
What To Do: Be sure to count shutdown days toward 
the employee’s lost/restricted work day total.  

http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_table=STANDARDS&p_id=9638


Don’t gift out of obligation or because there’s an 
expectation of something in return.
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MANAGING THE OFFICE 
Holiday gift-giving guide: 
office edition
To gift or not to gift at work? That is the question 
many employees ask during the holiday season.
In a survey from staffing firm Accountemps, the 
majority of human resources (HR) managers said 
it is acceptable for employees and managers to 
exchange presents in the office.
Sixty-three percent of respondents noted it’s 
appropriate for supervisors to give their staff a 
holiday gift, and 58 percent said it’s appropriate for 
workers to give their boss a gift. 
HR managers cited employees should spend an 
average of $20 on their boss and $24 as a suitable 
amount for supervisors to spend on staff.
The survey also revealed what not to do. Managers 
reported the most inappropriate gifts they’ve seen, 
including:

 k “A department head who gave employees a 
picture in a frame of himself” 

 k “An employee gave a re-gifted gift that the 
manager had given the year before” 

 k “A big order of frozen pork” 
 k “A lavish gift. Something that was very 
valuable because of favoritism” 

 k “A mug with a satirical phrase on it, used to 
make fun of someone” 

 k “A wig” 
 k “A $700 gift card” 
 k “Liquor” 
 k “A dozen roses” 
 k “Cash was given discriminately in different 
amounts to different employees” 

“As much as people enjoy giving presents, this 
can be a sensitive issue in the workplace and 
becomes a personal decision based on individual 
relationships,” said Bill Driscoll, district president 
for Accountemps. “More important than the dollar 
amount, the focus should be on giving something 
meaningful to the recipient. The best gifts are 
thoughtful and demonstrate care for others.”
HR managers were asked, “How appropriate is it 
for managers to give their employees a holiday 
gift?” Their responses:

Very appropriate – it’s a must 10%
Somewhat appropriate – it depends on the work 
relationship 48%

Somewhat inappropriate – it can seem like you are 
currying favor

22%

Very inappropriate – it shouldn’t be done 20%
100%

HR managers were also asked, “How appropriate 
is it for employees to give their manager a 
holiday gift?” Their responses:

Very appropriate – it’s a must 10%
Somewhat appropriate – it depends on the work 
relationship 48%

Somewhat inappropriate – it can seem like you are 
currying favor

22%

Very inappropriate – it shouldn’t be done 20%
100%

5 rules for gift exchanges in the office 
Accountemps offers five rules for exchanging 
holiday gifts in the office:
1. Give unconditionally. Don’t gift out of 

obligation or because there’s an expectation of 
something in return. Similarly, managers should 
make sure employees know trading presents, 
even if there is a group exchange, is optional 
and not a requirement. 

2. Make it personal. Show you are thinking of 
the recipient by finding something he or she 
will specifically enjoy, such as a gift card to 
their favorite coffee shop or a book related to a 
hobby they pursue. 

3. Don’t be overly extravagant—or a Scrooge. 
Spending too much can make the receiver 
uncomfortable, while spending too little can 
make the gift seem like an afterthought. 

4. Present it nicely. No matter the present, 
cheerful packaging shows thoughtfulness. 
Include a personalized holiday card with it. 

5. Be thankful. Always express your appreciation. 
Go the extra step and send a handwritten thank-
you note that expresses your appreciation for 
their help throughout the year. 
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questions. Administrators should know what 
leasing options are available, when leasing is an 
appropriate solution, and what business issues must 
be addressed in a leasing program.
Equipment leasing is a popular way for practices 
of every size to affordably keep technology and 
equipment up to date. Because most leases do not 
require a substantial down payment, leasing enables 
you to hold on to your cash and invest it in other 
areas of your practice. Many equipment leases 
also allow you to trade in your old equipment, an 
additional feature that makes equipment leasing 
especially appealing to practices that would 
otherwise end up with obsolete equipment. Some 
equipment leases also qualify you for tax credits.
When seeking a means to fund expensive but 
essential technologies, operating and capital leases 
are two options that administrators should consider.  
The differences between the two options have to 
do mainly with the accounting method, the tax 
treatment, and the ownership of the equipment.

Operating Leases
An operating lease is more like the monthly rent 
that you pay on your medical building. It is a 
lease with no transfer of ownership interest or title 
between lessor and lessee.  
Unlike with a capital lease, equipment tied to an 
operating lease is not considered an asset. The 
operating lease payments are treated as operational 
expenses on your profit and loss statement.  
An operating lease may be appropriate if the asset 
being financed is not a mature technology and it 
poses a high risk of technological obsolescence, 
which would cause major problems for you. It also 
may be appropriate in any instance where the asset 
is likely to be used for five years or fewer. Since 
there is no ownership involved, operating leases 
offer a great deal of flexibility.

Capital Leases
A capital lease is similar to a loan in that you are 
seeking a long-term commitment to use a piece of 
equipment with or without the eventual opportunity 
to purchase that asset. The equipment you are 
leasing is treated as an asset on your balance sheet 
and the loan payments are treated as liabilities.  
The most common type of capital lease is the full-
payout lease, often referred to as a “dollar-out” 

lease. It functions like a lease-purchase contract in 
that at the end of the lease term and upon payment 
of the final lease installment, you will automatically 
acquire title to the asset. Your accountant treats the 
related depreciation and the interest portion of each 
lease payment as expenses to the income statement.  
A capital lease may be appropriate when the asset 
being financed is a mature technology with little or 
no risk that technological obsolescence would be 
problematic for you and/or the asset is likely to be 
used for more than five years. Practices can fully 
deduct depreciation and lease payments against 
their income taxes, while only lease payments are 
deductible with operating leases.
The issue of being the owner of obsolete equipment 
is one to consider when you are comparing capital 
versus operating leases. Since you will retain 
ownership of the equipment at the end of the term 
of the capital-type lease, you could be the owner of 
obsolete equipment that is difficult to get rid of but 
can no longer be used in your field.

Conclusion 
Every lease decision is unique, so it’s important 
to study the lease agreement carefully. Compare 
the costs of leasing to the current interest rate, 
examining the terms to see if they’re favorable. 
What is the lease costing you? What are your 
savings? Compare those numbers to the cost of 
purchasing the same piece of equipment, and you’ll 
quickly see which is the more profitable route.

Nick Hernandez, MBA, FACHE is the CEO and founder 
of ABISA, LLC, a consultancy specializing in healthcare 
strategic growth initiatives. He is a speaker, trainer, and 
author who has over 20 years of leadership and operations 
experience. He can be reached at nhernandez@abisallc.com 
or you can follow him on Twitter: @ABISALLC.  

(Choosing the right medical practice technology lease  continued from page 1)
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The secret’s out. Those who have had immunity lost it 
with Cosby, Weinstein, Ailes and Uber.
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and demoted her. Although many at Fox knew 
Ailes frequently made inappropriate sexually-laden 
remarks, Fox’s culture of fear prevented others 
from coming forward. 
Who, after all, can stand for the woman—or man—
protesting a senior executive’s harassment? Not 
the HR officer several power rungs lower than the 
executive. 

Rationalization 
Those accused appear to shed their victim’s 
discomfort and accusations like a snake sheds 
its skin. Weinstein reportedly told the women he 
harassed “this is how it’s done in Hollywood.” He 
told others his interactions had been consensual. 
When he finally asked Hollywood stars to protest 
his firing, he rationalized that he’d grown up in 
the Sixties. In a televised interview he offered the 
excuse that “everyone makes mistakes.” 
Similarly, board members and investors rationalize 
harassers’ actions, citing the bottom-line results 
senior executives accused of harassment bring to 
their companies. Weinstein’s 2015 contract offered 
a “cure” for sexual misconduct, specifying the 
damages he needed to pay for the first, second, third 
and subsequent incidents, as long as he reimbursed 
his company for settlements or judgments. 

What brings them down?
Comedian Hannibal Buress kindled the media 
firestorm that brought down Bill Cosby when a clip 
of his jokes went viral, leading dozens of victims to 
publicly accuse Cosby of assault. 
Former Uber engineer Susan Fowler’s 2,910 word 
blog post detailing sexism and harassment triggered 
the investigation that led to the termination of 20 
employees and three executives, including Uber’s 
CEO, when it went viral. 
It took a lawsuit to end Roger Ailes’ 20-year reign. 
Carlson prevailed in her lawsuit in part because she 
secretly recorded Ailes saying he thought she and 
he should have a sexual relationship and because 
her lawyer sued Ailes personally and not Fox News. 
Ultimately more than two dozen women accused 
Ailes of sexual harassment and spoke out against 
Fox News’ culture of misogyny and hush money.
A media firestorm and advertisers’ abandonment of 
his shows led Fox News’ executives to withdraw 
support from O’Reilly.

How can you protect your company and 
your and your company’s reputation? 
The secret’s out. Those who have had immunity lost 
it with Cosby, Weinstein, Ailes and Uber. If you’re 
a practice manager or in HR, simply print the last 
several months of media reports and ask your Board 
members, investors or senior executives if they 
want your practice on the front page or destroyed. 
Ultimately, serial abusers can be brought down. 
Lynne Curry, PhD, SPHR, SHRM-SCP and author of 
“Beating the Workplace Bully,” AMACOM 2016, and 
“Solutions” founded The Growth Company, Inc., an Avitus 
Group company, and is now a Regional Director of Training 
& Business Consulting for Avitus. Curry and her team provide 
HR On-call, training, expert witness work, facilitation, 
strategic planning, investigation, mediation and executive and 
professional coaching.  

(Why do some get away with sexual harassment?  continued from page 2)
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