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The HIPAA Compliance Strategy Guide

Every practice signs the HIPAA forms. Far fewer could show an investigator the risk analysis, the

safeguards, and the evidence behind them. That gap — between paperwork and practice — is where

fines, breaches, and corrective action plans live.

This guide is the plain-English version: what the law actually requires, the risk analysis regulators expect,

the safeguards that matter most, and what to do in the first 72 hours of a breach.

1. What HIPAA Actually Requires

Three rules, in plain English. The Privacy Rule governs who may see and use Protected Health

Information (PHI) and what patients can demand of you. The Security Rule requires administrative,

physical, and technical safeguards for electronic PHI — this is where most of the IT work lives. The

Breach Notification Rule dictates who you must tell, and how fast, when PHI is exposed.

All three apply to covered entities — practices, plans, clearinghouses — and to business associates that

handle PHI for them. There is no small-practice exemption.

The Rule:

If PHI touches your systems, HIPAA already applies to you. The only question is whether you can prove

you’re meeting it.

2. The Security Risk Analysis OCR Expects

The risk analysis is the Security Rule’s foundation and the first document OCR requests in an

investigation — and “we don’t have one” is the most commonly cited failure in enforcement actions. A

real one: inventories everywhere PHI lives (systems, devices, vendors), identifies threats and

vulnerabilities against each, rates likelihood and impact, and produces a documented, dated remediation

plan. It must be updated as your environment changes — not filed once and forgotten.

The Red Flag:

A risk analysis older than your newest system. If you’ve added telehealth, a new EHR module, or cloud

storage since it was written, it’s stale.



3. The Safeguards That Matter Most — and the Ones Practices Skip

Where to focus first:

Multi-factor authentication and least-privilege access

Encryption of PHI at rest and in transit

Audit logging that someone actually reviews

Tested backups isolated from production credentials

Annual security-awareness training with records kept

What gets skipped:

Reviewing the audit logs — collecting them isn’t the requirement; acting on them is

Termination procedures that actually cut access on the last day

Business associate agreements with every vendor touching PHI — including your IT provider

The Rule:

OCR doesn’t grade intentions. A safeguard that isn’t documented and monitored doesn’t exist.

4. Breach Response: The First 72 Hours

Contain the incident and preserve evidence — don’t wipe and reimage before scope is known. Assess

what data was exposed and for whom. Engage your cyber insurer and counsel early; both change what

you should do next.

Then the clock: affected individuals must be notified without unreasonable delay and no later than 60

days; HHS is notified (timing depends on breach size); breaches affecting 500 or more people also mean

media notice and the public HHS breach portal.

The Red Flag:

Deciding any of this for the first time during the breach. The plan, the contacts, and the templates should

exist before the bad day.



5. Enforcement, Honestly

Most OCR investigations start with a patient complaint or a self-reported breach — not a random audit.

Penalties are tiered by culpability, from “didn’t know” to “willful neglect, uncorrected,” and settlements

routinely come with multi-year corrective action plans that cost more in oversight than the fine itself.

Small practices do get penalized — but the overwhelming pattern in enforcement is preventable basics:

no risk analysis, no encryption, no BAAs.

The Rule:

You don’t have to be perfect. You have to be demonstrably serious — current risk analysis, working

safeguards, documented follow-through.

6. Keeping Compliance Current

HIPAA compliance decays by default: staff change, systems change, vendors change. What keeps it

standing — an annual risk-analysis refresh (or after major changes), monitored safeguards, recurring

training, scheduled vendor and BAA reviews, and one named owner for the program.

The Red Flag:

A compliance binder nobody has opened since onboarding.

7. How QOS MSP Helps

We build HIPAA into the managed IT practices already need — risk analysis, safeguard implementation,

policies and documentation, monitoring, and breach-ready incident response — at flat Compliance-plan

rates, founder-led since 2007. One honest boundary: we implement and operate the technical and

documentation side; for legal questions about HIPAA obligations, you still want healthcare counsel —

and we work well alongside them.

The Final Word

The practices that get hurt by HIPAA treat it as paperwork. The ones that don’t treat it as an operating

standard their IT enforces every day.

Next Step:

If your risk analysis is missing or stale, start there. QOS MSP will scope one at no cost: call +1 (877)

800-7672 or visit www.qosmsp.com.


