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Al m o s t 
all of 
us have 

some direct 
k n o w l e d g e 
about violence, 
and for some 
that knowledge 
is unfortunate-
ly intimate. Yet, 
despite our fa-
miliarity with 
violence, we re-
peatedly and col-
lectively misun-

derstand violence in two fundamental ways.
First, we continue to think about vio-

lence in terms of “normal” and “abnormal” 
behavior, yet this is a false dichotomy. All vi-

olence is normal and logical to the perpetra-
tor – a means for them to meet a need. Once 
we accept the normalcy and logic for the 
perpetrator, only then can we move to un-
derstanding motives, trajectory, and inter-
ventions to move one off a path of violence.

Second, we routinely fail to make a 
clear distinction between two primary 
modes of violence. In doing so, we often 
assess violence risk inaccurately, and we 
employ the wrong interventions.

The “Normalcy” Problem
From the typical workplace manage-

ment perspective, we are often focused 
on clarifying what is normal vs. abnormal 
and how to make it go away or remove 
the “person?” Instead, what if we focused 

on all workplace reactions as having an 
internal logic and then tried to develop 
understanding and interventions off of  
that premise?

• Normal can become abnormal 
quickly and vice versa

• “Abnormal” can be safe
•  “Normal” can be dangerous

A useful general definition of violence is 
“an intentional act of aggression directed at 
another human being that causes or is like-
ly to cause physical injury.” Meloy (2000)

That definition is recent; the phenom-
enon is ancient, dating back to the begin-
ning of recorded human history and the 
story of Cain and Abel. Mass violence is 

continued on page 4
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solutions, in helping them build and 
enhance successful programs to  
benefit their clients, employees,  
and business communities.

New Member or Renewing  
A Current Membership?
We have three types of memberships  
for NAOHP/Ryan Associates:

   · Individual Membership   $299

   · Institutional Membership   $599
         (includes up to 10 representatives from your organization)

   · Vendor Membership                    $799
         (includes up to 10 representatives from your organization)

For more information, please contact  
1-800-666-7926 or go to www.NAOHP.com.
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Andrea Pearman

Letter from the Editor

     Be Engaged, Be Active, and Get Involved.

     Andrea M. Pearman
     Editor
     apearman@thinkdiversified.com
     219-226-0300

Many of us will begin 2018 with New Year’s resolutions. 
Mine will probably be the same as they are every year:  lose 
some weight, go on vacation(s), and spend more quali-
ty time with my family. But with only 8 percent of Ameri-
cans achieving their goals, I don’t feel that bad about my  
continual failure.

But why do we make the same resolutions year after year 
and don’t achieve them? It is simple; we don’t have a PHD.  
That’s right - a PHD.  

Each and every one of us has a PHD within us. The PHD 
I speak of is – Pig Headed Determination! Pig Headed De-
termination (or discipline) is essential to achieving success in 
both your personal and professional life.

What are your goals professionally for 2018?
• Increase your market share?
• Develop your team to Olympic level?
• More profit?

Regardless of what the goal is, the only way to get there is through Pig Headed Deter-
mination. To achieve any goal, you must first stick with the basics until you become great! 
You don’t become a Black Belt by just saying “Hi Ya.” You practice, practice, and practice. 
That is where Pig Headed Determination comes to play.

What would it mean to achieve one of your goals?  More money?  More time?  Less 
mistakes? Regardless of the answer, the only way you will get there is with PHD.

Chet Holmes outlines the key principles of Pig Headed Determination in his best-sell-
ing book, The Ultimate Sales Machine. This is a must-read book for everyone – not just 
business development and sales people. Some of you have read this book before. Re-read 
it!!! And don’t tell me you don’t have time to read; my personal copy is an audio book.

For 2018, my goal is for all of us to have PHD. Heck - better yet, have your entire 
team achieve PHD with you. Start with reading the book. Then practice, practice, and 
practice the key principles. You may even get crazy and use the FREE tools and training 
that Chet offers.

Remember, each of us has a PHD within us. It is up to us to decide to use it to  
achieve greatness!!!

ANOTHER NEW BENEFIT FOR ALL NAOHP MEMBERS
NAOHP members can now post open job positions at no charge on 

the NAOHP website. Postings will be available to view by everyone who 
visits the NAOHP site, providing you with additional exposure! Go to the 

homepage of NAOHP.com and scroll to “Job Postings.”
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Workplace Violence: What is Normal/Abnormal?
continued from page 1

not new to us either, as clearly exempli-
fied in Damon Linker’s seminal work “The 
Better Angels of Our Nature,” where he ac-
counts for numerous episodes of mass kill-
ings dating back tens of thousands of years. 

Despite our living with and around 
violence for millennia, why is it we have 
such limited understanding of it?

What is Affective Violence?
Imagine a house cat loosely tethered to 

a corner of the room with mobility to move 
several feet but not to escape. Now imag-
ine a large Rottweiler slowly approaches. 
What is the cat doing? He is most like-
ly hissing, back arched, claws extended, 
scanning his full field of vision, ready to 
run or attack. This is affective violence; it 
is a fight or flight response. The response is 
to a perceived immediate threat – whether 
external or internal (such as psychological 
instability, hallucinations, delusions, para-
noia, and so on). The mode is defensive 
and reactive. The goal is threat reduction. 
The overwhelming majority of violence 
and the majority of workplace aggression 
is affective in nature. 

What is Predatory Violence?
Let’s imagine the cat once again, now in 

the back-yard on a sunny day, standing 40 
feet from a bird digging for worms in the 
grass. Now the cat is showing a very dif-
ferent behavioral response. He’s very quiet 
and crouched. Claws are retracted ready to 

stalk, not yet attack, with a laser-like focus 
on his prey. This is predatory violence. The 
human correlate is an army sniper, mass 
shooter, or lone-actor terrorist. 

Unlike affective violence, predatory vi-
olence is NOT a response to a perceived 
imminent threat. One can certainly per-
ceive the target as a type of threat due to 
ideological reasons or some future con-
cern, but there is nothing imminent about 
it. There is no clear and present danger to 
the safety and security of the attacker. 

We often confuse affective for predato-
ry violence and vice versa, and in doing so 
employ the wrong strategies. Interventions 
for affective violence must focus on helping 
the subject reach emotional equilibrium 
and feel less threatened through treatment, 
skill-building, rehabilitation interventions, 
and awareness training. Interventions for 
predatory violence should focus on threat 
identification, risk assessment, and thwart-
ing and/or redirecting the violent intention 
of the would-be assailant. 

Most incidents of workplace hostili-
ty and aggression represent affective vi-
olence, and almost all incidents of mass 
shootings/attacks represent predatory vio-
lence. Yet in policy and practice, we treat 
them the same. To the extent we can help 
educate various professions and the public 
on the differences between these violence 
modes, we will be more effective in shap-
ing our detection, assessment, and inter-
vention protocols accordingly to the type 
of violence we are trying to stop.

Four Rules to Managing 
Workplace Violence - What 
You Can Do?

1. Have a plan. Have a plan. Have a plan.
2.  Train to the plan
3.  Follow the plan
4.  Measure the plan 

Understand precursors to violence, 
know your resources for assessment and 
management, visualize violence scenarios, 
and be proactive NOT reactive. Any ac-
tion is better than inaction! ←

Nearly 1 out of 5 occupational 
fatalities is attributed to  

workplace violence.

of men were 
most likely to 
fall victim to 
a workplace 

homicide 
committed by  

a robber.

of women were 
most likely to 
fall victim to 
a workplace 

homicide 
committed by a 

relative or partner.

36% 39%

780 occupational fatalities occurred 
from workplace violence in 2011.

Nearly 1 in 3 occupational  
fatalities are due to workplace 

violence occur in management or 
sales related positions.

18%
Occupational 

fatalities in 
the 20-24 age 
range in 2011 
increased by

Women were twice as 
likely as men to be the 
victim of homicide in 
the workplace in 2011.

Violent Behavior
Intentional act of aggression 
directed at another human being 
that causes or is likely to cause 
physical injury. (Monahan, 1994; Meloy, 2000)

Hostile/Threatening 
Behavior
Conduct that is sufficiently  
sever, offensive, or intimidating  
to create a reasonable fear for 
one's own safety, or the safety of 
their family, friends, and/or 
property. (Meloy, 2000; Dietz, 2004)

Source: US Dept of Labor, Bureau of Labor Statistics 2011
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By Nick Dmitovich

Elevating the Occ. Health Industry  
2017 NAOHP National Conference  
Raised the Bar

Bi g g e r 
and bet-
ter than 

ever before, the 
2017 NAOHP 
National Con-
ference in 
Chicago made 
t r e m e n d o u s 
strides toward 
strengthening 
the occupation-

al health industry by improving the knowl-
edge, relationships, and skillsets of all the 
professionals who attended. Roughly 48 
percent more people attended the event 
over previous NAOHP conferences, repre-
senting the most comprehensive assembly 
of industry insights found anywhere in the 
country at one time. 

This was the first national confer-
ence under the combined leadership of 
NAOHP’s new president and senior vice 
president/executive director, Cindy and 
Tim Ross. The couple set out to increase 
the value of the conference for the mem-
bers of NAOHP and to build a stronger 
occupational health community overall - 
one in which individuals from every cor-
ner of the country could call upon the re-
sources of one another for the betterment 
of patients and companies alike. 

“This was our first time organizing 
and planning the national conference, 
and our goal was to really listen to what 
our members were looking for and what 
would benefit them the most from attend-
ing and to actually deliver those elements 
during the conference,” said Cindy Ross, 
president of NAOHP/Ryan Associates. 

“This year, I’d say the focus was on coming 
together to share knowledge and develop 
our skills as peers in occupational health. 
And honestly, I couldn’t be happier with 
the way things turned out.” 

“Moving forward, we plan to continue 
this dialogue with our members and con-
tinue to develop the conference as the in-
dustry itself evolves,” Ross added.

The conference was kicked off on Sun-
day evening with a special welcome recep-
tion with presenters, vendors, and all at-
tendees – prior to the start of the sessions 
on Monday. 

There were roughly 25 percent more 
vendors this year than at previous con-
ferences. Larry Boress, executive director 
of the National Association of Worksite 
Health Centers, delivered a rousing key-
note address about innovative services em-

How Successful Was the 2017 NAOHP National Conference? 

99%

of attendees said the 
conference fulfilled their 

reasons for attending.

said they would  
recommend the  

conference to others.

will likely attend next  
year’s conference  

in Nashville.

of attendees say  
NAOHP is their main 

conference of the year.

of vendors said  
they will attend  

2018 conference.

96% 91%96% 89%
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What the Attendees Said ployers are now offering to their employ-
ees that had attendees talking throughout 
the whole three-day event. 

And that notion – getting peo-
ple talking – was actually a big part of 
NAOHP/Ryan Associates’ plans as they 
developed the schedule for the conference. 
More networking opportunities were built 
into the schedule to allow occupation-
al health professionals from around the 
country to build the kinds of relationships 
that can last throughout an individual’s 
entire career. Because occupational health 
is so nuanced and diverse throughout the 
country, building a reliable peer network 
is essential for taking the industry to the 
next level. 

Another key focus of the event was 
education. The educational seminars 
were presented in tracks this year to allow 
for attendees to target exactly what they 
were seeking from the presenters. This 
not only allowed for more presenters to 
be included but also led to a larger num-
ber of educational opportunities than 
ever before; of which, many of the top-
ics were suggested directly by NAOHP  
members themselves. 

According to the survey data collected 
after the conference, many of the attend-
ees felt the learning opportunities were 
incredibly valuable and expertly present-
ed. Eighty-four people attended a special 
“CORE” occupational health certification 
class, leading to a packed house by all ac-
counts, and later received their “CORE” 
NAOHP certifications. This class will again 
be offered at next year’s national confer-
ence in Nashville (Sept. 23-26, 2018) and 
entails topics such as gaining insight into 
the issues facing employers, conducting 
needs assessments, identifying employer 
prospects, and much more. 

Other highlights from the conference 
included the entire NAOHP board of direc-
tors assembling together in one place (a rare 
occurrence since their roster is made up of 
professionals from throughout the country), 
special sessions involving topics like the 
opioid crisis as it pertains to the  workplace, 
employer perspectives, and a town hall fo-
rum with the board. All in all, it was a highly 
successful event that served to augment the 
industry by forming a tighter community 
encompassing the men and women at the 
forefront of occupational health. ←

"I’ve never attended an event and 
came home feeling as though I 
had learned so much. Between 

the seminars and the networking, 
I feel that I came back with great 

knowledge, and I’m extremely 
eager to use it!"

"The quality of the sessions was 
excellent. I learned a lot, and I 

took home information that I can 
research and use in my current 
practice to improve workflow." 

"NAOHP takes the mystery out 
of a poorly understood field 
of medicine. NAOHP/Ryan 

Associates is by far the leader in 
occupational health." 

"The topics covered in this 
conference have helped us 

understand the future directions 
of the healthcare industry."
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By Terri Scales, 
CPC, CCS-P, 

National Director 
of Business 

Development/
Regional Director 
of Client Services, 
Bill Dunbar and 
Associates, LLC

Reimbursement Issues When  
Implementing Urgent Care

We all 
know 
c o d -

ing is a compli-
cated process. 
The process 
starts with the 
provider’s doc-
u m e n t a t i o n 
matching the 
services per-
formed. Then, 
the all-import-
ant process 
of coding for 
what was doc-
umented takes 
place. This 
process can 
be very intri-

cate since there are many things to con-
sider impacting payment. Just to name 
a few, here are some important pieces  
to consider:

1. The correct evaluation and manage-
ment (E/M) level must be consid-
ered. Determining the level is based 
on the documented components of 
the history, exam and medical de-
cision making. Also considering 
whether you should report a new 
patient visit code or an established 
patient visit code can be difficult.

2.  Were there additional services that 
must be coded?  Knowing whether 
there is a code for your additional 
service or should it just be consid-

ered part of your E/M level. These 
additional codes come from CPT 
(Current Procedural Terminology) 
or HCPCS (Healthcare Common 
Procedure Coding System).

3. Diagnosis coding to the highest 
specificity is more important than 
ever. You should always code to 
accurately reflect the clinical doc-
umentation and to the highest 
specificity as possible. ICD-10 was 
implemented in part because of 
the higher degree of detail that it 
allows to describe the services you 
provide. Avoid unspecified ICD-10 
codes when documentation sup-
ports a more detailed code. You will 
want to check the coding on each 
claim to make sure it aligns with the  
clinical documentation.

4. Modifiers play an important role. 
They are the road map for carriers 
that explain the service just a little 
bit more. They explain extra infor-
mation about how, where, what, 
and why a procedure or service  
was performed.

5.  The number of units to bill is im-
portant, especially with injectables. 
For example, Kenlog’s code descrip-
tion is “Injection, triamcinolone ace-
tonide, not otherwise specified, 10 
mg.” Many times, this drug is given 
in 40 mg dosages. Therefore, it is 
appropriate to capture four units of 
this drug on the claim form.

6.  Consider your fees and your charge-

master. The chargemaster is the elec-
tronic list of all services, procedures, 
and supplies charged to the payers. 
Have you looked at your fees late-
ly, and are they in the appropriate 
range? Reviewing your fees annually 
is an important thing to remember. 
Regarding the chargemaster, it is 
important to inactivate codes that 
have been deleted so those do not 
get submitted on the claim. This is a 
sure denial for any payer.

As you can see, the coding process is 
vital to whether a claim is paid or denied. 

According to the 2013 MGMA 
health insurer report card, 
most claims are denied for 
the following reasons:

• Missing information such 
as absent or incorrect 
demographic data and 
technical errors

• Duplicate claim 
submission

• Service already 
adjudicated

• Services not covered  
by payer

• Time limit exceeded to 
process this claim
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Sleep Apnea
DOT  

Corner

By Dr. Lawrence EarlIn August of 2017, the Federal Motor 
Carrier Safety Administration 
(FMCSA) announced its withdrawal 

of the rulemaking process on obstructive 
sleep apnea in commercial drivers.  

This has been a controversial topic 
among motor carriers, drivers, and 
medical examiners alike, fraught with 
misinformation and confusion regarding 
proper assessment and management of 
this condition

Case Example
An interesting example of a case 

involving this condition is the bus-truck 
crash that happened about a year ago in 
Palm Springs, CA.

This crash occurred of I-10 in Palm 
Springs on Oct. 23, 2016, when a bus 
with 42 passengers traveling at highway 
speed collided into the back of a stopped 
18-wheeler at a construction zone.

The truck driver did not begin moving 
once the construction lane had reopened. 
The bus driver and 12 passengers were 
killed, and the truck driver and 30 bus 
passengers were injured.  

The report from the NTSB concluded 
the truck driver "was most likely asleep at 
the time of the crash, due to fatigue that, 
given his extremely high level of obesity, 
probably resulted from undiagnosed 
and untreated moderate-to-severe 
obstructive sleep apnea." 

They also determined bus driver 
likely had untreated diabetes as his most 
recent medical certificate examination 
revealed glucosuria, which apparently 
was not followed up. Since the bus driver 
would have had sufficient time to react to 
the construction situation, he may have 
been suffering some effects of diabetes 
preventing him from doing so.

The truck driver has been extradited 
from Georgia back to California to face 
charges of vehicular manslaughter. 

Is this an incidence where medical 
examiners failed to recognize and 
evaluate risk factors for sleep apnea and 
failed to properly evaluate a driver with 
signs of diabetes?

Did the Medical 
Examiners Kill 13 People?

My response to the rulemaking 
process being withdrawn is this does not 
mean examiners must stop evaluating 
drivers for sleep apnea. It means FMCSA 
is not telling you exactly how you should 
do it. It will remain up to examiner 
discretion in individual drivers when and 
how you will decide which are at risk and 
subsequent screening and evaluation.

It still means examiners may be 
held liable (get sued, or worse, criminal 
charges) if there is a crash partially 
caused by any medical condition not 
addressed appropriately. I'm sure the 
medical examiners in the cited case are 
nervous right now.

It doesn't change what I've been 
doing and recommending since about 
2004 - using something like the "STOP-
BANG" for screening and ordering sleep 
tests on those identified as at risk.

More Information
You can learn our entire sleep 

apnea protocol for commercial drivers 
by enrolling in the online course at  
NAOHP University.

Remember to use this year’s member 
password as the promo code for a 10 
percent discount off all courses.

Questions about this or other DOT 
topics? Email learl@naohp.com.  ←

The industry average for denial rates is 
anywhere from 5 to 10 percent. There-
fore, establishing an internal process to 
identify and correct any mistakes prior 
to claim submission will decrease de-
nial rates and produce a healthier cash 
flow. The average cost to rework an out-
patient denied claim is approximate-
ly $25.  Reworking a claim is a huge 
waste of time, so coding correctly is  
very important.  

The first step in reducing the indus-
try average of denials is to be prepared, 
annually on Oct. 1 the ICD Coding up-
dates go into effect. When these codes 
are published, it is best to review the 
list, determine which codes will impact 
your practice, and train your staff on 
the updates. The CPT codes are up-
dated on Jan. 1 of each year, along with 
HCPCS. You will not want to forget to 
update your chargemaster and charge 
documents. Don’t forget about all of 
the coding “reference tools” that you 
have created, hung up, and taped to 
your desk.  

Have you also experienced a down-
code by the carrier?  A downcode, in 
a way, is a denial of the code you sub-
mitted. It is the alteration of a code by 
an insurer or other third-party payer of 
service to a code of lesser complexity, 
resulting in decreased reimbursement. 
The typical scenario occurs when a 
practice submits a claim (for example, 
a new patient visit code 99204), and the 
insurer automatically “downcodes” the 
claim to a lower level (for example, new 
patient visit code 99203). Then, the in-
surer reimburses at a lower rate. Typi-
cally, the provider receives no explana-
tion for the change but simply receives 
lower reimbursement.

It is your responsibility to deter-
mine why the downcode occurred. The 
practice of downcoding claims is an-
other important reason for providers to 
ensure the medical record supports the 
level of services in the documentation 
and on the claim. Any appeal of a claim 
that has been downcoded will require 
submission of supporting documenta-
tion from the medical record. 

The overall goal is to have appropri-
ate documentation of the service pro-
vide and to accurately code for those 
services. Utilizing your coding tools 
and understanding the coding rules 
will reduce errors and mistakes which 
lead to these claim denials. ←
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Automated drug tests and occupational 
health services for your business model. 
As a third-party technology administrator, 
Alere eScreen® solutions provide you 
with next-generation employment 
screening applications for drug testing and 
occupational health services. Let us provide 
automated management and complete 
program consolidation for all your collection 
services. With the eCCF® paperless chain-of-
custody form system, you’ll have a cutting-
edge process to handle all events including, 
rapid screening and laboratory-based drug 
testing, Department of Transportation 
(DOT) testing, Health-eScreen® workplace-
related occupational health services, 
biometric screening, and much more. Alere 
eScreen solutions offer you the tools to 
perform electronic screening services for 
your local house lab customers as well as 
access to many of our national clients. 
800-881-0722 
www.escreen.com

Aspen Medical Products is a leader in the 
development of innovative spinal braces 
for pain management, post-trauma stabili-
zation, pre- and post-surgical stabilization 
and long-term patient care.  Aspen’s com-
mitment to clinical research is unparalleled 
in the orthotics community and has direct-
ly impacted product development, provid-
ing unsurpassed motion restriction, supe-
rior comfort and the most effective pain 
relieving braces on the market.  The com-
pany makes more than 35 spinal orthotics 
options, including the award winning Vis-
ta® adjustable product lines that provide 
unsurpassed motion restriction, superior 
comfort and an economic advantage, en-
couraging better patient compliance.
412-897-3909
Cburdell@aspenmp.com

A longstanding and trusted partner 
to numerous occupational health 
practitioners, All’s Well Health Care 
Services is a privately held, diversified 
service organization. Our team is 
comprised mainly of expert recruiters 
from healthcare backgrounds. We bring 
24/7 recruitment solutions 365 days 
a year to our clients through creative, 
cost–effective, quality staffing of nurses, 
allied health professionals, therapists and 
healthcare administrative personnel.
877-245-0835 
www.allswell.net

Bill Dunbar and Associates (BDA) 
provides revenue growth strategies 
to clinics and hospitals throughout 
the United States. BDA’s team of 
professionals and certified coders 
increase the reimbursement to its 
clients by improving documentation, 
coding, and billing. BDA offers a 
comprehensive, customized, budget-
neutral program focusing on improving 
compliance along with net revenue per 
patient encounter.  Additionally, BDA 
Health Informatics (BDA-HI) provides 
actionable healthcare information and 
decision-making tools for populations, 
providers, and patient-specific health, 
treatment, and cost challenges.  BDA-HI 
works with clients to deliver information 
and intelligence for deeper insights and  
better decision-making.  
317-247-8014
www.billdunbar.com

Clinical Reference Laboratory is one 
of the largest privately held certified 
laboratories in the country.  We have a 
passion for better outcomes powered 
by greater insights and are committed 
to progressing in ways that help our 
customers achieve success.  Discover how 
our commitment to quality, innovation, 
analytics and service excellence create an 
advantage for our customers. 
800-445-6917 x5427
Brenda.Wilson@crlcorp.com

Complete Wellness Solutions is a 
complete wellness program with a 
comprehensive, customizable, and secure 
online portal as its centerpiece to help 
individuals and businesses thrive. Our 
HIPAA Compliant Programs are effective, 
easy to use, and affordable. Call or visit our 
website to schedule a demo today! 
260-434-0909 
www.completewellnesssolutions.com 

DocuTAP believes in a better urgent care 
experience—for doctors, billers, patients, 
and everyone in between. Founded in 2000, 
we craft software products and technology-
based services that make healthcare delivery 
more efficient and available on-demand. 
Our team of 300+ employees in three 
locations serve more than 1,400 urgent care 
and on-demand primary care clinics across 
the United States. The company supports 
more than 40 percent of enterprise urgent 
care groups; one organization sees more 
than 8,000 patients per day on DocuTAP 

Vendor Membership Program



11Winter 2018 - VISIONS

alone. DocuTAP’s flagship product, its 
EMR and PM software, fully integrates 
front desk, clinical documentation, and 
billing capabilities in one complete system. 
Online check-in, a secure patient portal, 
ePrescribing, and business intelligence tools 
are available. A team of urgent care experts 
completes DocuTAP’s holistic solution 
through RCM and consulting services. 
877-697-4696
www.docutap.com

HealthWell Solutions is a leading healthcare 
consulting organization that provides proven 
strategies for Population Health Initiatives 
focused on reducing healthcare costs, 
improving employee productivity and overall 
engagement in wellness initiatives. We design 
and customize health management solutions 
for any type of organization while keeping 
aligned with your business goals. We utilize 
evidence based products and methodologies.
888-935-4434
www.healthwellcorp.com

PD-Rx offers more than 5,000 prepackaged 
medications for your in-office dispensing 
needs. Our FREE, easy-to-use web-based 
software enhances the in-office dispensing 
experience, from managing your medication 
inventory and facilitating online ordering, 
to ensuring state regulatory compliance. 
PDRxNet software also provides the 
opportunity to e-prescribe directly from 
your Electronic Medical Record (EMR) 
into our web-based product. The PD-Rx 
Management Team possesses the highest 
cumulative level of experience in the 
industry. We are fully pedigree compliant 
and are licensed in all 50 states.
800-299-7379
customerservice@pdrx.com

SportGait is the only company to examine 
relationships between the physical and 
mental performance of athletes to detect 
concussion using balance, gait, and 
neuropsychological testing with special 
sensor technology. SportGait’s Concussion 
Management System uses data-driven 
collaborations between physicians and 
patients to identify, track and monitor at-
risk individuals with standardized systems 
that integrate proven medicine. Providers 
looking to offer a Safe-to-Safe continuum 
of care to an underserved market can learn 
more by contacting us.
info@sportgait.com
www.sportgait.com

Teleradiology Specialists is a virtual 
group practice specializing in Urgent Care, 
Occupational Health, and Primary Care 
radiology, currently providing over reads 
in 46 states and expanding rapidly. We are 
focused on establishing and maintaining 
positive communication with the facilities 
we serve.  Our team takes pride in providing 
excellent customer service and exceeding 
expectations for turnaround time. We 
are physician- owned, and we understand 
our highest priority is to provide quality 
reads promptly and consistently. Our 
commitment to excellent quality has been 
a determining factor in our growth.
888-819-0808 
www.teleradiologyspecialists.com

Travel Health 101 trains your healthcare 
providers to provide travel health care with 
our CME/CNE accredited web course, 

a great introduction or refresher course. 
Additionally, our online Traveler Video 
saves time during appointments and helps 
you teach your organization’s international 
travelers how to stay healthier during travel.
914-525-5418
www.travelhealth101.com  

UL EHS Sustainability empowers 
organizations to protect the well-being of 
workers, reduce risk, improve productivity, 
enhance compliance, and drive measurable 
business improvement through its EHS, 
occupational health, environmental, 
supply chain, sustainability, and corporate 
social responsibility platforms. 
615-367-4404
www.ulehss.com

We at WebForDoctors specialize in 
inbound and outbound lead development 
and patient acquisition for occupational 
medicine practices. Our outsourced 
occupational medicine sales program 
combines telemarketing, email campaigns, 
search-engine marketing, social media, and 
medical-content development to connect 
you with new patients and corporate 
clients. With our fully integrated package 
of traditional and online marketing, 
we help you nurture relationships, 
attract HR personnel and obtain warm 
leads, maximizing the return on your  
marketing investment.
773-868-6141
www.webfordoctors.com ←
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By Randall 
Browning, MD, 

MPH, MBA, Chief 
Medical Officer, 
WorkPartners 

Occupational Health 
Specialists

Lying for Money:  
A Doctor’s Perspective on  
Workers Compensation Fraud

Wh e t -
her it 
is tax 

fraud, Medicare 
fraud, auto in-
surance fraud, 
or workers’ 
compensation 
fraud, it’s all 
the same thing. 
It is seeking 
financial gain 
through decep-
tion; it is ly-
ing for money. 
Anyone that 
touches a work-
ers compensa-
tion claim has 

the opportunity to profit from lying. The 
fraudulent activity can be as simple as a pa-
tient exaggerating their symptoms to pro-
long disability duration or as complex as 
an organized crime ring involving doctors, 
lawyers, treatment facilities, claimants, 
and even insurance company kickbacks.

Doctors are trained to be patient ad-
vocates, but it is possible for doctors to 
take good care of patients while remaining 
vigilant for the fraud and abuse that takes 
place around us. There are three broad cat-
egories of clues the provider can use to de-
tect claimant fraud: claimant circumstanc-
es, accident/injury circumstances, and the 
physical examination.

Claimant Circumstances 
One claimant circumstance that can 

serve as a red flag is the disgruntled em-
ployee. Employees often feel powerless 
before an employer with whom they have 
conflict, but one way a disgruntled em-
ployee can exert power is with a work in-
jury. When taking a patient history, if the 

patient begins the interaction with a com-
plaint about their supervisor, this alerts the 
provider that there may be motivation for 
symptom exaggeration or poor response 
to treatment. Another claimant circum-
stance is if the worker’s employment is 
about to end. This can be because seasonal 
work is coming to a close, imminent fir-
ing, lay-offs, or an employee’s department 
being relocated to another facility. In this 
circumstance, reporting a work injury 
with the opportunity for disability pay-
ments might appear preferable to simply 
losing one’s income. Other suspicious cir-
cumstances include an injured employee 
working a second job while on temporary 
total disability, a history of short-term em-
ployment, and subjective complaints that 
are not supported by objective findings.

Three clues to help detect claimant fraud: claimant 
circumstances, accident/injury circumstances, and 

the physical examination.
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OCCUPATIONAL HEALTH  
CONSULTING SERVICES

This is still WHERE EXPERIENCE COUNTS.

Occupational Health/Urgent Care Consulting

With 800+ consulting engagements in 49 states 
since 1985, Ryan Associates continues to train 
businesses in the field of occupational health 
and related areas (for both stand alone and 

blended clinics).

We will teach you how to market your program, 
what other services you need to be offering, and 

provide you and your staff with the necessary 
tools to develop a successful program!

Contact Mike Polich at 800-666-7926 x16 or  
mpolich@naohp.com to get started today!

Accident/Injury Circumstances
Circumstances surrounding the accident or injury can alert 

a provider to the possibility of fraudulent activity, for example, 
suspicious timing in reporting a claim such as late Friday after-
noon when there are no witnesses or first thing Monday morn-
ing raising concern that the injury could have occurred over 
the weekend while off-duty. Reporting an injury just before 
impending disciplinary action can look attractive to a worker if 
the disciplinary action might appear retaliatory or if reporting 
a work injury provides an excuse for poor productivity. Details 
of the mechanism of injury can be suspicious if these details 
are vague, inconsistent, not corroborated by witnesses, or sim-
ply not credible.

The Physical Examination
Finally, the provider can get clues of fraud in the examining 

room. Overly exaggerated responses to minor stimuli, patterns 
of tenderness that do not follow normal anatomic boundaries, 
and non-physiologic physical complaints are examples. Other 
examples include inconsistent exam findings or the patient com-
plaining of pain precipitated by a physical maneuver that the ex-
aminer knows should not cause pain with a legitimate injury.

Claimants are not the only participants in the workers com-
pensation system to have an opportunity to commit fraud. The 
relationship between the provider and the employer presents in-
centives for fraudulent behavior as well. Andrew Fastow, CFO 
and main architect of a massive accounting scandal at the oil and 
gas trading company Enron in 2001, provided insights to busi-
ness students about the insidiousness of fraud after he served his 
prison sentence. He told these students that in the beginning, he 
did not think of his behavior as fraudulent. He thought he was 
just doing his job as CFO to protect the interests of the company. 
He told the students he did not even recall when his activities 
slipped into outright fraud. Could well-meaning participants in 
the workers compensation system similarly slip into fraudulent 
behavior without intending to do so?

To answer this question, one must examine the relationship 
between the employer and the provider. The employer, like the 
Enron CFO, simply wants to do what they can to help their 
company ease the financial burden of workers compensation 
costs and enlists the assistance of the provider in doing so. The 
provider’s goal in this relationship is to earn loyalty from the 
employer. This provides incentives to trade favors from the 
provider in exchange for loyalty from the employer, favors 
such as keeping cases in the “first aid” category, having a bias 
in causation analysis favorable to the employer, or blurring the 
lines between preventive services versus medical treatment. 
Discussion between the employer and provider in order to in-
form the provider’s medical decisions is encouraged, but when 
informing the provider slips into colluding with the provider, 
the risk of fraudulent behavior presents itself. In other words, 
when an employer demands favors in exchange for loyalty, and 
the provider acquiesces.

The workers compensation system can be exploited in nu-
merous ways. By recognizing clues of fraudulent activity in 
others and by realizing our own vulnerabilities, we can all play 
an effective role in detecting and deterring workers compensa-
tion fraud and abuse. ←
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#104: August 1   
Building a Program Website 
Stewart Levy

• What is the first step? Assess the avail-
ability of patient portals and what they 
provide the employers and employees, 
looking at features and benefit. You can 
access the needs of the client, making 
sure processes match the client needs.

• What's the cost? It depends on what 
you're doing. To build it from scratch, 
it is very high cost. There are compa-
nies that have templates providing ser-
vices you may need. These programs 
may range from $25,000 to $50,000. 
Other options are available and have a 
complete program billed per employee  
per month.

• Is it essential to be part of the health 
system site? Its not necessary. The advan-
tages are the identity can be very specific 
to your occ med program.

• Is a patient portal necessary? If the goal 
is a participatory program, you need the 
portal. A robust website would also be 
possible, but it's just a one-way system.

• Who controls the security? The licens-
ing organization is governed by HIPAA 
and responsible for security. It's recom-
mended you back up data to have  for 
coaching and follow-up interventions.

• Who should be responsible for site 
maintenance? Your vendor license de-
fines the maintenance. The program can 
identify a super user who would be the 
point person to develop monthly pro-
grams available for the client. Make sure 
whomever you contract has templates 
available to provide models to choose. 
The social media function is important 
to have for Facebook, Twitter, or others.  
Make sure you look at what services you 
want patients to have access to.

#105: August 8   
Staffing for  
Maximum Productivity 
Dr. David Tanner

NAOHP standards for productivity: 92% 
compliance and above - need to re-eval-

uate staff and 89% and below - need to 
look at staffing role.

• We are told to use RVUs. They don’t 
work. What can we do? The challenge is 
the RVUs are not pertinent to OHS, be-
ing able to tag the appropriate procedures 
and the visits. They don't provide the best 
approach to productivity. RVUs are pred-
icated on the Medicare model for pro-
ductivity. We strongly recommend the 
NAOHP productivity model that covers 
the insurance model as well as the retail 
model. Many programs use a straight 
compensation model with a base salary 
and incentive package for specific tasks.

• What is the best staffing model? We've 
seen a provider and two MAs for pro-
vider support and walk-ins, a clerical 
role and registration person and a su-
pervisor. You need to review your State 
Practice Act to determine the specific 
roles are able to do.

• How do we get a staffing pool? Some 
programs have small pools that have 
been trained for the specific tasks of 
OHS. General staff are used for injury 
care, but the retail business requires cer-
tification for PFT screening, audiologi-
cal screenings, and urine drug screen-
ing. It's recommended you train about 
six MAs for the pool.

• What measurement do we use for 
onsite services? To measure the onsite 
productivity, look at time, diagnosis, 
walk-ins, and savings. For patient going 
outside the workplace, look at the num-
ber of visits for cost benefit and quality 
indicators for the general care provided. 
It depends on what services you provide 
and define the services with the employ-
er before the services start. Challenges 
are predicated on volume, so employers 
with less than 500 employees is difficult. 
For employers with less that 500, cus-
tomize high end service in a clinical set-
ting outside the employer base.    

• What is the staffing model for well-
ness? Some programs have wellness 
divisions. Others use NPs with CNAs 
to provide direct screening, exams, and 
health coaches to work with the employ-
ees for their ‘wellness plan.’

• How many ancillary staff do we need 
per provider? We recommend two 
MAs, clerical staff, registration, and 
clinical managers. It depends on what 
services you offer. High end injury 
walk-ins may require use of NPs/PAs 
for additional support. Staffing needs to 
facilitate patient’s time in the clinic for 
45 minutes.

• With a mixed format of walk-in and 
scheduled appointments, is there any 
strategy that can be applied to assist in 
planning for appropriate staffing for 
a variable influx of volume? Programs 
need to look at the mix of patients 
coming into the clinic and evaluate the 
trends and staff accordingly. Your mar-
ket drives staffing and the competencies 
for the services provided.

• Is cross-training the best practice? Yes, 
it is essential. All support staff for both 
clinical or clerical staff are trained for 
all facets of the job tasks. Important to 
train for customer service models.

#106: August 15      
Operational Efficiencies      
Mike Schmidt and Mary Alice Ehrlich

Define best practices first. NAOHP has 
six pillars of excellence. These are ad-
ministrative and organizations, opera-
tional infrastructure, staffing resources, 
clinical services, quality monitoring, 
and sales and marketing.

• What is the best monitor for opera-
tional review? Weekly staff meetings to 
discuss all facets for clinic management. 
Review customer and patient satisfac-
tion and retention.

• Who should be responsible for de-
veloping monitors? The responsibility 
is on administration, medical leader-
ship, and clinical management. Staff 
rounding is an excellent tool to check 
staff functioning and identify issues  
and problems. 

• How do we improve  flow when we have 
so many walk-ins? Care mapping is an 
excellent tool defining what process a pa-
tient follows for all the procedures with-
in the clinic services. Clinic coordinators 
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should review the time parameters per 
patient to identify any bottle necks.

• We have walk-in drug screens. How 
can we get clients to schedule? All staff 
members are certified, so assign staff in 
case of overflow. The clinic manager is 
best to evaluate the schedule to make 
sure there's sufficient staff to handle the 
scheduled patients. The work environ-
ment is an important area to look at, so 
you have the space available for overflow.

• What is the best approach to staffing 
onsite services? Discuss with the client 
the necessity for marketing the service 
to get the maximum employees done 
in the least amount of time. Planning 
ahead is key to success. Communication 
with the client is necessary.

• How do we determine scheduling time 
with many providers at different sites? 
Central scheduling is a big advantage for 
the coordination of services and staff at 
the different sites. Providers need to be 
trained on your software to appropriate-
ly document the services provided.

#107: August 22      
Benchmarking and  
Outcome Development
Randy Van Straten

• What outcomes are employers looking 
for from OHS? The development of em-
ployer dashboards looks at compliance, 
controlling health costs, evaluating 
experience, measuring employee out-
comes. Are people getting the services 
done to control their health needs? 
They’re looking for access to appoint-
ments, compliance to return to work 
plan, looking at percent of positive tests 
to all testing, evaluating DOT compli-
ance, early intervention, and savings on 
timely return to work.

• How can we measure outcomes with-
out OHS software? It is difficult to do, 
but not impossible if you identify what 
monitors you are looking to review. 

• What are used for provider competen-
cy? Treatment outcomes are compared 
to standards identified by ACOEM.

• How do we monitor competency af-
ter employee orientation? You need to 
establish competency monitors for all 
those procedures conducted in the clinic.

• Who defines the standards for opera-
tions? The medical director and the pro-
gram director should define standards.

• What is the best approach for sales 
monitors? The goals identified in your 
sales plan will drive the activity need-
ed to actualize those goals, number of 
potential clients, visits, upselling, new 
services identified, and total volumes to 
projected volumes and revenues.

#108: August 29      
Integrating Occupational 
Health and Urgent Care   
Justin Caldwell

• What are the benefits for doing this? 
Our hospital says it will cut into our 
ED business. The development of a hub 
is a great advantage to coordinating the 
multisite blended clinic. The emergen-
cy department did not have decreased 
volumes. It realized a decrease in wait 
times and provided more awareness of 
what to treat in the ED and the urgent 
care clinic. We have used the blended 
clinics to refer patients to primary care 
providers. Some models have realized 
the ability to increase volumes in the 
occupational side.

• Who is the medical director for this 
model? The role for most clinics for 
medical direction depends on the mar-
ket. Some programs use a double medi-
cal director for UC and OHS. Joint med-
ical directorship is very helpful.

• How do we market this model? Market 
to the employers first, then the general 
community. The responsibilities may fall 
on the OHS sales person if the OHS is 
already established. The UC sales person 
is used with the OHS sales person when 
blending an establish UC with OHS. A 
community marketer sells both the OHS 
and UC blended clinics.

• How do we separate the billing for in-
surance and retail? OHS software han-
dles the WC and the retail business. It 

Dates & Time
Town Hall sessions are scheduled for every 
Tuesday for 30 minutes.

Noon-12:30 p.m. Eastern
11-11:30 a.m. Central

10-10:30 a.m. Mountain 
9-9:30 a.m. Pacific

2018 Winter/Spring Schedule
January 9              Medical Records (As It  
                Pertains to Pre-Employment   
                                   – Who Gets What?)

January 16           How to Track/Report         
                               Downstream Revenue

January 23            Employee Health

January 30           Partnering with  
                               Employers Effectively

February 6           Sales and Marketing

February 13       Reimbursement – Are  
                               You Capturing Everything         
                               Out There?

February 20        Pre-Employment Post  
                               Offer Physicals

February 27         Benchmarking Results and   
                               How to Use Them

March 6                Functional Medicine

March 13              Regulatory Updates  
                               on OSHA 

March 20              DOT Updates 

March 27              Benefits of Clinic     
                               Certification – How  
                               NAOHP Clinic    
                               Certification Can Help   
                               Your Business

Registration
NAOHP Members: No need to register. 
A login and call-in number/passcode 
reminder will be emailed to all NAOHP 
members before each session. Town Hall 
sessions are complimentary as a benefit of 
your NAOHP membership.

Non-NAOHP Members: Non-members  
are welcome and may register for a  
session by calling 800-666-7926 or emailing 
info@naohp.com. Each session is $24.99.
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may require template building to cover 
each of the populations. The private in-
surance may require additional software 
as not all occ health software covers 
private insurance. Explore the develop-
ment for the main EMR and the OHS 
software system.

• What charging structure works best? 
A combination model works best. You 
need to define the charges for each ser-
vice, one for UC and one for OHS.

• How do we staff to cover all the UC 
patients under 18 years? Some models 
used are:

• 0.75 staff/patient/hour plus three 
clinical staff 

• One provider with one MA seeing 
25 patients per day

• Ancillary staff for management, 
sales, and additional mid-levels to 
cover peak hours of clinic volumes

September 5   
No Town Hall – In 
Observance Of Labor Day

#109: September 12   
Benefits of  
NAOHP Certification 
Donna Lee Gardner and Stephanie Murdock

• How do we let the market know what 
“to be certified” means? In 1991, 
NAOHP developed Program Standards. 
In 2002, NAOHP developed a plan to 
establish occupational health standards 
of practice and gained recognition for 
professionals in the field of occupational 
health. The first phase of this effort is an 
examination for individuals to achieve a 
Certificate of Competency in Occupa-
tional Health Practice Management. The 
examination provides an opportunity for 
professionals in the field to demonstrate 
their proficiency in occupational health  
program management. 

The NAOHP Board initiated the sec-
ond phase when it voted unanimous-
ly on October 26, 2005 to develop and 
offer a Site Certification process as a 
way for occupational health programs 
and freestanding occupational medi-
cine practices to evaluate their perfor-

mance in comparison to established  
national standards.

The primary objectives of Occupational 
Health Program Certification are:

• To provide applicant programs 
with benchmarks to ensure their 
programs’ policies and standards 
are consistent with best national 
practices. Standards and core com-
petencies are established in six con-
tent areas:

• Administration/Organization
• Operational Framework
• Staffing Resources
• Clinical Services
• Quality Management
• Sales and Marketing

• To identify deficient areas in which 
an applicant program might im-
prove in order to achieve optimal 
performance in comparison to na-
tional standards.

• To reward applicant programs 
that meet the highest standards 
with tangible recognition that 
may be used as a unique market-
ing advantage with employers, 
insurers, managed care organiza-
tions, and networks, and to garner  
internal support.

• What process do we have to go 
through for certification to be of val-
ue? NAOHP identifies how your pro-
gram meets the national standards for 
best practice. They review policies, pro-
cedures, standards, operational process-
es, and clinic infrastructure.

• Who is the person responsible for the 
process? Program medical director and 
the operational director 

• What are the possible levels of cer-
tification? Three year certification is 
earned by realizing a score of 70-100 
percent compliance to standard. Scores 
below 70 are not compliant to standard. 
Programs are provided with guidelines 
to meet standards and provided an op-
portunity to resubmit the fee for certifi-
cation in six months.

• What is the timeline for the process? 
Each program meets its own timeline, 
so programs can explore their own time-
lines for completion of the processes.

• How do we define the ‘value added 
benefits’ for administration to ap-
prove the process? The benefit of the 
process is the result of what you put into 
the journey.

#110: September 19   
Benchmarking and  
Outcome Development 
Donna Lee Gardner

Quality – three dimensions of health  
service quality

Client – patient quality concerns the abil-
ity to provide a service giving clients/pa-
tients what they want. 

Professional quality – Professionals views 
of whether the service meets clients/pa-
tients needs as assessed by professionals 
(outcome being one measure) and wheth-
er staff correctly selects and carries out 
procedures which are believed to be nec-
essary to meet such needs.

Management quality – The most efficient 
and productive use of resources to meet 
client/patient needs, within limits and di-
rectives set by higher authority, person, or 
body carrying executive responsibility.

The evaluation of occupational health ser-
vices should be guided by the analysis of 
the work processes and their objectives. At 
the professional level, the results of eval-
uation should contribute to improvement 
of the quality of our services, and at the 
scientific level, evaluation research should 
provide best evidence for occupational 
health practice.

• What outcomes are used for provider 
competency?

• General Responsibilities 
• Act professionally at all times
• Arrive at office punctually
• Act as gatekeeper for all pa-

tients presenting to the office 
for treatment and/or referral

• Be responsible for all medical 
aspects of care in the office

• Maintain patient satisfac-
tion survey scores at or above 
threshold  

• Attend and contribute to pro-
vider meetings  

• Demonstrate willingness to 
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treat urgent/emergency cases 
whenever they occur 

• Assume leadership role in office
• Communicate effectively with 

clients and staff  
• Communicate with subspecial-

ists and case managers to pro-
mote resolution of a case 

• Assign duty status of worker 
that is concordant with find-
ings on physical examination

• Keep cases heading toward cure 
or maximum improvement

• Computer Skills  
• Demonstrate ability to use 

EMR, enter results of history, 
physical examination, diagno-
sis, treatment plan, and work 
restrictions for all patients 
evaluated.  Demonstrate ability 
to navigate in systoc through 
medical records and chart box. 
Build and maintain injury and 
illness templates 

• Document findings of physical 
examinations in the EMR

• Review and complete all forms 
related to injuries and exams in 
the EMR 

• Demonstrate competency with 
Outlook to send/receive email 
and view provider schedule

• Marketing   
• Maintain familiarity with em-

ployer contacts 
• Maintain telephonic contact 

with employer 
• Perform walk-throughs 
• Attend sales calls 
• Maintain familiarity with pay-

ers, insurers, and TPAs 
• Identify potential new clients 

to marketing staff 
• Quality Assurance  

• Participate in QA program
• Maintain quality standard at or 

above threshold level 
• Assist in development of new 

QA standards
• Physical Examinations 

• Perform and interpret history 
and physical examination re-
sults and document appropri-
ately in the EMR 

• Be familiar with the regulatory 

guidelines for all physicals
• Demonstrate expertise in eval-

uating drivers and other safe-
ty-sensitive employees under-
going DOT examinations

• Know the components of phys-
ical examinations requested by 
specific clients 

• Advise clients of what compo-
nents are required for request-
ed physical exams and labora-
tory tests based on the type of 
work employees perform

• Soft Tissue Injury Treatment
• Demonstrate knowledge of 

anatomy and physiology of the 
musculoskeletal system 

• Perform  skillful, directed phys-
ical examinations of the body 
part injured and arrive at an 
appropriate working diagnosis 

• Analyze mechanism of injury 
and its causal relationship to 
the patient’s complaints and 
physical findings 

• Establish a treatment plan and 
then reevaluate the treatment 
plan and make appropriate ad-
justments when improvement 
does not occur as expected

• Appropriate use of home exer-
cises and physical therapy

• Order appropriate testing
• Make appropriate and  

timely referrals  
• Perform aspirations and injec-

tions of joints and tendons
• Have working knowledge of 

durable medical equipment 
available and demonstrate abil-
ity to use these devices appro-
priately in the treatment and 
rehabilitation of injuries

• Pulmonary Evaluations 
• Perform complete examina-

tions of the respiratory system 
and apply the clinical findings 
to situations in the workplace

• Treat acute and subacute  
inhalation injuries

• Have working knowledge of 
respiratory medications and 
their application to work- 
related conditions 

• Be familiar with OSHA respi-

ratory guidelines/questionnaire
• Perform respiratory clearances
• Interpret PFTs and apply find-

ings to work place situations
• Cardiovascular Evaluations 

• Perform a complete cardiovas-
cular examination 

• Interpret EKG tracings 
• Familiarity with the indica-

tions for GETT and thallium 
stress tests 

• Interpret reports of cardiac 
tests and reports from cardiol-
ogist and apply the findings to 
workplace situations

• Neurological Evaluations 
• Evaluate, diagnose, and treat 

injuries resulting in neurolog-
ical symptoms  

• Diagnose and treat concus-
sions and post concussive syn-
dromes  

• Order appropriate neurologi-
cal diagnostic testing  

• Make referrals to specialists 
when indicated 

• Radiology   
• Order appropriate radiology 

tests for the evaluation and 
treatment of work-related in-
juries and illnesses 

• Perform preliminary review of 
the radiographs ordered and 
document in EMR

• Order special diagnostic test-
ing (MRI, CT, bone scans, etc.) 
when indicated 

• Review reports of radiographs 
and special diagnostic tests, 
document in EMR, and make 
appropriate changes in treat-
ment plan and referrals, if 
needed, based on those results

• Audiology   
• Review audiograms and apply 

findings to work place noise 
levels   

• Be familiar with OSHA guide-
lines for hearing conserva-
tion 

• Be able to determine if signif-
icant threshold shifts have oc-
curred when reviewing serial 
audiograms  

• Know DOT regulations re-
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garding hearing thresholds
• Make recommendations to 

employees regarding hearing 
conservation based on audio-
gram results 

• Visual Acuity and Eye Injuries
•  Evaluate and diagnose work 

place eye injuries
• Demonstrate ability to use 

Wood’s Lamp and Slit Lamp in 
the evaluation of eye injuries

• Ability to treat corneal abra-
sions and superficial foreign 
bodies in the eye 

• Make appropriate ophthalmo-
logic referrals when indicated

• Know DOT guidelines for  
visual acuity  

• Have working knowledge of 
ophthmalogic medications for 
the treatment of work-related 
eye injuries 

• Lacerations 
•  Evaluate lacerations to deter-

mine the extent of the laceration
• Identify lacerations that re-

quire referral to specialist
• Demonstrate ability to repair 

simple and moderately com-
plex lacerations with sterile 
technique and with appropriate 
techniques and suture material

• Apply dressings to lacerations
• Administer local anesthesia 

and digital blocks for the repair 
of lacerations 

• Use tissue adhesive for lacera-
tion repair when indicated

• Remove sutures/staples 
• Appropriate prescription of 

antibiotics for wounds
• Schedule follow ups for wound 

checks and suture removal
• Review wound care with in-

jured worker 
• Blood Borne Pathogen Exposure 

(BBPE)   
• Evaluate workers with poten-

tial BBPE and determine if ex-
posure has occurred 

• Have working knowledge of 
Meridian’s BBPE protocol

• Order appropriate testing and 
prescribe medication accord-
ing the BBPE protocol 

• Assist in determining the do-
nor’s serological status 

• Provide counseling to the ex-
posed worker

• Medical Review Officer 
• Obtain and maintain valid 

MRO certification
•  Complete all recommended 

CMEs for MRO
• Perform duties of MRO for valida-

tion of drug screen results 

• How do we monitor competency after 
employee orientation? Monitor on go-
ing employee activities for the process of 
all patient care for the program.

• Who defines the standards for opera-
tions? Administrative personnel

• What is the best approach for sales 
monitors? Relationship building

• What outcomes are used for onsite 
services? This depends on the client. 
Many look at decreased medical claims, 
costs, monitoring of health claims, and 
early disease identification.

• What is the best approach to client 
company satisfaction monitoring, 
yearly or monthly? There are several 
approaches to client satisfaction mon-
itoring: Quarterly monitoring of safe-
ty supervisors for injury management 
outcomes and quarterly monitoring of 
HR staff for access of appointments and 
scheduling with feedback for exams for 
exams and tests.

#111: September 26   
Best Practice for Injury 
Management (Medical  
and Operational)  
Dr. David Tanner

• Who is responsible for identifying 
what is the best practice for injury 
management? Medical director with 
reference from the ACOEM, AAOHN, 
and NAOHPO

• How do we set up the standards? Clini-
cal guidelines are the foundation for the 
development of program standards

• How do we monitor compliance to the 
best practice?  Monitor evaluate docu-

mentation, feedback from employers, 
and patient outcomes

• What do we do when providers do not 
follow best practice?  Use score cards 
to identify those providers that need to 
meet with the medical director to iden-
tify expectations, standards, and the 
process for patient care.

• How can we monitor all our providers 
and NP/PAs, they see hundreds of pa-
tients? Use quality monitors for evalua-
tion of compliance to standards.

• What role does the computer software 
play in best practices? It evaluates and 
reports on return to work outcomes, 
loss work days, compliance to program 
standards for number of visits, and re-
ferrals for specialists.

#112: October 3   
How to Achieve 
Standardization for Client 
and Patient Interactions  
Mary Alice Erlich

• What account documentation is nec-
essary to establish client standards? 
The client profile regarding testing, 
communication expectations, insur-
ance info, scheduling needs, regula-
tory requirements, and processes for 
workers’ compensation and employer  
related service  

• Who determines the standards? The 
employer, the program medical director, 
and program director discuss the work 
environment, the services to be provided, 
and the necessary processes to meet reg-
ulatory requirements for the company.

• How do you orient clients to the stan-
dards? An orientation packet is a help-
ful tool to provide the client with all the 
necessary information regarding access 
and scheduling, billing, patient process-
ing, communication, and ongoing mon-
itoring of services.  

• Are patient interactions defined by the 
employer or the OHS? Both. The pro-
cess for return to work, the scheduling 
processes, and the access for care are 
discussed with the employer, and ac-
commodations may be provided to an 
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employer for access if appropriate for 
early or late testing of patients if vol-
umes are warrant the accommodations.

• Are there current standards for pa-
tient interactions? Customer service 
standards are available.

#113: October 10   
Blending Occ Health  
and Urgent Care  
Dr. Mike Rothwell and Dr. Lawrence Earl

• When should blended clinic be con-
sider? Opportunities differ in every 
market. Careful market analysis is rec-
ommended to identify opportunities for 
the blended model either OHP and UC, 
OHP and Primary Health, OHP and 
women’s health, and OHP and rehab are 
examples of the blended models.

• What are the administrative processes 
that will remain the same? Operational 
efficiencies are the same for the models. 
Human resources processes, charging, 
and collections are all similar. Docu-
mentation standards differ with the 
products for the blended model.

• How do you orient the staff to the 
blended model? Provider and staff ori-
entation is essential to success. The de-
fining of the model, performance expec-
tations, and standards of care all need to 
be discussed and shared with providers 
and staff.

• What pricing structure is appropriate, 
UC or OHS? UC is insurance-based 
with personnel health and workers’ 
compensation insurance. OHP is the 
same workers’ compensation and retail 
billing to client companies.

• Do you have one medical director or 
two? Why? Most programs have one 
medical director, but if the network is 
very large, two directors are used work-
ing in partnership.

• What standards are followed? The 
ACOEM and NAOHP for OHP and the 
American College of Emergency Physi-
cians (ACEP)

• How can you combine the OHP and 
UC yet possibly keep separate IT 

systems? The best model is to com-
bine under one system. If not possible, 
you can bridge the systems, so once 
registered separate systems are used  
for documentation.

October 16   
No Town Hall – NAOHP 
National Conference  
in Chicago

#114: October 24   
New Wellness Initiatives 
Justin Caldwell

• What is the best model for OHS well-
ness? Build on what you have is the best 
strategy for model development.  Syn-
ergistic relationships provide a sound 
foundation for the model success.

• How do you staff the service? State The 
model drives the staff mix. Onsite nurs-
ing clinics usually just need the nurse 
with medical direction. Wellness and 
care management usually NP/PAs, MA, 
and medical direction. Flexible staffing 
is a key success factor.

• How do you cost out the model? The 
factors to be considered are employer 
size, package components for the mod-
el, cost analysis of staff, and percent 
profit margin.

• Can you partner with community 
agencies and make it work? Yes, op-
tions for partnering will depend on 
what’s available in your market.

• How do you develop the reports for 
the employer and not compromise HI-
PAA? Aggregate data. There are no em-
ployee names provided in any reports.

#115: October 31   
Partnering for  
Population Health 
Stewart Levy and Randy Van Straten

• How do you define population health 
in the occupational health market? 
Integrated community programs focus-
ing on monitoring the care of patients 
working with primary care providers

• What is the medical director’s role? 
State Practice Act drives the onsite staff-
ing models for employers and OHPs. 
The MD is responsible for establishing 
standards, and oversight of the popula-
tion, identifying the risk factors for the 
population, and what measures and out-
comes are needed for that population. 

• Who develops reports and who gets 
them? Insurance companies and OHP 
provide aggregated data to the employ-
er with numbers of services provided. 
They prioritize the goals of health for 
the population and reports demonstrate 
the attainment of goals.

• Is there a profit monitor for the OHP 
to add this as a new service line? Yes, it 
is a great opportunity: 

• By having onsite services, this in-
creases the productivity of the em-
ployee base

• Provides referrals to the health sys-
tem for care

• Self-insured clinics realize a $1 to 
$1 return.

• A feeder for primary care to the 
health system

• Who are the potential partners for pop 
health? 

• Insurance, wellness providers,  
and TPAs

• Employers sharing risk with OHPs 
or health systems

• Can this work in a single blended clin-
ic of UC/OHP? Single or blended clin-
ics work well in the model. The model 
needs clear standards for each service 
for UC/OHP, especially if working in 
work injury management.

• What are the first steps we should take 
to implement population health? Look 
at the potential partnerships in your 
markets and make sure you have the ap-
propriate IT connections. ←

Any members who missed 
hearing a Town Hall can 

request a recording by calling 
800-666-7926 x1.



Premier Sponsor

Net Health is the leader in software 
solutions for specialized outpatient care. 
Known for being Experts in The Art of 
the Right Fit®, our fully interoperable 
EHR solutions serve five medical specialty 
markets offering clients an end-to-end 
solution that includes practice management 

tools, clinical workflow documentation, 
revenue cycle management, and analytics. 
We serve healthcare professionals in 3,700 
urgent care, wound care, physical therapy, 
speech and language therapy, occupational 
therapy, occupational medicine, employee 
health, and workplace medicine facilities. 

Agility™ for employee health manages 
immunizations, exposures, surveillance, 
and more. Agility’s occupational medicine 
EHR has a fully integrated practice 
management solution that is designed 
to meet the needs of both independent 
providers and hospital-owned facilities. 
It’s better, faster documentation that 
leaves you feeling 100% confident about 
payment. Conquer employer protocols, 
billing complexity, and compliance. 
800-411-6281 
www.nethealth.com/see-Agility  ←

NAOHP/Ryan Associates
8389 Doubletree Drive North 
Crown Point, IN 46307

Occupational Health/Urgent Care Consulting

®

2018 MEMBERSHIP 
SPECIAL INVITATION

We invite you to join the 
NAOHP membership, with 

over 1,500 occupational health 
and urgent care professionals 

as members. Your 
membership with NAOHP is 

waiting for you! 

See page 2 of this newsletter 
for more information!


