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Executive Summary

In accordance with Public Act 11-209, the Connecticut Society of Medical Assistants (CSMA) and the
American Association of Medical Assistants (AAMA) jointly submitted a scope of practice request to the
Department of Public Health to enable physicians to delegate medication administration to certified
medical assistants in outpatient settings, and establish mandatory education and training requirements
and a recognized scope of practice for medical assistants who engage in medication administration.

The scope of practice review committee reviewed and evaluated all of the information provided in the
scope of practice request submitted by the CSMA and the AAMA and the evidence they provided in
support of the proposed changes, as well as additional information that was requested as a result of
committee discussions. In reviewing and evaluating the information presented, the scope of practice
review committee focused on assessing any public health and safety risks associated with the request,
whether the request may enhance access to quality and affordable health care and whether the request
enhances the ability of the profession to practice to the full extent of the profession’s education and
training.

Literature and other information reviewed and evaluated by the scope of practice review committee
demonstrated that certified medical assistants are educated and trained to administer medication under
the direct supervision of a licensed physician. Accredited education and training programs that lead to
certification as a medical assistant have been in place for many years in Connecticut and other states
and include coursework and clinical training in pharmacology and medication administration. The
American Association of Medical Assistants and American Medical Technologists offer examination and
certification programs that could be utilized in Connecticut as the standard for medical assistants who
are delegated the task of medication administration. Mandatory certification would ensure that all
medical assistants who administer medication have met the same minimum qualifications.

Medical assistants are able to administer medications under the direct supervision of a physician in most
other states. Restrictions related to setting, types of medication and route of administration vary from
state to state. Although no evidence was provided by the requesters that demonstrates that enactment
of these changes in other states has enhanced access to quality and affordable care, it is anticipated that
allowing medical assistants to administer medication, for example routine vaccinations, will enable
physicians and nurses who may be practicing with them to see more patients and focus on clinical care.
The potential impact on access to care that may result if this proposal is not enacted was not evaluated
by the committee. Implementation of this scope of practice request would enhance the ability of
certified medical assistants to practice to the full extent of the profession’s education and training.

In reviewing and discussing all of the information provided, the majority of scope of practice review
committee members agreed that the concerns that were identified regarding potential quality and
safety risks associated with allowing licensed physicians to delegate medication administration to
certified medical assistants can be addressed through legislation. While there are no specific
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recommendations as to whether or not this proposal should move forward, committee members agreed

that the following issues must be addressed if a bill is raised and prior to any legislation being enacted:

The term “physician” must be clearly defined to include only doctors of medicine (M.D.) and
doctors of osteopathic medicine (D.O.).

The term “certified medical assistant” must be defined and the law must clearly articulate the
credentials an individual must hold in order to use that designation in Connecticut and
administer medications as delegated by a physician. Physicians must be aware of which tasks
can be delegated and to whom such tasks can be delegated.

The term “outpatient setting” must be defined and the law must clearly identify any settings
that may be excluded (e.g., hospitals including emergency departments, ambulatory surgical
centers, physician offices during routine surgical procedures).

The term “direct supervision” must be clearly defined to require the physician to remain on the
premises at all times that treatment orders for medication administration are being carried out
by the medical assistant, be within reasonable proximity to the treatment room and able to
observe, assess and take any necessary action regarding effectiveness, adverse reaction or any
emergency.

Existing statutory provisions that currently allow medical assistants in ophthalmology and
optometric practices to administer medication to patients under supervision should not be
impacted or altered in any way.

Any medications that should be excluded to assure patient safety must be clearly articulated
(e.g., excluding certain substances such as anesthetic agents and controlled substances in
Schedules |, Il and Ill).

Any exclusions related to routes of administration and limitations related to location on the
body to assure patient safety must also be articulated (e.g., excluding intravenous
administration and inhalation as routes of administration and limiting injections to extremities
and the back).

Mechanisms to ensure that patients are aware of a practitioner’s qualifications and the services
that he or she may provide must be considered as a part of any proposal that moves forward.

Draft statutory language was not provided for review by scope of practice review committee

members. Should the Public Health Committee decide to raise a bill related to this scope of practice

request, the Department of Public Health along with the organizations that were represented on the

scope of practice review committee (the Connecticut Society of Medical Assistants, the American
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Association of Medical Assistants, the American Medical Technologists, the Connecticut State
Medical Society , the Connecticut Association of Optometrists, the Connecticut Dermatology and
Dermatologic Society, the Connecticut ENT Society, the Connecticut Urology Society, the
Connecticut Society of Eye Physicians, the Connecticut Hospital Association, the Connecticut Society
for Respiratory Care and the Connecticut Association of Nurse Anesthetists) respectfully request the
opportunity to work with the Public Health Committee on statutory language.

Background

Public Act 11-209, An Act Concerning the Department of Public Health’s Oversight Responsibilities
Relating to Scope of Practice Determinations for Health Care Professions, established a process for the
submission and review of requests from health care professions seeking to revise or establish a scope of
practice prior to consideration by the General Assembly. Under the provisions of this act, persons or
entities acting on behalf of a health care profession that may be directly impacted by a scope of practice
request may submit a written impact statement to the Department of Public Health. The Commissioner
of Public Health shall, within available appropriations, establish and appoint members to a scope of
practice review committee for each timely scope of practice request received by the Department.
Committees shall consist of the following members:

1. Two members recommended by the requestor to represent the health care profession making
the scope of practice request;

2. Two members recommended by each person or entity that has submitted a written impact
statement, to represent the health care profession(s) directly impacted by the scope of practice
request; and

3. The Commissioner of Public Health or the commissioner’s designee, who shall serve as an ex-
officio, non-voting member of the committee.

Scope of practice review committees shall review and evaluate the scope of practice request,
subsequent written responses to the request and any other information the committee deems relevant
to the scope of practice request. Such review and evaluation shall include, but not be limited to, an
assessment of any public health and safety risks that may be associated with the request, whether the
request may enhance access to quality and affordable health care and whether the request enhances
the ability of the profession to practice to the full extent of the profession’s education and training.
Upon concluding its review and evaluation of the scope of practice request, the committee shall provide
its findings to the joint standing committee of the General Assembly having cognizance of matters
relating to public health. The Department of Public Health (DPH) is responsible for receiving requests
and for establishing and providing support to the review committees, within available appropriations.
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Scope of Practice Request

The Connecticut Society of Medical Assistants (CSMA) and the American Association Medical Assistants
(AAMA) jointly submitted a scope of practice request to enable physicians to delegate medication
administration to certified medical assistants, and establish mandatory education and training
requirements and a recognized scope of practice for medical assistants who engage in medication
administration. More specifically, CSMA and AAMA are requesting a scope of practice change that
would enable licensed physicians to delegate: (1) the administration of medication orally or by
inhalation; and (2) the administration of intramuscular, intradermal, and subcutaneous injections
(including vaccinations/immunizations) to medical assistants working under their direct supervision in
outpatient settings who (1) have graduated from an accredited, postsecondary medical assisting
program that is accredited by either the Commission on Accreditation of Allied Health Education
Programs or the Accrediting Bureau of Health Education Schools; and (2) have a current medical
assisting credential acceptable to and recognized by the Connecticut Department of Public Health. For
purposes of this request, “direct supervision” is defined as the overseeing/delegating/supervising
physician being on the premises and reasonably available although not necessarily in the same room.

Impact Statements and Responses to Impact Statements

Written impact statements in response to the scope of practice request submitted by CSMA and the
AAMA were received from the Connecticut State Medical Society, the Connecticut Hospital Association,
the Connecticut Association of Nurse Anesthetists, the American Medical Technologists, the Connecticut
Society for Respiratory Care, the Connecticut Association of Optometrists, the Connecticut Dermatology
and Dermatologic Society, the Connecticut ENT Society, the Connecticut Urology Society, and the
Connecticut Society of Eye Physicians. The CSMA and the AAMA submitted a written response to each
of the impact statements submitted by the previously referenced organizations, which were reviewed
by the scope of practice review committee.

Scope of Practice Review Committee Membership

In accordance with the provisions of Public Act 11-209, a scope of practice review committee was
established to review and evaluate the scope of practice request submitted by the Connecticut Society
of Medical Assistants and the American Association of Medical Assistants. Membership on the scope of
practice review committee included:

1. Two members recommended by the Connecticut Society of Medical Assistants and the
American Association of Medical Assistants;

2. Two members recommended by the Connecticut State Medical Society;

3. Two members recommended by the Connecticut Hospital Association;
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4. Two members recommended by the Connecticut Association of Nurse Anesthetists;

5. Two members recommended by the American Medical Technologists

6. Two members recommended by the Connecticut Society for Respiratory Care;

7. Two members recommended by the Connecticut Association of Optometrists;

8. Two members recommended by the Connecticut Dermatology and Dermatologic Society;
9. Two members recommended by the Connecticut ENT Society;

10. Two members recommended by the Connecticut Urology Society;

11. Two members recommended by the Connecticut Society of Eye Physicians; and

12. The Commissioner’s designee (chairperson and ex-officio, non-voting member).

Scope of Practice Review Committee Evaluation of Request

The scope of practice request submitted by the Connecticut Society of Medical Assistants (CSMA) and
the American Association of Medical Assistants (AAMA) included all of the required elements identified
in PA 11-209.

Health & Safety Benefits

The CSMA and the AAMA identified the following health and safety benefits associated with
implementing their proposal:

-Increase the supply of allied health personnel and enhance the efficiency of the delivery of health
care services

Expanding the scope of services that can be delegated by a physician to include medication
administration by qualified medical assistants would increase the supply of allied health
personnel available to work with physicians and allow physicians and nurses to focus on clinical
assessment and care rather than spending time on tasks such as administering “routine”
injections.

-Mandating specific education, training and competency requirements for medical assistants who
engage in medication administration under the direct supervision of a physician

There are currently no mandatory education, training or certification requirements for medical
assistants in Connecticut. Establishing mandatory education and training standards for medical

visioPage|7



assistants, who administer medication as delegated by a physician and performed under the
direct supervision of the physician, ensures quality without jeopardizing the health, safety and
welfare of patients because only those medical assistants with specific qualifications will be
authorized to administer medication.

Access to Healthcare/Economic Impact

Although they are not licensed and there is no statutorily recognized scope of practice, medical
assistants do practice in Connecticut but are currently prohibited from administering medications to
patients. The CSMA and the AAMA assert that if their scope of practice request is implemented,
patients in Connecticut would benefit by having greater access to and availability of health care, and
that allowing physicians to delegate certain types of medication administration to educated and
trained medical assistants would increase the supply of allied health professionals and consequently
enhance the efficiency of health care.

The CSMA and AAMA indicate that delegation of medication administration to medical assistants
would enable physicians to see a greater number of patients in a shorter time without diminishing
the quality of care provided to patients. It is important to note that, with few exceptions, under
current Connecticut law physicians, physician assistants and nurses are the only health care
practitioners who are legally authorized to administer medications in the outpatient settings being
considered in this request. The lack of a statewide repository of data to track who is administering
medications to patients in all outpatient settings made it unfeasible to prepare a cost/ benefit
analysis. While they stated that according to basic microeconomic principles an increase in the
supply of allied health professionals would permit the employers/supervisors to increase their
output of medical care, CSMA and AAMA did not provide any literature or specific data to
demonstrate that implementation of the proposed changes will have an impact on access to care or
costs to the health care system in Connecticut.

CSMA and AAMA also stated that if the scope of practice request is not implemented, the
Connecticut health care system, physicians and patients would be deprived of the efficiencies of
fully utilizing competent and knowledgeable medical assistants, and medical assistants would
continue to be prohibited from practicing to the full extent of their education and training. The
potential impact on access to care that may result if this proposal is not enacted was not evaluated
by the committee.

Laws Governing the Profession

There are no federal laws that have direct bearing on medical assistants and their scope of practice
and there are no Connecticut laws or regulations specifically governing the practice of medical
assistants.
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Current Requirements for Education and Training and Applicable Certification Requirements

There are currently no mandatory requirements for education, training and/or certification for
medical assistants who are practicing in Connecticut.

-Education/Training

e Accredited medical assistant programs are offered in postsecondary academic institutions.

e Medical assistant education programs are accredited by either the Commission on
Accreditation of Allied Health Education Programs (CAAHEP) or the Accrediting Bureau of
Health Education Schools (ABHES). There are 23 accredited medical assistant programs
located in Connecticut.

e Accredited medical assistant education programs include both classroom instruction in a
core curriculum (see Appendices F, G and H) and a minimum of 160 hours unpaid,
supervised practicum in an ambulatory healthcare setting. The core curriculum includes
didactic content necessary to ensure that graduates can safely perform medication
administration, including intramuscular, intradermal and subcutaneous injections. In
addition, students are required to demonstrate psychomotor competence in these
procedures in order to graduate — this psychomotor competence can only be demonstrated
on mannequins under current Connecticut law.

e Key coursework related to medication administration:

» foundations for clinical practice- includes demonstration of knowledge base in
identifying classification of medications, including desired effects, side effects and
adverse reactions and describing the relationship between anatomy and physiology
of all body systems and medications used for treatment in each — skill
demonstration includes: select proper site for administering parenteral medication;
administer oral medications; and administer parenteral (excluding IV) medications;

> applied mathematics- includes identifying both abbreviations and symbols used in
calculating medication doses and analyzing charts, graphs and/or tables in the
interpretation of healthcare results — skill demonstration includes: prepare proper
dosages of medication for administration; and

» pharmacology —includes math and metric conversions; use of drug references;
common abbreviations; legal aspects; and laws and regulations.

e There is no specified number of hours in pharmacology/medication administration that is
mandated as part of a medical assistant education program. Students must meet specific
educational outcomes to graduate. Typically, approximately 30 to 35 hours of the medical
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assistant program is devoted to the topic of pharmacology/medication administration.
Nurses and/or medical assistants with experience in medication administration teach this
portion of the course.

-Examination/Certification Requirements

Certification for medical assistants is voluntary and available through organizations such as the
American Association of Medical Assistants (AAMA) and American Medical Technologists (AMT).

In order to obtain initial certification, both the AAMA and the AMT require candidates to
complete basic education and training that meet identified competencies and successfully
complete an extensive examination.

In order to maintain certification, registrants must complete continuing education activities.

Summary of Known Scope of Practice Changes

There have been no scope of practice requests submitted and no recent proposed legislation related
to medical assistants.

Impact on Existing Relationships within the Health Care Delivery System

The CSMA and AAMA identified that implementation of the scope of practice request would have
minimal impact on existing relationships within the health care delivery system and that the request
would only have an impact on the relationship between physicians and medical assistants. If this
proposal is implemented, physicians would continue to delegate to all medical assistants the limited
duties they are currently permitted to perform as unlicensed assistive personnel (e.g., taking vital
signs, taking patients into examination rooms, entering data into the medical record, administrative
tasks, etc.) in addition to delegating medication administration to medical assistants who meet
specified education and credentialing requirements.

Regional and National Trends

The CSMA and the AAMA reported that most state laws permit physicians to delegate to unlicensed
allied health personnel such as medical assistants, working under their direct supervision in
outpatient settings, any duties except those which (1) constitute the practice of medicine or require
the skill and knowledge of a licensed physician; (2) are restricted in state law to other health or
allied health professionals; and (3) require the medical assistant to exercise independent judgment
or to make clinical assessments or evaluations. Some states require medical assistants to meet
educational and/or examination requirements in order to be delegated certain “advanced” medical
assisting duties. The New Jersey medical assisting regulations (See Appendix 1) are very specific with
regard to injections. South Dakota requires medical assistants to have graduated from a formal,
postsecondary educational program that meets the joint standards of the South Dakota Board of
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Medical and Osteopathic Examiners and the South Dakota Board of Nursing in order to be registered
to work as a medical assistant. In addition to the laws in New Jersey and South Dakota, there are
statutory and/or regulatory provisions that establish requirements for medical assisting scope or
practice in California, Washington and Arizona.

Other Health Care Professions that may be Impacted by the Scope of Practice Request as Identified
by the Requestor

The CSMA and the AAMA indicated in their scope of practice request that physicians would be
directly impacted if their request is implemented and that they are working closely with the
Connecticut State Medical Society. They anticipate no significant opposition from the physician
community.

The CSMA and the AAMA also indicated in the scope request that registered nurses (RNs) and
licensed practical nurses (LPNs) sometimes work under physician supervision in outpatient settings
and are delegated administration of medication, and that consequently this scope request may have
indirect impact on RNs and LPNs. It is important to note that although this may be the AAMA’s
experience in other states, the practice of nursing by a registered nurse in Connecticut is defined as
the process of diagnosing human responses to actual or potential health problems, providing
supportive and restorative care, health counseling and teaching, case finding and referral,
collaborating in the implementation of the total health care regimen, and executing the medical
regimen under the direction of a licensed physician, dentist or advanced practice registered nurse.
RNs carry out physicians’ directives and orders and medication administration falls within their
scope of practice. In addition, under Connecticut law, physicians cannot delegate to LPNs who may
only work under the supervision of RNs and APRNSs.

Implementation of the medical assistant scope of practice request as proposed would require that
medical assistants graduate from an accredited postsecondary medical assisting program and
receive either a one-year certificate or diploma or an associate’s degree in order to be able to
engage in medication administration. The CSMA and the AAMA reported that the accreditation
standards for medical assistant education programs are somewhat comparable to accreditation
standards for LPN education programs. No actual comparison of a medical assistant and LPN
education program was provided. While neither program mandates a specific minimum number of
required hours in medication administration, approved LPN programs must include a minimum of
1,500 hours, half of which must be in direct client care and observational experiences. Graduates of
both medical assistant and LPN education programs must meet specific educational outcomes
related to medication administration.

Since medication administration falls within the scope of practice of nursing and nurses administer
medications to patients in all of the outpatient settings identified in this proposal, nursing would
certainly be impacted if this proposal moves forward. Although the Connecticut Nurses Association
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did not submit an impact statement, nurses did participate in the scope of practice review
committee process, including representatives from the Connecticut Association of Nurse
Anesthetists.

Description of How the Request Relates to the Profession’s Ability to Practice to the Full Extent of

the Profession’s Education and Training

Current law in Connecticut restricts a physician’s ability to delegate medication administration to
certified medical assistants. Medication administration is included within a certified medical
assistant’s education and training. Implementation of this scope of practice request would provide
physicians with additional options in the hiring of competent and knowledgeable allied health
personnel into their practices and allow medical assistants in Connecticut to practice to the full
extent of their education and training.

Additional Information Reviewed

-Definition of supervision

Qualified medical assistants would administer medications under the direct supervision of a
physician. For purposes of this proposal, “direct supervision” means the physician is on the
premises and is reasonably available when the medical assistant is administering medication to
a patient but is not necessarily in the same room. By delegating this task to the medical
assistant, the physician is accepting responsibility for the medical assistant’s actions and may be
held accountable should any issues arise.

-How many medical assistants are currently practicing in Connecticut?

Data was not available to identify the number of medical assistants who are currently practicing
in Connecticut. It is estimated that there are approximately 30,000 medical assistants who are
certified by the AAMA nationally, almost 900 with a Connecticut address. There are
approximately 584 active Registered Medical Assistants (RMAs) certified by American Medical
Technologists (AMT) with a Connecticut address. Neither of these organizations designate by
specialty.

-Where do medical assistants practice?

Medical assistants practice primarily in outpatient settings (e.g., medical offices and clinics). In
Connecticut, outpatient settings include, but are not necessarily limited to, physician offices and
group practices, outpatient clinics, other clinics such as urgent care centers, outpatient dialysis
units, ambulatory surgical centers, and in some instances emergency rooms. Although medical
assistants and some physicians would like to see minimal restrictions in place concerning the
setting in which a qualified medical assistant may administer medications, discussions made it
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very clear that exclusions should be considered. For example, in hospitals, ambulatory surgical
centers and some physician offices where surgical procedures are performed, patient acuity and
the high likelihood of critical changes in patient status require more advanced skills and
competencies to assure patient safety.

-Existing laws in Connecticut governing other unlicensed assistive personnel and medication
administration

Except where specific exemptions have been made in statute, unlicensed assistive personnel are
prohibited from administering medication to patients. The exceptions are noted below.
Injections and intravenous administration are not permitted in these settings and medication
must be administered by trained individuals who have successfully completed approved
medication administration training programs that are prescribed in state law or regulation and
are typically 30 to 40 hours long.

e Medication administration provided by trained persons who have successfully completed an
approved medication administration training program to clients in day programs and
residential facilities under the jurisdiction of the Departments of Children and Families,
Corrections, Developmental Services and Mental Health and Addiction Services.

e Alicensed physician who specializes in ophthalmology may delegate to an appropriately
trained medical assistant the use or application of any ocular agent, provided such
delegated service is performed only under the supervision, control and responsibility of the
licensed physician. For purposes of this section, "appropriately trained medical assistant"
means a medical assistant who has completed on-the-job training in the use and application
of ocular agents under the supervision, control and responsibility of an employing, licensed
physician, an affidavit in support of which shall be kept by the employing physician on the
premises.

o Alicensed optometrist may delegate to an optometric assistant, optometric technician or
appropriately trained person the use and application of any ocular agent, provided such
delegated service is performed only under the supervision, control and responsibility of the
licensed optometrist. "Optometric assistant" means a person who has either completed two
hundred hours of on-the-job training, an affidavit in support of which shall be kept by the
employing optometrist on the premises, or graduated from a vocational program in
optometric technicianry. "Optometric technician" means a person who has either
completed a two-year college program in optometric technicianry, or passed the national
optometric technician registration examination given by The American Optometric
Association. "Appropriately trained person" means a person who has completed on-the-job
training in the use and application of ocular agents under the supervision, control and
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responsibility of an employing, licensed optometrist, an affidavit in support of which shall be
kept by the employing optometrist on the premises.

e Unlicensed personnel may administer medication to residents in licensed residential care
homes provided the unlicensed personnel are certified and comply with all requirements
within the residential care home licensure regulations, and the facility has written policies
and procedures governing the administration of medications. Upon completion of
medication administration training and prior to the administration of any medication to
clients, program staff must successfully complete a written examination and practicum.
Medication is administered based on the written order of an authorized prescriber and the
written permission of the resident (or resident's conservator, guardian, or legal
representative).

¢ Unlicensed home health care aides may administer medication to patients in their homes as
delegated by a licensed registered nurse provided the aide has completed an approved
training program, is deemed competent to administer medications by the delegating
registered nurse, and the registered nurse completes an initial patient assessment to
determine that it is safe for the aide to administer medication to the patient and periodically
assesses the patient in accordance with statutory provisions. Home health care aides are
certified in medication administration by the training program provider.

-Types of medications to be administered

The initial scope of practice request did not include any limitations on the types of medications
to be administered by medical assistants. Committee discussions identified concerns related to
whether medical assistants should be excluded from administering anesthetic agents and
controlled substances in Schedules |, Il and lll. Reasons cited include, but are not limited to, the
potential for abrupt and critical alterations of patient physiology that demands more advanced
training as administration of these substances requires critical thinking to assess the patient,
determine/evaluate appropriate choice of medication, route of administration and appropriate
dosing.

-Method/route of administration

The initial scope of practice request included the administration of medication orally or by
inhalation and intramuscular, intradermal and subcutaneous injections. Committee discussions
identified concerns related to whether medical assistants should be excluded from specific
routes of administration. Reasons cited include, but are not limited to, the potential sudden
alteration in patient status that demands more advanced training.
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Physician members of the committee clarified that they would be amenable to the following
provisions:

e skin injections that are subcutaneous, intradermal or intramuscular, limited to the upper
and lower extremities and the back;

e topical application to skin unlimited with respect to location on the body; and

e application via intranasal, ocular, aural, oral and inhaled routes.

-Public perception

If this proposal is enacted, only those medical assistants who administer medications will be
required to hold and maintain certification. Committee members discussed concerns regarding how
patients will know whether the medical assistant in their physician’s office is appropriately educated
and trained. How will the public differentiate between medical assistants who are able to
administer medications and those who are not? Although the majority of committee members
supported the concept of requiring medical assistants to wear identification badges, other
mechanisms to ensure that patients are aware of a practitioner’s qualifications and the services that
he or she may provide must be considered as a part of any proposal that moves forward.

Findings/Conclusion

The scope of practice review committee reviewed and evaluated all of the information provided in the
scope of practice request submitted by the CSMA and the AAMA and the evidence they provided in
support of the proposed changes, as well as additional information that was requested as a result of
committee discussions. In reviewing and evaluating the information presented, the scope of practice
review committee focused on assessing any public health and safety risks associated with the request,
whether the request may enhance access to quality and affordable health care and whether the request
enhances the ability of the profession to practice to the full extent of the profession’s education and
training.

Literature and other information reviewed and evaluated by the scope of practice review committee
demonstrated that certified medical assistants are educated and trained to engage in medication
administration under the direct supervision of a licensed physician. Accredited education and training
programs that lead to certification as a medical assistant have been in place for many years in
Connecticut and other states and include coursework and clinical training in pharmacology and
medication administration. The American Association of Medical Assistants and American Medical
Technologists offer examination and certification programs that could be utilized in Connecticut as the
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standard for medical assistants who are delegated the task of medication administration. Mandatory
certification would ensure that all medical assistants who administer medication have met the same
minimum qualifications

Medical assistants are able to administer medications under the direct supervision of a physician in most
other states. Restrictions related to setting, types of medication and route of administration vary from
state to state. Although no evidence was provided by the requesters to demonstrate that enactment of
these changes in other states has enhanced quality and affordable care, it is anticipated that allowing
medical assistants to administer medication, for example routine vaccinations, will enable physicians
and nurses who may be practicing with them to see more patients and focus on assessment and clinical
care. The potential impact on access to care that may result if this proposal is not enacted was not
evaluated by the committee. Implementation of this scope of practice request would enhance the ability
of certified medical assistants to practice to the full extent of the profession’s education and training.

In reviewing and discussing all of the information provided, the majority of scope of practice review
committee members agreed that the concerns that were identified regarding potential quality and
safety risks associated with allowing licensed physicians to delegate medication administration to
certified medical assistants can be addressed through legislation. While there are no specific
recommendations as to whether or not this proposal should move forward, committee members agreed
that the following issues must be addressed if a bill is raised and prior to any legislation being enacted:

e The term “physician” must be clearly defined to include only doctors of medicine (M.D.) and
doctors of osteopathic medicine (D.O.).

o The term “certified medical assistant” must be defined and the law must clearly articulate the
credentials an individual must hold in order to use that designation in Connecticut and to
administer medications as delegated by a physician. Physicians must be aware of which tasks
can be delegated and to whom such tasks can be delegated.

e The term “outpatient setting” must be defined and the law must clearly identify any settings
that may be excluded (e.g., hospitals including emergency departments, ambulatory surgical
centers, physician offices during routine surgical procedures).

e The term “direct supervision” must be clearly defined to require the physician to remain on the
premises at all times that treatment orders for medication administration are being carried out
by the medical assistant and be within reasonable proximity to the treatment room and able to
observe, assess and take any necessary action regarding effectiveness, adverse reaction or any
other emergency.
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e  Existing statutory provisions that currently allow medical assistants in ophthalmology and
optometric practices to administer medication to patients under supervision should not be
impacted or altered in any way.

e Any medications that should be excluded to assure patient safety must be clearly articulated
(e.g., excluding certain substances such as anesthetic agents and controlled substances in
Schedules |, Il and Ill).

e Any exclusions related to routes of administration and limitations related to location on the
body to assure patient safety must also be articulated (e.g., excluding intravenous
administration and inhalation as routes of administration and limiting injections to extremities
and the back).

e Mechanisms to ensure that patients are aware of a practitioner’s qualifications and the services
that he or she may provide must be considered.

Although the requesters are not opposed to establishing a new licensure category, allowing physicians
to delegate medication administration to certified medical assistants can be accomplished through
statutory recognition. Statutory recognition is another option that would ensure that all certified
medical assistants who administer medication have met the same minimum qualifications related to
competence and that they are practicing safely in accordance with a recognized scope of practice, and
would have no cost to the state. Under the statutory recognition model, physicians who delegate
medication administration to certified medical assistants are held accountable. The Department of
Public Health would have no authority to take disciplinary action against the certified medical assistant.
Although licensing fees generate revenue for the State’s General Fund, there would be a fiscal impact to
the Department of Public Health associated with implementing a new licensing program.

Draft statutory language was not provided for review by scope of practice review committee members.
Should the Public Health Committee decide to raise a bill related to this scope of practice request, the
Department of Public Health along with the organizations that were represented on the scope of
practice review committee (the Connecticut Society of Medical Assistants, the American Association of
Medical Assistants, the American Medical Technologists, the Connecticut State Medical Society , the
Connecticut Association of Optometrists, the Connecticut Dermatology and Dermatologic Society, the
Connecticut ENT Society, the Connecticut Urology Society, and the Connecticut Society of Eye
Physicians, the Connecticut Hospital Association, the Connecticut Society for Respiratory Care and the
Connecticut Association of Nurse Anesthetists) respectfully request the opportunity to work with the
Public Health Committee on statutory language.
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Substitute House Bill No. 6549
Public Act No. 11-209

AN ACT CONCERNING THE DEPARTMENT OF PUBLIC HEALTH'S OVERSIGHT
RESPONSIBILITIES RELATING TO SCOPE OF PRACTICE DETERMINATIONS FOR
HEALTH CARE PROFESSIONS.

Be it enacted by the Senate and House of Representatives in General Assembly
convened:

Section 1. (NEW) (Effective July 1, 2011) (a) Any person or entity, acting on behalf of a
health care profession that seeks to establish a new scope of practice or change a
profession's scope of practice, may submit a written scope of practice request to the
Department of Public Health not later than August fifteenth of the year preceding the
commencement of the next regular session of the General Assembly.

(b) (1) Any written scope of practice request submitted to the Department of Public
Health pursuant to subsection (a) of this section shall include the following information:

(A) A plain language description of the request;

(B) Public health and safety benefits that the requestor believes will be achieved should
the request be implemented and, if applicable, a description of any harm to public
health and safety should the request not be implemented;

) The impact that the request will have on public access to health care;
P q P

(D) A brief summary of state or federal laws that govern the health care profession
making the request;

(E) The state's current regulatory oversight of the health care profession making the
request;

(F) All current education, training and examination requirements and any relevant
certification requirements applicable to the health care profession making the request;



(G) A summary of known scope of practice changes either requested or enacted
concerning the health care profession in the five-year period preceding the date of the
request;

(H) The extent to which the request directly impacts existing relationships within the
health care delivery system;

(I) The anticipated economic impact of the request on the health care delivery system;

(J) Regional and national trends concerning licensure of the health care profession
making the request and a summary of relevant scope of practice provisions enacted in
other states;

(K) Tdentification of any health care professions that can reasonably be anticipated to be
directly impacted by the request, the nature of the impact and efforts made by the
requestor to discuss the request with such health care professions; and

(L) A description of how the request relates to the health care profession’s ability to
practice to the full extent of the profession's education and training.

(2) In lieu of submitting a scope of practice request as described in subdivision (1) of
this subsection, any person or entity acting on behalf of a health care profession may
submit a request for an exemption from the processes described in this section and
section 2 of this act, A request for exemption shall include a plain language description
of the request and the reasons for the request for exemption, including, but not limited
to: (A) Exigent circumstances which necessitate an immediate response to the scope of
practice request, (B) the lack of any dispute concerning the scope of practice request, or
(C) any outstanding issues among health care professions concerning the scope of
practice request can easily be resolved. Such request for exemption shall be submitted
to the Department of Public Health not later than August fifteenth of the year preceding
the commencement of the next regular session of the General Assembly.

(¢} In any year in which a scope of practice request is received pursuant to this section,
not later than September fifteenth of the year preceding the commencement of the next
regular session of the General Assembly, the Department of Public Health, within
available appropriations, shall: (1) Provide written notification to the joint standing
committee of the General Assembly having cognizance of matters relating to public
health of any health care profession that has submitted a scope of practice request,
including any request for exemption, to the department pursuant to this section; and (2)
post any such request, including any request for exemption, and the name and address
of the requestor on the department's web site.



(d) Any person or entity, acting on behalf of a health care profession that may be
directly impacted by a scope of practice request submitted pursuant to this section, may
submit to the department a written statement identifying the nature of the impact not
later than October first of the year preceding the next regular session of the General
Assembly. Any such person or entity directly impacted by a scope of practice request
shall indicate the nature of the impact taking into consideration the criteria set forth in
subsection (b) of this section and shall provide a copy of the written impact statement to
the requestor. Not later than October fifteenth of such year, the requestor shall submit a
written response to the depariment and any person or entity that has provided a
written impact statement. The requestor's written response shall include, but not be
limited to, a description of areas of agreement and disagreement between the respective
health care professions.

Sec. 2. (NEW) (Effective July 1, 2017) (a) On or before November first of the year
preceding the commencement of the next regular session of the General Assembly, the
Commissioner of Public Health shall, within available appropriations allocated to the
department, establish and appoint members to a scope of practice review committee for
each timely scope of practice request submitted to the department pursuant to section 1
of this act. Committees established pursuant to this section shall consist of the following
members: (1) Two members recommended by the requestor to represent the health care
profession making the scope of practice request; (2) two members recommended by
each person or entity that has submitted a written impact statement pursuant to
subsection (d) of section 1 of this act, to represent the health care professions directly
impacted by the scope of practice request; and (3) the Commissioner of Public Health or
the commissioner's designee, who shall serve as an ex-officio, nonvoting member of the
committee. The Commissioner of Public Health or the commissioner's designee shall
serve as the chairperson of any such committee. The Commissioner of Public Health
may appoint additional members to any committee established pursuant to this section
to include representatives from health care professions having a proximate relationship
to the underlying request if the commissioner or the commissioner's designee
determines that such expansion would be beneficial to a resolution of the issues
presented. Any member of such committee shall serve without compensation.

(b) Any committee established pursuant to this section shall review and evaluate the
scope of practice request, subsequent written responses to the request and any other
information the committee deems relevant to the scope of practice request. Such review
and evaluation shall include, but not be limited to, an assessment of any publichealth
and safety risks that may be associated with the request, whether the request may
enhance access to quality and affordable health care and whether the request enhances
the ability of the profession to practice to the full extent of the profession's education
and training. The committee, when carrying out the duties prescribed in this section,
may seek input on the scope of practice request from the Department of Public Health



and such other entities as the committee determines necessary in order to provide its
written findings as described in subsection (c) of this section.

(c) The committee, upon concluding its review and evaluation of the scope of practice
request, shall provide its findings to the joint standing committee of the General
Assembly having cognizance of matters relating to public health. The committee shall
provide the written findings to said joint standing committee not later than the
February first following the date of the committee's establishment. The committee shall
include with its written findings all materials that were presented to the committee for
review and consideration during the review process. The committee shall terminate on
the date that it submits its written findings to said joint standing committee.

Sec. 3. (NEW) (Effective July 1, 2011) On or before January 1, 2013, the Commissioner of
Public Health shall evaluate the processes implemented pursuant to sections 1 and 2 of
this act and report to the joint standing committee of the General Assembly having
cognizance of matters relating to public health, in accordance with the provisions of
section 11-4a of the general statutes, on the effectiveness of such processes in addressing
scope of practice requests. Such report may also include recommendations from the
committee concerning measures that could be implemented to improve the scope of
practice review process.

Approved July 13, 2011



Medical Assistants 2012 Scope of Practice Review Committee Participants
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T AMERICAN ASSOUIATION OF MEDICAL ASSISTANYS
August 10,2012

Jennifer L. Filippone, Chief

Practitioner Licensing and Investigations Section
Department of Public Health

401 Capitol Avenue, MS#12MQA

P.0. Box 340308

Hartford, CT 06134

Dear Ms. Filippone:

Attached is a scope of practice request for the medical assisting profession submitted by the Connecticut Society of
Medical Assistants (CSMA) and the American Association of Medical Assistants (AAMA).

1t is the position of the CSMA and the AAMA that legislation is needed in Connecticut to permit physicians to
delegate to formally educated and credentialed medical assistants working under their direct supervision in
outpatient settings the administration of medication orally, by inhalation, and by intramuscular, intradermal, and
subcutaneous injections. Such legislation would enhance the availability of health care for the people of
Connecticut without decreasing the guality of such care or threatening the health and welfare of patients. Also,
because medical assistants would continue to work under direct physician supervision (defined as the
delepating/overseeing/supervising physician being on the premises and reasonably available in case of emergency),
such legislation would not disrupt the current health care delivery system. Finally, such legislation—if similar to the
injection regulation of the New Jersey Board of Medical Examiners (attached)—would not have o create a licensure
mechanism for medical assistants, and therefore would not necessarily increase regulatory costs for the Department
of Public Health or the State of Connecticut.

Thank you for your consideration. If you have questions about the attached scope of practice request, fee] free to
contact the following individuals:

Holly Martin, CMA {AAMA)

Public Policy Chair

CT Society of Medical Assistants

P.0. Box 124 Winchester Center, CT 06094
860/379-1235 hollyh3681 Zivahoo.com

Donatd A. Balasa, JD, MBA

Executive Director, Legal Counsel
American Association of Medical Assistants
20 N. Wacker Drive, Suite 1575

Chicago, T 60606

800/228-2262 dbalasafasma-ntl.org

Very truly yours,
Donald A. Baiasa, 1D, MBA
Executive Director, Legal Counsel
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Scope of Practice Request for the Medical Assisting Profession in Connecticut

Submitted to the Connecticut Department of Public Health Pursuant to Public Act No. 11-209

Submitted by the Connecticut Society of Medical Assistants and the American Association of
Medical Assistants

August 10, 2012

Holly Martin, CMA (AAMA)

Public Policy Chair

Connecticut Society of Medical Assistants
860/379-1235 hollyb5681@yahoo.com

Donald A. Balasa, JD, MBA

Executive Director, Legal Counsel
American Association of Medical Assistants
800/228-2262 dbalasa@aama-ntl.org

(A) Plain language description of the request

Background: Medical assistants are allied health professionals educated and trained to work in
outpatient settings {e.g., medical offices and clinics) under direct physician supervision. Direct

physician supervision is defined in the laws of other states as the overseeing/delegating/supervising

physician being on the premises and reasonably available, although not necessarily in the same
room. Medical assistants do not work under general physician supervision, as do physician

assistants and nurse practitioners, and are not educated and trained to work without direct physician

supervision.

A scope of practice for medical assistants is not set forth in Connecticut statutes or regulations.
(However, the Connecticut Department of Public Health (DPH), pursuant to Public Act 04-82,
provides a list of Connecticut registrants who hold a current Certified Medical Assistant [CMA
(AAMA)] credential granted by the Certifying Board of the American Association of Medical
Assistants (AAMA).) Chapter 370, Section 20-9(a) of the General Statutes of Connecticut states
that no person may practice medicine unless licensed under Section 20-10 of the statute. 20-9(b)
lists exceptions to this prohibition. Medical assistants are not included in the list of exceptions.

The Connecticut Department of Public Health in a document entitled “Medical Assistant
Information” provides informal advice about the duties physicians may delegate to medical
assistants. In this document the DPH states that medical assistants may not be delegated
“medication administration by any route (including oxygen, immunizations, and tuberculin
testing).”
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Request: The Connecticut Society of Medical Assistants and the American Association of Medical
Assistants request that the Connecticut General Assembly enact legislation that would enable
licensed physicians to delegate:

(1) the administration of medication orally or by inhalation; and

(2) the administration of intramuscular, intradermal, and subcutaneous injections (including
vaccinations/immunizations)

to medical assistants working under their direct supervision (as defined above) in outpatient settings
who:

(1) have graduated from an accredited, postsecondary medical assisting program that is accredited
by either the Commission on Accreditation of Allied Health Education Programs (CAAHEP) or the
Accredited Bureau of Health Education Schools (ABHES)—the only academic accrediting bodies
that are recognized by either the United States Department of Education or the Council for High
Education Accreditation; and

(2) have a current medical assisting credential acceptable to, and recognized by, the Connecticut
Medical Examining Board and the Connecticut Department of Public Health.

Licensure not necessarily required to fulfill this request: Although the above request could be
fulfilled by creating a licensure mechanism for medical assistants, licensure is not absolutely
required to meet this request. For example, New Jersey has a provision in the regulations of the
New Jersey Board of Medical Examiners that permits physicians to delegate certain injections to
medical assistants who meet educational and credentialing requirements (see attached). However,
there is no licensure mechanism for these medical assistants. Rather, the provisions of the New
Jersey medical assisting regulation are enforced by requiring licensed physicians to delegate
medication administration only to medical assistants meeting the requirements of the regulation.
Physicians who do not abide by the provisions of the regulation are subject to discipline by the New
Jersey Board of Medical Examiners.

{B) Potential public health and safety benefits, and potential harm to public health and safety,
should the request not be implemented

If a law described immediately above were enacted, the people of Connecticut would benefit by
having greater access to, and availability of, health care. Under current law, physicians are |
restricted in the categories of allied health professionals to whom they may delegate medication
administration. Allowing physicians to delegate certain types of medication administration to
educated and credentialed medical assistants would increase the supply of allied health
professionals, and consequently the efficiency of the provision of health care. This would enable
physicians to see a greater number of patients in a shorter time, without any diminishment of the
quality of care provided to patients.

If the above request for legislation were not granted, the Connecticut health system, delegating |
physicians, and patients would be deprived of the efficiencies of fully utilizing competent and



82
83
84
85
36
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104
105
106
107
108
109
110
i11
112
113
114

115

116
117
118
118
120
121
122

knowledgeable medical assistants. In other words, the availability of health care involving certain
types of medication administration would be less than it would be if educated and credentialed
medical assistants were able to use their full range of abilities under direct physician supervision.

(C) The impact on public access to health care
See (B) immediately above.
(D) Summary of state and federal laws regarding medical assisting

There are no federal laws that have a direct bearing on medical assistants and their scope of practice
in regard to medication administration.

Most state laws permit physicians to delegate to unlicensed allied health professionals (such as
medical assistants) working under their direct supervision in outpatient settings any duties except
those which:

(1) constitute the practice of medicine, or require the skill and knowledge of a licensed physician;
(2) are restricted in state law to other health or allied health professionals;

(3) require the medical assistant to exercise independent professional judgment, or to make clinical
assessments/evaluations.

Some states require medical assistants to meet educational and/or examinational requirements in
order to be delegated certain “advanced” medical assisting duties. The New Jersey medical
assisting regulation pertaining to injections has been discussed above. South Dakota requires
medical assistants to have graduated from a formal, postsecondary educational program that meets
the joint standards of the South Dakota Board of Medical and Osteopathic Examiners and the South

" Dakota Board of Nursing in order to be registered and to work as a medical assistant (see attached).

(E) Connecticut’s current regulatory oversight of medical assisting

As stated above, Connecticut has no oversight of the medical assisting profession other than the
Department of Public Health’s position that medical assistants may not be delegated any
administration of medication. As also stated above, the DPH makes available a list of Connecticut
residents who hold the CMA (AAMA) certification awarded by the Certifying Board of the
American Association of Medical Assistants.

(F) Current education, training, and examination requirements

There are no education, training, or examination requirements for medical assistants in Connecticut
law, or in the laws of most other states.
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(G) Scope of practice requests within the past five (5) years

There have been no scope of practice requests for medical assistants in Connecticut within the past
five (5) years.

(H) The extent to which the request directly impacts existing relationships within the health
care delivery systems

This request would only have an impact on the relationship of physicians as delegators to medical
assistants, and medical assistants as delegatees of physicians. There would be no change in the
requirement that medical assistants work under direct physician supervision. If the request were
granted, physicians would be permitted to delegate certain types of medication administration to
medical assistants meeting the educational and credentialing requirements. If the General Assembly
enacts the requested legislation, physicians would continue to be able to delegate to alf medical
assistants (those who meet the educational and credentialing requirements and those who do not)
the limited duties they are now permitted to delegate, such as taking vital signs, rooming patients,
administrative tasks, and—as directed by the overseeing physician—entering data into the medical
record. '

(I) The anticipated economic impact of the request on the health care delivery system

As presented in B above, expanding the scope of delegation of physicians to medical assistants who
meet the educational and credentialing requirements would increase the supply of allied health
professionals to whom doctors could delegate medication administration. According to basic
microeconomic principles, an increase in the supply of allied health professionals would permit the
employers/supervisors of these delegatees to increase their output of medical care—especially
medical care that involves medication administration.

~ It is important to note that this increase in supply of allied health professionals would not decrease

the quality of health care, and thus would not jeopardize the health, safety, and welfare of
Connecticut patients. This is due to the fact that, under the proposed legislative request, only
educated and currently credentialed medical assistants would be permitted to be delegated the
administration of medication.

(J) National trends in state medical assisting laws

In addition fo the aforementioned laws in New Jersey and South Dakota, there are statutory and/or
regulatory provisions that establish requirements for medical assisting scope of practice in
California, Washington, and Arizona. Legislation was signed into law in Washington in 2012,
Laws from these states are attached.
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(K) Health care professions that may be directly impacted by the request

Physicians would be directly impacted by this scope of practice request. The Connecticut Society
of Medical Assistants is working closely with the Connecticut State Medical Society on this request,
and therefore no significant opposition from organized medicine is anticipated.

Registered nurses (RNs) and licensed practical nurses (LPNs) sometimes work under physician
supervision in outpatient settings and are delegated administration of medication. Consequently,
this scope of practice request could have an indirect impact on RNs and LPNs. This request
stipulates that medical assistants must graduate from a postsecondary, programmatically accredited
(by either CAAHEP or ABHES) medical assisting program and receive either a one-year certificate
or diploma or a two-year associate’s degree in order to be delegated administration of medication.
The CAAHEP and ABHES accreditation standards for medical assisting programs are somewhat
comparable to the accreditation standards for LPN programs. Once this fact is brought to the
attention of the Connecticut Board of Nursing and the nursing societies in this state, it is not
anticipated that there will be significant nursing opposition to legislation embodying this scope of
practice request.

(1) How this request relates to the ability of educated and suitably credentialed medical
assistants to practice to the full extent of the profession’s education and training

There are 23 medical assisting programs in Connecticut that are accredited by either CAAHEP or
ABHES. Graduates of these programs have been taught the didactic knowledge necessary to safely
perform medication administration, including intramuscular, intradermal, and subcutaneous
injections. In addition, they have been required to demonstrate psychomotor competence in these
procedures in order to graduate—even though this psychomotor competence can only be
demonstrated on mannequins, not live subjects, because of the Connecticut law.

The current state of Connecticut law is preventing these educated and credentialed medical
assistants from being delegated duties to the full extent of their education and training. This scope
of practice request would remedy this situation, and would provide physicians and other
employment decision makers with more options in the hiring of competent and knowledgeable
allied health personnel. Most importantly, this scope of practice request would increase the
availability of health care for Connecticut residents without lessening the quality of care they would
be receiving.



Bonnection! Assogiation of Dptemeliists

35 Cold Spring Road, Sulte 211
Rocky Hill, CT 06067
860 529-1800
BBO 529-4411 (FAX).
wvw.cleves.org

October 1, 2012

Ms. Jennifer L. Filippone

Chief, Practitioner Licensing and
Investigations Section

Department of Public Health

410 Capitol Avenue, MS #12MQA

£.0. Box 340308

Hartford, CT 06134

Dear Ms. Filippone:

The Connecticut Association of Optometrists submits this impact statement with regard to a
Scope of Practice proposal submitted by the Connecticut Society of Medical Assistants. As you
know, the proposal in question would permit medical assistants to administer medications
including those that would treat eye and vision disorders. We question whether an unlicensed
profession such as medical assistants should be permitted to administer such critical patient care.

If you decide to create a scope of praciice review committee, we would request that we be able to
participate in the deliberations. Thank you,

Sincerely,

Brian T. Lynch, O.D.
Legislative Chair

CC:  Holly Martin, CMA (AAMA)
Donald A. Balasa, JD, MBA (AAMA)
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Connecticut Sociery
ji?-?-" Respiratory Care

P.0. Box 130
Stratford, CT 06615-0130

Ogetober 1, 2012

Ms, Jennifer L. Filippone

Chief, Practitioner Licensing and
Investigations Section

Bepartment of Public Health

410 Capitol Avenue, MS #12MQA
P.0. Box 340308

Hartford, CT 06134

Dear Ms. Filippone:
The Connecticut Society for Respiratory Care (CTSRC) submits this impact statement with regard

to a Scope of Practice proposal submitted by the Connectieut Society of Medical Assistants, As
you know, the proposal in question would permit Medical Assistants to administer medications,

including inhalation. The medical assistants are not trained to the level of other professions which

administer inhaled meds as part of their scope of practice. Ofall health care providers who
deliver/teach the use of inhaled medications, Respiratory Therapists have the highest positive
impact on the patient’s ability to deliver the medication effectively (MDIs). Respiratory therapists
are the experts when it comes to fraining and education in metered-dose inhaler techniques.

Further, we would question whether this is the appropriate forum to decide this issue. The scope
of practice review law appears to relate to creating a new scope of practice or modifying an
existing scope of practice for professions that are already licensed and recognized in statute. The
profession of medical assistants is not Heensed or regulated by the state.

Nonetheless, if you decide to create a review committee, the CTSRC would like to participate in it.

We believe only individuals who have received comprehensive training and are competency tested
should be administering inhaled medicines to patients. The Medical Assistant Society’s proposal
does not appear to contain sufficient guidelines that would ensure patient safety in this area.

Sincerely,

Susan Albino
President - CTSRC

CC:  Holly Martin, CMA (AAMA)
Donald A. Balasa, JD, MBA (AAMA)



CANA
Connecticut Association of Nurse Anesthetists

October 1, 2012

Ms. Jennifer L. Filippone

Chief Practitioner Licensing and Investigations Section
Department of Public Health

410 Capitol Avenue

MS #12MQA

P.O. Box 340308

Hartford, CT 06134

RE: Scope of practice request for the medical assisting profession submitted by the
Connecticut Society of Medical Assistants (CSMA) and the American Association
of Medical Assistants (AAMA)

Dear Ms. Filippone:

The Connecticut Association of Nurse Anesthetists (CANA) has public safety concerns
regarding the scope of practice request submitted by the Connecticut Saciety of Medical
Assistants and the American Association of Medical Assistants. Specifically, CANA has
concerns with physician delegation to formally educated and credentialed medical assistants
working under their direct supervision in outpatient settings when it involves the
administration of medication orally, by intramuscular, intradermal, and subcutaneous
injections and by inhalation.

Therefore, CANA seeks clarification regarding medications administered by medical assistants
under physician delegation. Connecticut's accredited training programs for Licensed Practical
Nurses, Registered Nurses and Advance Practice Registered Nurses require rigorous training
in critical thinking, while Medical Assistants are trained to follow directions. For thatreason
Medical Assistant's scope of practice as defined in various states’ legislation and regulation,
includes restrictions upon the administration of controlled substances!, anesthetic agents 2,
medications which require calculation of a dose?, et cetera. Safety warrants that the
medications medical assistants can administer be limited to exclude local anesthetics and
controlled substances schedules I, I1I, IV and V. In addition, inhalation medication
administration by medical assistants should specifically exclude inhalation anesthetics. These
inhalation anesthetics are as follows: nitrous oxide, isoflurane, sevoflurane and desflurane.

1 NJ 13:35-6.4(d}, Washington SB-6237§6(1](f)(i)
2 (A Bus&ProfCade § 2069
35D 36-9B-1 et seq
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The above mentioned drugs carry significant risks of untoward cardiac and respiratory side
effects, including death, and are best administered by licensed providers with the necessary
education and skills to administer such medications as are possessed by a Certified Registered
Nurse Anesthetist (CRNA}/Advanced Practice Registered Nurse (APRN).

Thank you for your attention to this matter. Please feel free to contact me if you have any
questions,

Sincerely,
Pauleen Consebido M5, CRNA, APRN |
President, Connecticut Association of Nurse Anesthetists

377 Research Parkway Suite 2D
Meriden, CT 06450
www.ctana.het



Celober 1,2012°

5 VIA Lxmliﬂ jonnifer: fiimpt&m(mt g;w__ L

- Jentifer L Eaiz}ﬁ;‘:(}m Chigl
Pragtitioner 1, ic@nmg ik i;wesugatmns Swﬁm‘z
'Tkep&rmunt t.,sf‘ ?uﬁ 1§§§ie¥1’%1§% i

- ;«mfuga& _{_:r-umaf;--

ﬁezg{ﬁi&:,[Fi{i:pfiéﬁ'ef: :

L This impact 3%311:&;‘&(31 i
' t}w Q‘Z(mme:,iax:m Pilzxaymfztm :% ; caa:tam {(”EcA) prmwm,g, in Cﬁiﬁi‘xéﬁti{mt 1mda::r E’%is: o
""" *mm% %mmmg m z*szﬁpam fo thﬁ: *‘Sf,:o;m af i’ma,imc

Admzm»mﬁmm mamhm* rng;mre{i fﬁiumpmhm thazem;& )
Ph ztmmee[&g,v aﬂé tilize this knowledge in their internships, "’i‘ﬁmv should have mﬁ;m
that e e wav; (}i tixaﬁ '_mwtuigg au{i .vh;;:}z iz gm - mgmnfkﬂy mih ather

- ﬂrzzizbcrmxﬁm Gf ﬂw wmmﬁ“ém, :mé %m pmzmﬁ t{} dw gnam ma meminam to ﬁm ﬁmd

T :Rﬁgwiﬁfﬁ ; ‘%Lﬁhmitt&d

.F rangis i ‘%f eqer, DO
Président




CONNECTICUT

HOSPITAL
ASSOCIATION
MEMORANDUM
TO: Jennifer L. Filippone, Chief
Practitioner Licensing and Investigation Section
FROM: James Jacobellis, Senior Vice President, Government and Regulatory Affairs
DATE: September 28, 2012

SUBJECT: Impact Statement — Scope of Practice Request — Medical Assistants

CHA, a trade association representing Connecticut’s 29 acute care hospitals, submits this impact
statement, in accordance with Chapter 368a of the Connecticut General Statutes, in response to
the scope of practice change requested by the Connecticut Society of Medical Assistants
(CSMA) and the American Association of Medical Assistants (AAMA). CSMA and AAMA are
requesting to establish a scope of practice for medical assistants that would allow physicians in
Connecticut to delegate to medical assistants, under direct supervision, the administration of
medication orally, by inhalation, and intramuscular, intradermal, and subcutaneous injections.

Connecticut hospitals employ or utilize a multitude of healthcare professionals with varying
scopes of practice. Any change in the scope of practice for medical assistants could impact the
scope of practice for practitioners employed or utilized by a hospital.

If the Department appoints a Scope of Practice Review Committee, CHA respectfully requests an
appointment to the Committee.

IDI:kbb
By e-mail
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October 1, 2012

Jennifer L. Filippone, Chief

Practitioner Licensing and Investigations Section
410 Capitol Avenrue, MS # 12MQA

P.O. Box 340308

Hartford, CT 06134

Dear. Ms. Filippone:

On behalf of the more than 7,000 physicians and physician in training members of the Connecticut
State Medical Society (CSMS) we submit these comments regarding the Connecticut Society of
Medical Assistants (CSMA) and the American Association of Medical Assistants (AAMA)
submission as consistent with the requirements of Public Act 11-209,

You currently have before you an impact statement submitted by CSMA and AAMA., These
organizations have provided comprehensive and significant information as to why the proposal is in
the best interest of public health and safety by permitting physicians to delegate to formally
educated and credentialed medical assistants working under their direct supervision in outpatient
settings the administration of medication orally, by inhalation, and by intramuscular, intradermal,
and subcutaneous injections. CSMS supports the intent of the submission before you. We fully
understand the potential significance such a change in an established scope of practice could have.
Therefore we respectlully request the establishment of a scope of practice review committee with
the appropriate representation from CSMS.

Thank you for the opportunity to submit these comments in support to this submission.

Sincerely,

Foley; M.D
esident



Michael N. McCarty, L.egal Counsel

BRICKFIELD, BURCHETTE, RITTS & STONE, P.C.
A ! 1025 Thomas Jefferson Strest, N.W.

. . . Eighth Floor, West Tower
American Medical Technologists Washington, DC 20007-5252
Certifying Ereslience in Allied Health Phone: (202) 342-0800

Fax: (202) 342.0807
E-mail: mnm@bbrsfaw.com

September 25, 2012

Jennifer L. Filippone, Chief

Practitioner Licensing and Investigations Section
Department of Public Health

410 Capitol Avenue, MS#12MQA.

P.O. Box 340308

Hartford, CT 06134

RE: Comments on Scope of Practice Request for Medical Assistants
Dear Ms. Filippone:

American Medical Technologists (AMT) submits this letter and attached materials in
support of the Scope of Practice Request for the Medical Assisting Profession that was submitted
under date of August 10, 2012, by the Connecticut Society of Medical Assistants and the
American Association of Medical Assistants (collectively, “AAMA”). AAMA’s request was
made pursuant to Public Act 11-209, An Act Concerning the Department of Public Health’s
Oversight Responsibilities Relating to Scope of Practice Determinations for Health Care
Professions.

AMT is a national nonprofit certification organization and professional society for allied
health personnel that was founded in 1939. Headquartered in Rosemont, [ilinois, AMT has
approximately 51,000 active member-certificants nationally. Of AMT’s active members, a
majority — about 31,000 — are certified as Registered Medical Assistants (RMAs). AMT began
certifying RMAs in 1972. Like the AAMA’s certification program for Certified Medical
Assistants [CMA(AAMA)], AMT’s certification program for Registered Medical Assistants is
fully accredited by the National Commission for Certifying Agencies (NCCA), the accrediting
arm of the Institute for Credentialing Excellence.

AMT fully supports AAMA’s request to establish a professional scope of practice for
medical assistants (MAs) in Connecticut. Connecticut is among a very small minority of States
that has failed to'recognize a practice scope for MAs appropriate to the profession’s education,
training and skills. In fact, to our knowledge Connecticut is one of only two States nationally
(the other being New York) where it has been expressly determined to be unlawful for MAs to
administer non-intravenous injections — a core entry-level competency taught by every
accredited education program for MAs.




Jennifer L. Filippone, Chief

Practitioner Licensing and Investigations Section
September 25, 2012

Page 2

We have attached a recently published article authored by the undersigned counsel for
AMT, entitled “The Lawful Scope of Practice of Medical Assistants — 2012 Update.” The article
discusses and provides citations to the laws and regulations addressing the practice of medical
assisting in the various states. You will note that the article singles out Connecticut as a state
that is significantly “behind the times” with its policy towards MAs.

Also attached is a detailed outline of the AMT Registered Medical Assistant (RMA)
Certification Examination Competencies and Construction Parameters. This document provides
a content outline of the RMA(AMT) certification exam and a listing of many of the entry-level
competencies for which the exam is designed to test.

In addition to supporting AAMA’s scope of practice request, AMT requests the
opportunity to nominate a member of any scope of practice review committee that the
Department may appoint pursuant to Public Act 11-209 to evaluate AAMA’s request.

In closing, AMT appreciates the opportunity to comment and urges the Department to act
favorably on the Scope of Practice Request for the Medical Assisting Profession. !

Sincerely,

bt

Michael N. McCarty
AMT Legal Counsel

Enclosures:

1. AMT Registered Medical Assistant (RMA) Certification Examination Competencies and
Construction Parameters

2. The Lawful Scope of Practice of Medical Assistants — 2012 Update,
AMT EVENTS (June 2012).

While AMT fully supports AAMA’s request to establish a practice scope for MAs, and supporis the
requirement that MAs have a current medical assisting credential acceptable to the Department, AMT does
not believe it necessary to limit the practice of medical assisting fo graduates of education programs
accredited by either the Commission on Accreditation of Allied Health Education Programs (CAAHEP) or
the Accrediting Bureau of Health Education Schools (ABHES), as suggested by AAMA. AMT believes
the Department should also accept graduates of formal medical assisting programs accredited by other
organizations recognized by the U.S. Dept. of Education or the Council on Higher Education Accreditation
(CHEA), provided that the program includes at least 720 clock-hours (or equivalent) of training in medical
asgisting, including a clinical externship of no less than 160 hours in duration.




Jemnifer L. Filippone, Chief
Practitioner Licensing and Investigations Section

September 25, 2012
Page 3

ce: Christopher A. Damon, J.ID., Executive Director
American Medical Technologists
10700 West Higgins Rd., Ste. 150
Rosemont, IL. 60018

Donald A. Balasa, J.D., MBA, Executive Director
American Association of Medical Assistants

20 N. Wacker Drive, Suite 1575

Chicago, IL 60606



Memoto:  Jennifer Filippone, MA Scope of Practice Committee

From: Martha Murray, JD, Connecticut Association of Nurse Anesthetists d(/LM/
Pauleen Consebido, RN, APRN, CRNA, President, CANA

Subject: Medical Assistant Scope of Practice Limits

Date: January 17, 2013

The application submitted by the Medical Assistants [MAs] requests that Connectlcut physicians

be permitted to delegate to MAs as foliows:

(1) The administration of medication orally or by inhalation;

(2) The administration of intramuscular, intradermal, and subcutaneous injections
(including vaccinations and injections)

Following a review of the content of training programs for Certified Medical Assistants and MA

legislation from other states, the Connecticut Association of Nurse Anesthetists proposes the

following exclusions from the practice of Medical Assistants in Connecticut to promote patient

safety. _
l. Routes of administration excluded from MA practice
A Intravenous administration
B. Administration via inhalation
C. Rationale: The potential for sudden alteration in patient status demands

more advanced training with these routes of administration.
1l Substances excluded from MA administration

A. Anesthetic agents
B. Controlled substances Schedules |, Il and Il
C. Rationale: The potential for abrupt and critical alterations of patient

physiology demands more advanced training. Administration of these

substances requires critical thinking to determine/evaluate appropriate

choice of medication, route of administration, and appropriate dosing.

Immediate pre and post administration assessment is critically important.
1} Practice settings excluded from MA practice

A, Hospitals, including the Emergency Department

B Ambulatory surgical centers

C. Physicians offices during routine surgical procedures

D Rationale: Patient acuity and the high likelihood of critical changes in

patient status require more advanced training for practitioners. The
proposed proximity of physician oversight is insufficient to assure patient
safety in these settings. '

Thank you for the cpportunity to participate in the Scope of Practice Review Committee.



Curriculum Review Board of the American Association of
Medical Assistants Endowment (CRB-AAMAE)

Content Requirements for CAAHEP Accredited
Medical Assisting Programs

Taken from the 2003 Standards and Guidelines for Medical Assisting Educational Programs

To provide for student attainment of the Entry-Level Competencies for the Medical Assistant, the
curriculum must include, as a minimum:

a. Anatomy and Physiology f. Medical Assisting Administrative
Procedures
(1)  Anatomy and physiology of all body '
systems (1)  Basic medical assisting clerical functions
(2) Common pathology/diseases (2) Bookkeeping principles
(3) Diagnostic/treatment modalities (3) Insurance procedures and diagnostic
coding
b. Medical Terminology (4) Operational functions
(1) Basic structure of medical words g. Medical Assisting Clinical Procedures
(2)  Word building and definitions
(3)  Applications of medical terminology (1)  Asepsis and infection control
(2) Specimen collection and processing
c. Medical Law and Ethics (3) Diagnostic testing
(4) Patient care and instruction
(1)  Legal guidelines/requirements for health (5).  Pharmacology
care
{2) Medical ethics and related issues (6) Medical emergencies

(7)  Principles of IV therapy

d. Psychology h. Professional Components
(1) Basic principles (1) Personal attributes
(2) Developmental states of the life cycle (2) Jobreadiness
(3) Hereditary, cultural and environmental (3) Workplace dynamics
influences on behavior (4) Allied health professions and
credentialing
e. Communication (5) Provider level CPR certification and first
aid training
(1)  Principles of verbal and nonverbal
communication ' Externship
(2) Recognition and response to verbal and
nonverbal communication (1)  Supervised and unpaid
(3) Adaptations for individualized needs (2)  Minimum of 180 contact hours
(4) Applications of electronic technology (3) Placement in an ambulatory health care
(5) Fundamental writing skills setting
(4) Perform administrative and clinical
procedures

(5) Completed prior to graduation




Curriculum Review Board of the American Association of
Medical Assistants Endowment (CRB-AAMAE)

Entry Level Competencies for the Medical Assistant
Taken from the 2003 Standards and Guidelines for Medical Assisting Educational Programs

The Entry-Level Competencies for the medical assistant include, but are not limited to:

d.
(1)

(2)

3)

(1)

(1)

(2)

Administrative Competencies (2)

Perform Clerical Functions

(a) Schedule and manage appointments

(b) Schedule inpatient and outpatient
admissions and procedures

(c) Organize a patient's medical record

(d) File medical records

Perform Bookkeeping Procedures (3)

(a) Prepare a bank deposit
(b) Post entries on a day sheet
(c) Perform accounts receivable procedures

{d) Perform billing and collection procedures

{e) Post adjustments

{fi Process credit balance

{g) Process refunds

{n) Post NSF checks

(i) Post colliection agency payments

Process Insurance Claims (4)

(@) Apply managed care policies and
procedures

(b) Apply third party guidelines

() Perform procedural coding

(d) Perform diagnostic coding

(e) Complete insurance claim forms

Clinical Competencies

Fundamental Procedures

{a) Perform handwashing

(b) Wrap items for autoclaving

{c) Perform sterilization techniques
(d) Dispose of biohazardous materials

Specimen Collection

(a) Perform venipuncture

(b) Perform capillary puncture

(c) Obtain specimens for microbiological testing

(d) Instruct patients in the collection of a clean-catch
mid-stream urine

(e) Instruct patients in the collection of fecal specimens

Diagnostic Testing

(a) Perform electrocardiography

(b) Perform respiratory testing

(c) CLIA Waived Tests:
{(iy Perform urinalysis
(i) Perform hematology testing
(iil) Perform chemistry testing
{iv) Perform immunology testing
{v} Perform microbiology testing

Patient Care

{a) Perform telephone and in-person screening

(b) Obtain vital signs

{c) Obtain and record patient history

{(d) Prepare and maintain examination and treatment
areas

{(e) Prepare patient for and assist with routine and
specialty examinations

(f) Prepare patient for and assist with procedures,
treatments, and minor office surgeries

(9): Apply pharmacolagy procedures to prepare and
administer oral-and parenteral (excluding IV)
medications

(h). Maintain medication and immunization records

{iy Screen and follow-up test results

General (May be addressed in administrative, clinical or both)

Professional Communications

() Respond to and initiate written communications

(b) Recognize and respond to verbal communications

(c) Recognize and respond to nonverbal
communications

(d) Demonstrate telephone techniques

Legal Concepts
(a) ldentify and respond to issues of canfidentiality
{b) Perform within legal and ethical boundaries

) Establish and maintain the medical record
{d) Document appropriately

) Demonstrate knowledge of federal and state
health care legislation and regulations

)

(4)

Patient Instruction

{a) Explain general office policies

{b) Instruct individuals according to their needs

{c) Provide instruction for health maintenance and
disease prevention

{d) ldentify community resources

Operational Functions
{a) Perform an inventory of supplies and equipment

(b} Perform routine maintenance of administrative and

clinical equipment

() Utilize computer software to maintain office systems

{d) Use methods of quality control
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REGISTERED MEDICAL ASSISTANT CERTIFICATION EXAMINATION
COMPETENCIES AND CONSTRUCTION PARAMETERS
[Work Area]
Number [Category]
of [Sub-category]
ltems [Competency]
86 . GENERAL MEDICAL ASSISTING KNOWLEDGE

A. Anatomy and Physiology
1. Body systems

Identify the structure and function of the following systems:

a. skeletal g. nervous

b. muscular h. respiratory

c. endocrine I. cardiovascular/circulatory
d. urinary j. integumentary

e. reproductive k. special senses

f. gastrointestinal

2. Disorders and diseases
Identify and define various:
a. disease processes
b. conditions or states of health
¢. health-related syndromes

3. Wellness

a. ldentify nutritional factors that are reguired for, or influence wellness

b. Identify factors associated with exercise that are required for, or influence wellness
c. Identify factors associated with lifestyle choices that are required for, or influence wellness

B. Medical Terminology
1. Word parts

a. ldentify word parts: root, prefixes, and suffixes

2. Definitions

a. Define medical terms



3. Common abbreviations and symbols
a. ldentify and understand utilization of medical abbreviations and symbols
4. Spelling
a. Spell medical terms accurately
C. Medical Law
1. Medical law
Identify and understand the application of.

a. types of consent used in medical practice

b. disclosure laws and regulations {including HIPAA Security and Privacy Acts, state and
Federal laws) )

¢. laws, regulaticns, and acts pertaining to the practice of medicine

d. scope of practice acts regarding medical assisting

e. Patient Bill of Rights legislation

2. Licensure, certification, and registration

a. ldentify credentialing requirements of medical professionals

b. Understand the application of the Clinical Laboratory Improvement Amendments of 1988
(CLIA 88)

3. Terminolegy
a. Define terminology associated with medical law
D. Medical Ethics
1. Principles of medical ethics and ethical conduct

a. ldentify and employ proper ethics in practice as a medical assistant

b. identify the principles of ethics estabiished by the American Medical Association

c¢. ldentify and understand the application of the AMA Patient Bill of Rights

d. Recognize unethical practices and identify the proper response

e. Recognize the importance of professional development through continuing education

E. Human Relations
1. Patient relations

. Identify age-group specific responses and support

. Identify and employ professional conduct in all aspects of patient care

. Understand and properly apply communication methods

. Identify and respect cultural and ethnic differences

. Respect and care for patients without regard for age, gender, sexual orientation, or
socioeconomic level

o0 oTm




2. Interpersonal relations

a. Employ appropriate interpersonal skills with:
1. employerfadministration
2. co-workers
3. vendors
4., business associates
b. Observe and respect cultural diversity in the workplace

F. Patient Education
1. Patient instruction

Identify and apply proper written and verbal communication to instruct patients in:

a. health and wellness

b. nutrition

¢. hygiene

d. treatment and medications

e. pre- and post-operative care

f. body mechanics

g. personal and physical safety
2. Patient resource materials -

a. Develop, assemble, and maintain appropriate patient brochures and informational materials
3. Documentation
a. Understand and utilize proper documentation of patient encounters and instruction
51 Il. ADMINiSTRATIVE MEDICAL ASSISTING
A. Insurance
1. Terminology
a. ldentify and define terminology associated with various insurance types in the medical office
2. Plans

a. ldentify and understand the application of government, medical, disability, and accident
insurance plans _
b. identify and appropriately apply plan policies and regulations for programs including:

1. HMO, PPO, EPO, indemnity, open, etc.
2. short-term and long-term disability
3. Family Medical L.eave Act (FMLA)
4, Workers’ Compensation
a. Complete first reporis
b. Complete follow-up reports



5. Medicare (including Advance Beneficiary Notice (ABN))
6. Medicaid
7. CHAMPUS / Tricare and CHAMPVA

: 3. Claims

a. Complete and file insurance claims

1. File claims for paper and Electronic Data Interchange

2. Understand and adhere to HIPAA Security and Uniformity Regulations
b. Evaluate claims response

1. Understand and evaluate explanation of benefits

2. Evaluate claims rejection and uftilize proper follow-up procedures

4. Coding

a. ldentify HIPAA-mandated coding systems and references
1. ICD-9-CM
2.CPT
3. HCPCS
b. Properly apply diagnosis and procedure codes to insurance claims

5. Insurance finance applications

a. ldentify and comply with contractual requirements of insurance plans
b. Process insurance payments and contractual write-off amounts

¢. Track unpaid claims

d. Generate aging reports

. B. Financial Bookkeeping
1. Terminolegy

a. Understand terminology associated with medical financial bookkeeping
2. Patient billing

. Maintain and explain physician's fee schedules
. Collect and post payments
. Manage patient ledgers and accounts
. Understand and prepare Truth in Lending Statements
. Prepare and mail itemized statements
Understand and employ available billing methods
. Understand and employ bifling cycles

[co T ) I =T o B w i

3. Collections

a. Prepare aging reports and identify delinquent accounts

b. Perform skip tracing _

c¢. Understand application of the Fair Debt Collection Practices Act
d. Identify and understand bankruptcy and small claims procedures
e. Understand and perform appropriate collection procedures




4. Fundamental medical office accounting procedures

a. Employ appropriate accounting procedures
1. Peghboard / double entry
2. Computerized
b. Perform daily balancing procedures
c¢. Prepare monthly trial balance
d. Apply accounts receivable and payable principles

5. Banking procedures

a. Understand and manage petty cash account

b. Prepare and make bank deposits

¢. Maintain checking accounts

d. Reconcile bank statements

e. Understand check processing procedures and requirements
1. Non-sufficient finds (NSF)
2. Endorsements

f. Process payables and practice obligations

0. Understand and maintain disbursement accounts

6. Employee payroll

a. Prepare employee payroll
1. Understand hourly and salary payroli procedures
2. Understand and apply payroll withholding and deductions
b. Understand and maintain payroll records
1. Prepare and maintain payroll tax deduction/withholding records
2. Prepare employee tax forms
3. Prepare quarterly tax forms and deposits
c. Understand terminology pertaining to payroll and payroli tax

7. Financial mathematics
a. Understand and perform appropriate calculations related to patient and practice accounts
C. Medical Receptionist / Secretarial / Clerical
1. Terminology

a. Understand and correctly apply terminology associated with medical receptionist and
secretarial duties

2. Reception

a. Employ appropriate communication skills when receiving and greeting patients
b. Understand basic emergency triage in coordinating patient arrivals

¢. Screen visitors and sales persons arriving at the office

d. Obtain patient demographics and information

e. Understand and maintain patient confidentiality during check-in procedures

f. Prepare patient record

g. Assist patients into examination rooms



3. Scheduling

a. Employ appoeintment scheduling system
1. Identify and employ various scheduling styles (wave, open, efc.)
b. Employ proper procedures for cancellations and missed appointments
¢. Understand referral and authorization process
d. Understand and manage patient recall system
e. Schedule non-office appointments (hospital admissions, diagnostic tests, surgeries)

4. Oral and written communication

a. Employ appropriate telephone etiquette
b. Perform appropriate telephone
¢. Instruct patients via telephone
d. Inform patients of test results per physician instruction
. Receive, process, and document results received from outside provider
Compose correspondence employing acceptable business format
. Employ effective written communication skills adhering to ethics and laws of confidentiality
. Employ active listening skills

o
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5. Records and chart management

a. Manage patient medical record system
b. Record diagnostic test results in patient chart
¢. File patient and physician communication in chart
d. File materials according to proper system
1. Chronological
2. Alphabetical
3. Problem-oriented medical records (POMR)
4. Subject
e. Protect, store, and retain medical records according to proper conventions and HIPAA
privacy regulations
f. Prepare and release private health information as required, adhering to state and Federal
guidelines
g. ldentify and employ proper documentation procedures adhering to standard charting
guidelines

6. Transcription and dictation

a. Transcribe notes from dictation system
b. Transcribe letter or notes from direct dictation

7. Supplies and equipment-management
a. Maintain inventory of medical / office supplies and equipment
b. Coordinate maintenance and repair of office equipment
¢. Maintain equipment maintenance logs according to OSHA regulations

8. Computer applications

a. ldentify and understand hardware components
b. identify and understand application of basic software and operating systems




¢. Recognize software application for patient record maintenance, bookkeeping, and
patient accounting system

d. Employ procedures for integrity of information and compliance with HIPAA Security and
Privacy regulations

Encryption

2. Firewall software and hardware

3. Personnel passwords

4, Access restrictions

5. Activity logs

—

9. Office safety

a. Maintain office sanitation and comfort
b. Develop and maintain office safety manual
¢. Develop emergency procedures and policies
d. Employ procedures in compliance with Occupational Safety and Health Administration
(OSHA) guidelines and regulations
1. Hazard communication
2. Engineering and Work Practice Controls
3. Employee training program
4, Standard Precautions
e. Maintain records of biohazardous waste and chemical disposal

73 Ill. CLINICAL MEDICAL ASSISTING
A. Asepsis

1. Terminology
a. Know and understand terminology associated with asepsis

2. Bloodborne pathogens and Universal Precautions
a. ldentify modes of transmission of infectious pathogens
b. Identify procedures that prevent transmission of infectious pathogens
c. Understand and apply state and Federal OSHA guidelines regarding bloodborne pathogens
d, Employ Universal Precautions when risk of contact with infectious pathogens
e. Develop and employ fraining of personnel regarding employee safety and bloodborne

pathogens

3. Medical asepsis

a. ldentify and employ aseptic procedures

1. Understand proper hand washing procedures
2. Understand and employ barrier precautions

4. Surgical asepsis

a. ldentify and employ proper surgical aseptic techniques
1. Understand and practice proper surgical hand wash
2. Practice surgical antisepfic skin preparation



Understand and respect sterile field boundaries

Identify and employ appropriate sterile barrier procedures
Empioy steriie glove techniques |
Employ mask, gown, cap, eye protection, and drape techniques |

POk w

B. Sterilization ‘
1. Terminology 1

a. Define terminclogy asscciated with sanitization, disinfection, and sterilization, procedures |
2. Sanitization ‘
|

\

a. ldentify procedures for sanitization
1. Equipment
2. Examining room
3. Instruments
b. Identify chemicals used for sanitization

3. Disinfection

a. ldentify procedures for disinfection
1. Equipment
2. Instruments
b. Identify chemicals used in disinfection

4. Sterilization

a. ldentify appropriate procedures for sterilization of

1. Instruments

2. Surgical equipment

3. Surgical towels, drapes, or dressings

4, Solutions
h. Identify modes of sterilization

1. Autoclave

2. Chemical

3. Gas
c¢. Utilize proper instrument and tray packaging for sterilization
d. Identify appropriate packaging materials used for sterilization
e. ldentify quality control procedures

1. Indicator strips

2. Biological culture capsules

3. Date labeling

5. Record keeping
a. ldentify and employ record keeping procedures

1. Sterilization logs
2. Equipment cleaning and maintenance records



C. Instruments
1. ldentification

a. ldentify instrument classifications
b. Identify common and specialty instruments
¢. |dentify instrument parts

1. Handles

2. Locks

3. Ralchets

4. Serrations

5. Teeth

2. Instrument use

a. Know the use of common instruments (hemostats, forceps, and scissors)
b. Identify instruments used for examinations (gynecological, pediatric, and physical
examinations)

3. Care and handling

a. Understand the procedure for care of non-disposabie instruments
1. Sanitization
2. Lubrication
3. Sterilization
4. Storage
b. Understand the proper procedure for discarding disposable instruments

D. Vital signs and Mensurations

1. Terminology
a. Define terminology associated with vital signs and mensurations

2. Blood pressure

a. Understand physiology of blood pressure measurement
b. ldentify the steps in blood pressure measurement

c. Accurately determine systolic and diastolic pressures

d. ldentify proper recording of blood pressure reading

e. Recognize normal and abnormal blood pressure readings

3. Pulse

a. Understand pulse physiology

b. Identify pulse points and appropriate use of each

¢c. Employ proper procedure for accurate pulse measurement

d. Record pulse measurement using accepted charting standards
e. Recognize normal values and deviations from normal

4. Respiration

a. Understand respiration cycle and physiclogy




b. Accurately observe and measure respiratory rate
¢. Record respiratory rate using accepted charting standards
d. Recognize normal measurements and deviations from normal

5. Temperature

a. ldentify types of thermometers and understand use of each
b. Understand the procedures for obtaining temperature measurements
1. Aural
2. Oral
3. Rectal
4. Axillary
c. ldentify normal and abnormal temperature values for each method
d. Recognize fever classifications and emergent values for each age group
e. Record temperature measurements using accepted charting standards

6. Mensurations
a. Understand the significance of height and weight in relation to nutrition, health, and disease
b. Identify the steps to accurately measure patient height and weight
c. ldentify proper procedures in measuring pediatric weight and length, chest and head
circumference
d. Record mensurations using accepted charting standards
e. Recognize changes indicating normal versus deviation from normal

E. Physical Examinations

1. Medical history

a. Obtain patient history employing appropriate terminology and abbreviations
b. Differentiate between subjective and objective information
¢. Understand and employ SOAP and POMR charting systems for recording information

2. Patient positions

a. ldentify patient positions for examinations

1. Sims’, knee-chest, Fowler’s, lithotomy

2. Understand draping method for each position
b. identify and define body positions

1. Supine, prone, decubitus, dorsal recumbent

3. Methods of examination
a. Define methods of examination
1. Auscultation
2. Palpation
3. Mensuration
4. Percussion
b. Understand use of each examination method
4. Specialty examinations

Identify examination procedures in specialty practices

10




a. Pediatrics
1. Apgar scores
2. Growth charts
3. Infant and child mensurations
a. Length and weight
b. Head and chest circumference
b. Obstetrics and gynecology
1. Routine obstetrical examinations
a. Fundal height
b. Fetal heart tones
¢. Ultrasound
d. Pregnancy tests:; urine and serum
2. Papanicolaou (PAP} smears
3. Breast and pelvic examinations
¢. Proctology
1. Oceult blood and guaiac stool examination
2. Proctoscopy, sigmoidoscopy, and colonoscopy
d. Urology
1. Urinalysis
2. Cystoscopy
e. Radiologic / diagnostic imaging procedures

5. Visual acuity

a. ldentify and pérform procedures for measuring visual acuity in adult and pediatric patients
b. Identify and perform procedures for measuring color vision acuity
J c. ldentify normal measurements and deviations from normal

6. Allergy

a. Identify procedure for performing scratch test

b. Identify procedure for performing intradermal skin testing
c. Define RAST and MAST testing

d. Identify and perform allergy injections

7. Terminology
a. Define terminology associated with specialty examinations
F. Clinical Pharmacology
1. Terminology

a. Define terminology associated with pharmacology
b. Identify and define common prescription abbreviations

| 2. Parenteral medications

a. ldentify steps in administering injections
1. Intramuscular
2. Subcutaneous
3. Intradermal
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4. Z-tract
b. Identify proper needie size and syringe for each injection type
c. ldentify syringe parts
1. Plunger and rubber stopper
2. Tip (slip and Luer-Lok™)
3. Flange
4. Barrel
d. |dentify available injection systems (Tubex and Carpuject®)
e. ldentify injection sites and maximum volume for each
f. Perform calculations for dosages, including conversions
g. Perform 6 “rights” when dispensing medications
h. ldentify medication availability
1. Multidose vials
2. Ampules
3. Unit dose vials
4. Pre-filled cartridge-needle units
i. Define hazards and prevention measures associated with parenteral medications
j. Understand proper disposal of parenteral equipment

3. Prescriptions

a. ldentify and define drug schedules and legal prescription requirements for each
b. Understand procedures for completing prescriptions and authorization of medical refills
¢. ldentify and perform proper documentation of medication transactions

4. Drugs

a. ldentify Drug Enforcement Agency regulations for ordering, dispensing, prescribing,
storing, and documenting regulated drugs

b. Identify and define drug categories

¢. ldentify commonly used drugs

d. ldentify and describe routes of medication administration

. Parenteral

. Rectal

. Topical

. Vaginal

. Sublingual

. Oral

. Inhalation

. Instillation

e. Demonstrate ability to use drug references (Physician's Desk Reference)

O~ BN =

G. Minor Surgery
1. Surgical supplies
a. ldentify instruments commonly used in miner surgery

b. ldentify supplies commonly used in minor surgery (drapes, bandages, sutures,
antiseptics, anesthetics, etc.)

2. Surgical procedures
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a. ldentify common surgical procedures
b. Identify surgical fray preparation
1. Sterile drapes
2. Sterile packs and containers
3. Sterile set-up, aseptic preparation
c. Understand and perform surgical aseptic hand wash
d. Perform surgical skin preparation
e. Understand aseptic technique with sterile gloving
f. Identify potential contamination sources
g. Demonstrate respect for sterile field
h. ldentify procedures to prevent transmission of bloodbome pathogens
|. Identify bichazard waste disposal procedures
j- Identify procedures for patient protection in laser and electrosurgery
k. Perform dressing and bandaging techniques
l. Understand post-operative patient and incision care
m. Perform sufure and staple removal
n. Identify disinfection and maintenance procedures for surgical equipment

H. Therapeutic Modalities
1. Modalities

a. ldentify procedures for heat treatments

1. Hot pack

2. Moist compress

3. Heat iamp

4. Paraffin bath

5. Whirlpool bath
b. Identify procedures for cold treatments

1. Ice pack

2. Cold compress
c. ldentify procedure for ultrasound treatments
d. Maintain familiarity with range-of-motion exercises
e. Recognize isctonic and isometric exercises

2. Alternative therapies

a. ldentify and define aiternative therapies
1. Chiropractic
2. Message
3. Acupuncture and acupressure

3. Patient instruction

a. Instruct patients in the use of assistive devices
1. Crutches and canes
2. Wheelchairs
3. Walkers
4, Splints and slings
b. Instruct patients in home therapeutic treatments
c. Instruct patients in proper body mechanics
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I. Laboratory Procedures
1. Safety

a. Employ Universal Blocd and Body Fluid Precautions

b. Identify and comply with Occupational Safety and Mealth Administration {OSHA) Guidelines
1. Material Safety Data Sheets

c¢. Develop and maintain policy and procedures manual

2. Clinical Laboratory Improvement Amendments of 1988 (CLIA '88)

a. Understand and comply with quality assurance regulations for
1. Training '
2. Quality control procedures
3. Proficiency testing
4. Test verification
5. Level of competency as pertains to medical assistants

3. Quality control program

. Follow testing protocols
. Maintain testing records and performance logs
. Perform daily equipment maintenance and calibration
. Perform daily control testing
. Monitor temperature controls
Store reagents properly

SO OO TO

4. Laboratory equipment

a. ldentify equipment commonly used in the laboratory
1. Blood collection systems
2. Microscope
3. Analyzer equipment
4. Centrifuge
5. Incubator
6. Sterilizer
b. ldentify equipment components
¢. Care for, and maintain equipment and supplies

5. Laboratory testing and specimen coilection

a. ldentify procedures for specimen collection and handling of
1. Urine (random, clean catch, timed, and drug screen)
2. Blood (venipunciure and capillary stick)
3. Throat culture swabs
4, Stool for occult blood
5. Sputum
6. Spinal fluid
h. Perform waived laboratory procedures
1. Microhematocrit and hemoglobin
2. Blood glucose by reagent or persenal monitor
3. Sedimentation rate
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4. Urine human chorionic genadotropin

5. Urine luteinizing hormone

6. Urinalysis by reagent dipstick

7. Prepare specimen slides for evaluation

8. Prepare culture plates for incubation
¢. Know training requirements for moderate and complex laboratory procedures
d. Recognize normal and abnormal values of common laboratory results
e. Know common laboratory tests and proper patient preparation for each

6. Terminology
a. Define terminology associated with laboratory equipment, procedures, and results

J. Electrocardiography (ECG)

1. Standard, 12-lead electrocardiogram

a. ldentify procedure for obtaining 12-lead electrocardiogram
1. Patient preparation
2. Lead placement
3. Identify leads and marking codes
4. Obtain electrocardiograph reading
b. Identify and eliminate artifacts
¢. identify cardiac cycle during electrocardiogram

2. Mounting techniques

a. ldentify procedure for mounting readings
b. Recognize abnormal readings for mounting

3. Other electrocardiographic procedures
a. ldentify rhythm strip
b. identify treadmill examination (exercise ECG)
¢. Identify Holter monitor
K. First Aid and Emergency Response
1. First Aid procedures
a. Identify criteria for, and steps in performing CPR and the Heimlich maneuver
b. Maintain emergency {crash) cart
c. ldentify injuries, recognize emergencies, and provide appropriate response
2. Legal responsibilities
a. Understand protection and limits of the Good Samaritan Act

b. Understand scope of practice when providing First Aid
¢. Understand mandatory reporting guidelines and procedures
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TASK INVENTORY NOTE

The tasks included in this inventory are considered by American Medical Technologists to be representative of
the medical assisting job role. This document should be considered dynamic, fo refiect the medical assistant's

current role with respect to contemporary health care. Therefore, tasks may be added, removed, or modified
on an ongoing basis.
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GM Commission on Accreditation of
I_IEI) Allied Health Education Programs

Standards and Guidelines
Jor the Accreditation of Educational Programs in Medical Assisting

Essentials/Standards initially adopted in 1969;
revised in 1971, 1977, 1984, 1991, 1999, 2003, 2008

Adopted by the
American Association of Medical Assistants
American Medical Association
and
Commission on Accreditation of Allied Health Education Programs

The Commission on Accreditation of Allied Health Educalion Programs (CAAHEP) accredits programs upon the
recommendation of the Medical Assisting Education Review Board (MAERB).

These accreditation Standards and Guidelines are the minimum standards of quality used in accrediting programs that
prepare individuals to enter the medical assisting profession. Standards are the minimum requirements to which an accredited
program is held accountable. Guidelines are descriptions, examples, or recommendations that elabarate on the Standards.
Guidelines are not required, but can assist with interpretation of the Standards.

Standards are printed in regular typeface in outline form. Guidelines are printed in italic typeface in narrative form,

Preamble

The Commission on Accreditation of Allied Health Education Programs (CAAHEP) and the American Association of
Medical Assistants and American Medical Association cooperate to establish, maintain and promote appropriate standards of
quality for educational programs in medical assisting and to provide recognition for educational programs that meet or
exceed the minimum standards outlined in these accreditation Standards and Guidelines. Lists of accredited programs are
published for the information of students, employers, educational instifutions and agencies, and the public.

These Standards and Guidelines are to be used for the development, evaluation, and self-analysis of medical assisting
programs. On-site review teams assist in the evaluation of a program's relative compliance with the accreditation Standards.

Description of the Profession: Medical assistants are multiskilled health professionals specifically educated to work in
ambulatory settings performing administrative and clinical duties. The practice of medical assisting divectly influences the
public’s health and well-being, and requires mastery of a complex body of knowledge and specialized skills requiring beth
formal education and practical experience that serve as standards for entry into the profession. E

I. Sponsorship
A. Sponsoring Educational Institution

A sponsering institution must be one of the following:
1. A sponsoring institution must be a post-secondary academic institution accredited by an institutional
accrediting agency that is recognized by the U.S. Department of Education, and must be authorized under

applicable law or other acceptable authority to provide a post-secondary program, which awards a minimum
of a diploma/certificate at the completion of the program.
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C.

2. A foreign post-secondary academic institution acceptable to CAAHEP, and authorized under applicable law
or other acceptable authority to provide a post-secondary education program, which awards a minimum of a
diploma/certificate in medical assisting upon completion of the program.

Censortium Sponsor

1. A consortium sponsor is an entity consisting of two or more members that exists for the purpose of operating
an educational program. In such instances, at least one of the members of the consortium must meet the
requirements of a sponsoring educational institution as described in LA.

2. The responsibilities of each member of the consortium must be clearly documented in a formal affiliation
agreement or memorandum of understanding, which includes governance and lines of authority.

Responsibilities of Sponsor
The Sponsor must ensure that the provisions of these Standards and Guidelines are met,

IL Program Goals

A.

Program Goals and Qutcomes

There must be a written statement of the program’s pgoals and learning domains consistent with and responsive to
the demonstrated needs and expectations of the various communities of interest served by the educational
program. The communities of interest that are served by the program must include, but are not limited to, students,
graduates, faculty, sponsor administration, employers, physicians, and the public.

Program-specific statements of goals and learning domains provide the basis for program planning,
implementation, and evaluation. Such goals and learning domains must be compatible with the mission of the
sponsoring institution(s), the expectations of the communities of interest, and nationally accepted standards of
roles and functions. Goals and learning domains are based upon the substantiated needs of health care providers
and employers, and the educational needs of the students served by the educational program.

Appropriateness of Goals and Learning Domains
The program must regularly assess its goals and learning domains. Program personnel nmust identify and respond
to chanpes in the needs and/or expectations of its communities of interest.

An advisory committee, which is representative of at least each of the communities of inferest named in these
Standards, must be designated and charged with the responsibility of meeting at least annually, to assist program
and sponsor personnel in formulating and periodically revising appropriate goals and learning domains,
monitoring needs and expectations, and ensuring program responsiveness fo change.

Minimum Expectations
The program must have the following goal defining minimum expectations: “To prepare competent entry-level
medical assistants in the cognitive (knowledge), psychomotor (skills), and affective (behavior) learning domains.”

Programs adopting educational goals beyond entry-level competence must clearly delineate this intent and provide
evidence that all students have achieved the basic competencies prior to entry into the field.

Nothing in this Standard restricts programs from formulating goals beyond entry-level competence.

IH. Resources

A,

Type and Amount

Program resources must be sufficient to ensure the achievement of the program’s goals and outcomes. Resources
must inchude, but are not limited to: faculty; clerical and support staff; curriculum; finances; offices; classroom,
laboratory, and, ancillary student facilities; clinical affiliates; equipment; supplies; computer resources;
instructional reference materials, and faculty/staff continuing education.

Personnel
The sponsor must appoint sufficient faculty and staff with the necessary qualifications to perform the functions

identified in documented job descriptions and to achieve the program’s stated goals and outcomes.

1. Program Director



a. Respongibilities: The program director must be responsible for program effectiveness, including
outcomes, organization, administration, continuous review, planning and development.

b, Qualifications: The program director must have a minimum of an associate degree and instruction in
educational theory and techniques.

The program director must be credentialed in medical assisting by a credentialing organization
aceredited by the National Commission for Certifying Agencies (NCCA) unless a full-time medical
assisting faculty member is so credentialed.

The program director must have a minimum of three (3) years experience in healthcare, including a
minimum of 40 hours of experience in an ambulatory healthcare setting performing or observing
administrative and clinical procedures performed by medical assistants,

The program director must have teaching experience in postsecondary and/or vocational/technical
education.

Program directors approved under previous CAAHEP Standards will continue to be approved only as
long as they remain continuously employed in that position in the same program,

Instruction in educational theory and fechniques may include college courses, seminars or in service
sessions on fopics such as learning theory, curriculum design, test construction, feaching methodology,
or assessment techriques.

2. Faculty and/or Instructional Staff

a. Responsibilities: Faculty must utilize instructional plans, direct and assess student progress in
achieving theory and performance requirements of the program.

b. Qualifications: Faculty must be knowledgeable in course content, as evidenced by education
andfor experience, effective in directing and evaluating student fearning and laboratory
performance, and be prepared in educational theory and techniques.

3. Practicum Coordinator

a. Responsibilities: The Practicum Coordinator must select and approve appropriate Practicum sites;
provide orientation for the on-site supervisors; and provide oversight of the Practicum experience,
including on-site assessment of student experiences and the quality of learning opportunities at
least cnee during each term students are assigned to the Practicum site.

b. Qualifications: The Practicum Coordinator must be knowledgeable in program curriculum, as
evidenced by education and/or experience, and effective in evaluating student learning and
performance.

The responsibilities of the Practicum Coordinator may be fulfilled by the Program Director, faculty
member(s), or other qualified designee.

C. Curriculum -
The curriculum must ensure the achievement of program goals and learning domains, Instruction must be an

appropriate sequence of classroom, laboratory, and clinical activities. Instruction must be based on clearly written
course syllabi that include course description, course objectives, methods of evaluation, topic outline, and
competencies required for graduation, which must be provided prior to implementation of each segment of the

curriculurm.

1. Content and Competencies
The program must demonstrate that the content and competencies included in the program’s curricufum
meet or exceed those stated in the latest edition of the MAERB Core Curriculum (Appendix B).

Program length should be sufficient to ensure student achievement of the MAERB Core Curriculum.
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Appropriate course sequencing is defined as a logical progression of learning.

2.

Practicum

An unpaid, supervised practicum of at least 160 contact hours in an ambulatory healthcare setting, performing
psychomotor and affective competencies, must be completed prior to graduation. On-site supervision of the
student must be provided by an individual who has knowledge of the medical assisting profession.

The program should ensure that the practicum experience and instruction of students are meaningfil and
parallel in content and concept with the material presented in lecture and laboratory sessions. Sites should
afford each student a variety of experiences.

D.  Resource Assessment
The program must, at least annually, assess the appropriateness and effectiveness of the resources described in
these Standards. The results of resource assessment must be the basis for ongoing planning and appropriate
change, An action plan must be developed when deficiencies are idenfified in the program resources.
Implementation of the action plan must be documented and results measured by ongoing resource assessment.

The format for resource assessments should be: Purpose statement, Measurement Systems, Dates of
Measurement, Results, Analyses, Action Plans, and Follow-up.

TV. Student and Graduate Evaluation/Assessment

A. Student Evaluation

1.

Frequency and purpose

Evaluation of students must be conducted on a recurrent basis and with sufficient frequency to provide both
the students and program faculty with valid and timely indications of the students’ progress toward and
achievement of the competencies and learning domains stated in the curriculum.

“Validity” means that the evaluation methods chosen are consistent with the learning and performance
objectives being tested. Methods of assessment ave cavefully designed and constructed to measure stcaled
learning and performance objectives at the appropriate level of difficulty. Methods used to evaluate skills and
behaviors are consistent with stated practicum performance expectations and designed to assess compelency
attainment,

Documentation
Records of student evaluations must be maintained in sufficient detail to document learning progress and
achievements. )

Documentation should include, but is not limited to, appropriate written, practical and/or oral evaluations of
student achievement that are based on all components of the Core Curviculum for Medical Assistants.

B. Outcomes

1.

2.

Outcomes Assessment
The program must periodically assess its effectiveness in achieving its stated goals and learning domains. The
results of this evaluation must be reflected in the review and timely revision of the program.

Outcomes assessment must include, but are not limited to: national credentialing examination(s) performance,
programmatic retention/attrition, graduate satisfaction, employer satisfaction, job" (positive) placement,
programmatic summative measures. The program must meet the outcomes assessment thresholds established
by the Medical Assisting Education Review Board.

“Positive placement” means that the graduate is employed full or part-time in a related field; and/or
continiing his/her education; and/ or serving in the military.

“National credentialing examinations” are those accredited by the National Commission for Certifying
Agencies (NCCA). Participation and pass rates on national credentialing examination(s) performance may
be considered in determining whether or not a program meets the designated threshold, provided the
credentialing examination(s) is/are available to be administered prior to graduation from the program.

Outcomes Reporting



The program must periodically submit to the MAERB the program goal(s), learning domains, evaluation
systems (including type, cut score, and appropriateness), outcomes, its analysis of the outcomes, and an
appropriate action plan based on the analysis.

Proprams not meeting the established thresholds must begin a dialogue with the MAERB to develop an
appropriate plan of action to respond to the identified shortcomings.

V. Fair Practices

A. Publications and Disclosure
1. Announcements, catalogs, publications, and advertising must accurately reflect the program offered.

Catalogs and/or web sites should include the current cwrriculum and award granted by the medical assisting
program.

1
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2. At least the following must be made known to all applicants and students: the sponsor’s institutional and |
programmatic accreditation status as well as the name, mailing address, web site address and phone number ‘
of the accrediting agencies; admissions policies and practices, including technical standards (when used); |
policies on advanced placement, transfer of credits, and credits for experiential learning; number of credits
required for completion of the program; tuition/fees and other costs required to complete the program;
policies and processes for withdrawal and for refunds of tuition/fees.

The required language for publicizing the CAAHEP status of accreditation for medical assisting program can }
be found MAERE web sife. l

3. At least the following must be made known to all students: academic calendar, student grievance procedure,
criteria for successful completion of each segment of the curriculum and for graduation, and policies and
processes by which students may perform clinical work while enrolled in the program and that students must
be supervised and not receive compensation for practicum.

4, The sponsor must maintain, and provide upon request, current and consistent information about
student/graduate achievement that includes the results of one or more of the outcomes assessments required in
these Standards.

The sponsor should develop a suitable means of communicating o the communifies of interest the
achievement of students/graduates.

B. Lawful and Non-discriminatory Practices
All activities associated with the program, including student and facuity recruitment, student admission, and
faculty employment practices, must be non-discriminatory and in accord with federal and state statutes, rules, and
regulations. There must be a faculty grievance procedure made known to all paid faculty.

C. Safeguards
The health and safety of patients, students, and faculty associated with the educational activities of the students

must be adequately safeguarded.

All activities required in the program must be educational and students must not be substituted for staff.

Safeguards may include OSHA and CDC guidelines, and any siate, local or institutional guidelines/policies
related to health and safety.

D. Student Records ' |
Satisfactory records must be maintained for student admission, advisement, counseling, and evaluation. Grades }

|

|

and credits for courses must be recorded on the student transcript and permanently maintained by the sponsor in a
safe and accessible location,

E. Substantive Change
The sponsor must report substantive change(s) as described in Appendix A to CAAHEP/MAERRB in a timely
manner. Additional substantive changes to be reported to MAERB, within the time limits prescribed, include:




Change in the institution's legal status or form of control; .
Change/addition/deletion of courses that represent a significant departure in content;

Change in method of curriculum delivery;

Change of the degree or credential awarded;

Change of clock hours to credit hours or vice versa; and

Substantial increase/decrease in clock or credit hours for successful completion of a program.

S W

Policies for reporting the above changes can be Jound in the MAERB Program Policy Manual,

Agreements

There must be a formal affiliation agreement or memorandum of understanding between the sponsor and all other
entities that participate in the education of the students describing the relationship, roles, and responsibilities of
the sponsor and that entity. Practicum agreements must include a statement that students must be supervised and
raust not receive compensation for services provided as a part of the Practicum.

These documents should be reviewed periodically to ensure the availability of resources for the provision of
effective education,




APPENDIX A
Application, Maintenance and Administration of Accreditation

A. Program and Sponsor Responsibilities

—

Applying for Initial Accreditation

a. The chief executive officer or an officially designated representative of the sponsor completes a “Request
for Accreditation Services” form and returns i to:

Medical Assisting Education Review Board

American Association of Medical Assistants Endowment
20 N. Wacker Drive, Suite 1575

Chicago, IL 60606

The “Request for Accreditation Services” form can be obtained from MAERB, CAAHEP, or the CAAHEP
website at www.caabep.org.

Note: There is no CAAHEP fee when applying for accreditation services; however, individual committees on
accreditation may have an application fee. ’

b. The program undergoes a comprehensive review, which includes a written self-study report and an on-site
review,

The self-study instructions and report form are available from the MAERB. The on-site review will be
scheduled in cooperation with the program and once the self-study report has been completed, submitted,
and accepted by the MAERB.

2. Applying for Confinuing Accreditation

a. Upon written notice from the MAERB, the chief executive officer or an officially designated representative
of the sponsor completes a “Request for Accreditation Services™ form, and returns it to:

Medical Assisting Education Review Board (MAERB)
American Association of Medical Assistants Endowment
20 N. Wacker Drive, Suite 1575

Chicago, IL 60606

b.  The program may undergo a comprehensive review in accordance with the policies and procedures of the
MAERB.

If it is determined that there were significant concernsg with the on-site review, the sponsor may request a
second site visit with a different team.

After the on-site review team submits a report of its findings, the sponsor is provided the opportunity fo
comment in writing and to correct factual errors prior to the MAERB forwarding a recommendation fo
CAAHEP.

3. Administrative Requirements for Maintaining Accreditation

a. ‘The program must inform the MAERB and CAAHEP within a reasonable period of time (as defined by the
MAERB and CAAHEP policies) of changes in chief executive officer, dean of health professions or
equivalent position, and required program personnel.

b. The sponsor must inform CAAHEP and the MAERB of its intent to transfer program sponsorship. To begin
the process for a Transfer of Sponsorship, the current sponsor must submit a letter (signed by the CEO or
designated individual) to CAAHEP and the MAERB that it is relinquishing its sponsorship of the program.
Additionally, the new sponsor must submit a “Request for Transfer of Sponsorship Services” form. The
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MAERB has the discretion of requesting a new self-study report with or without an on-site review.
Applying for a transfer of sponsorship does not guarantee that the transfer of accreditation will be granted.

¢. The sponsor must promptly inform CAAHEP and the MAERB of any adverse decision affecting its
accreditation by recognized institutional accrediting agencies and/or state agencies (or their equivalent).

d. Comprehensive reviews are scheduled by the MAERB in accordance with its policies and procedures. The
time between comprehensive reviews is determined by the MAERB and based on the program’s on-going
compliance with the Standards; however, all programs must undergo a comprehensive review at least once
every ten years.

e. The program and the sponsor must pay MAERB and CAAHEP fees within a reasonable period of time, as
determined by the MAERB and CAAHEP respectively.

f. The sponsor must file all reports in a timely manner (self-study report, progress reports, annual reports,
etc.) in accordance with MAERR policy.

g. The sponsor must agree to a reasonable on-site review date that provides sufficient time for CAAHEP to
act on a MAERB accreditation recommendation prior to the “next comprehensive review” period, which
was designated by CAAHEP at the time of its last accreditation action, or a reasonable date otherwise
designated by the MAERB.

Failure to meet any of the aforementioned administrative requirements may lead to administrative probation and
ultimately to the withdrawal of accreditation. CAAHEP will immediately rescind administrative probation once all
administrative deficiencies have been rectified.

4.  Voluntary Withdrawal of a CAAHEP- Accredited Program

Voluntary withdrawal of accreditation from CAAHEP may be requested at any time by the Chief Executive Officer or
an officially designated representative of the sponsor writing to CAAHEP indicating: the last date of student
enrollment, the desired effective date of the voluntary withdrawal, and the location where all records will be kept for
students who have completed the program.

Requesting Inactive Status of a CAAHEP- Accredited Program

Inactive status may be requested from CAAHEP at any time by the chief executive officer or an officially designated
representative of the sponsor writing to CAAHEP indicating the desired date to become inactive. No students can be
enrolied or matriculated in the program at any time during the time period in which the program is on inactive status.
The maximum period for inactive status is two years. The sponsor must continue to pay all required fees to the
MAERB and CAAHEP to maintain its accreditation status.

To reactivate the program the chief executive officer or an officially designated representative of the sponsor must
notify CAAHEP of its intent to do so in writing to both CAAHEP and the MAERB. The sponsor will be notified by
the MAERB of additional requirements, if any, that must be met to restore active status.

If the sponsor has not notified CAAHEP of its intent to re-activate a program by the end of the two-year period,
CAAHEP will consider this a “Voluntary Withdrawal of Accreditation.”

CAAHEP and Committee on Accreditation Responsibilities —
Accreditation Recommendation Process

After a program has had the opportunity to comment in writing and to correct factual errors on the on-site review
report, the MAERB forwards a status of public recognition recommendation to the CAAHEP Board of Directors. The
recommendation may be for any of the following statuses: initial accreditation, continuing accreditation, transfer of
sponsorship, probalionary accreditation, withhold accreditation, or withdraw accreditation.

The decision of the CAAHEP Board of Directors is provided in writing to the sponsor immediately following the
CAAHEP meeting at which the program was reviewed and voted upon,




Before the MAERB forwards a recommendation to CAAHEP that a program be placed on probationary accreditation,
the sponsor must have the opportunity to request reconsideration of that recommendation or to request voluntary
withdrawal of accreditation. The MAERB reconsideration of 2 recommendation for probationary accreditation must
be based on conditions existing both when the committee arrived at its recommendation as well as on subsequent
documented evidence of corrected deficiencies provided by the sponsor.

The CAAHEP Board of Directors” decision to confer probationary accreditation is not subject to appeal.

Before the MAERB forwards a recommendation to CAAHEP that a program’s accreditation be withdrawn or that
accreditation be withheld, the sponsor must have the opportunity to request reconsideration of the recommendation, or
to request voluntary withdrawal of accreditation or withdrawal of the acereditation application, whichever is
applicable. The MAERB reconsideration of a recommendation of withdraw or withhold accreditation must be based
on conditions existing both when the MAERB arrived at its recommendation as well as on subsequent documented
evidence of corrected deficiencies provided by the sponsor,

The CAAHEP Board of Directors’ decision to withdraw or withhold accreditation may be appealed. A copy of the
CAAHEP “Appeal of Adverse Accreditation Actions” is enclosed with the CAAHEP letter notifying the sponsor of
either of these actions.

At the completion of due process, when accreditation is withheld or withdrawn, the sponsor’s chief executive officer
is provided with a statement of each deficiency. Programs are eligible to re-apply for accreditation once the sponsor
believes that the program is in compliance with the accreditation Standards.

Any student who completes a program that was accredited by CAAHEP at any time during his/her matriculation is
deemed by CAAHEP to be a graduate of a CAAHEP-accredited program.
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32-1456. Madical assistants; use of title; violation; classification

A. A medical assistant may perform the following medical procedures under the direct supervision of a doctor
of medicine, physician assistant or nurse practitioner:

1. Take body fluid specimens.

2. Administer injections.

8. The board by rule may prescribe other medical procedures which a medical assistant may perform under
the direct supervision of a doctor of medicine, physician assistant or nurse practitioner on a determination by
the board that the procedures may be competently performed by a medical assistant.

C. without the direct supervision of a doctor of medicine, physician assistant or nurse practitioner, a medicat
assistant may perform the following tasks:

1. Billing and coding.

2, Verifying insurance.

3. Making patient appointments.

4, Scheduling.

5. Recording a doctor's findings in patient charts and transcribing materials in patient charts and records.

6

7

D

E

. Performing visual acuity screening as part of a routine physical.

. Taking and recording patient vital signs and medical history on medical records.

. The board by rute shall prescribe medical assistant training requirements.

. A person who uses the title medical assistant or a related abbreviation is guiity of a class 3 misdemeanor
unless that person is working as a medical assistant under the direct supervision of a doctor of medicine,
physician assistant or nurse practitioner.
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32-145%, Medical agsistants; use of title: violation: classification

A. A medical assistant may perform the following medical procedures under the direct supervision of a
doctor of medicine, physician assistant or nurse practitioner:

1. Take body fluld specimens.

2. Administer injections.

B. The board by rule may prescribe other medical procedures which a medical assistant may perform
under the direct supervision of a doctor of medicine, physician assistant or nurse practitioner on a
determination by the board that the procedures may be competently performed by a medical assistant.
C. Without the direct supervision of a doctor of medicine, physician assistant or nurse practitioner, a
medical assistant may perform the following tasks:

. Billing and coding.

. Verifying insurance.

. Making patient appointments.

. Scheduling.

. Recording a doctor's findings in patient charts and transcribing materials in patient charts and records.
. Performing visual acuity screening as part of a routine physical.

. Taking and recording patient vital signs and medical history on medical records.

. The board by rule shall prescribe medical assistant training requirements.

. A person who uses the title medical assistant or a related abbreviation is guilty of a class 3
misdemeanor unless that person is working as a medical assistant under the direct supervision of a
doctor of medicine, physician assistant or nurse practitioner.
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File #88600-18821
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From the Statutes and Rules of the official website of the Arizona Medical
Board {http://www.azmd.gov/):

R4-16-101. Definitions

Unless context otherwise requires, definitions prescribed under A.R.S. § 32-1401 and the
following apply to this Chapter:

"Approved medical assistant training program” means a program accredited by the Commission
on Accreditation of Allied Health Education Programs (CAAHEP); the Accrediting Bureau of
Health Education Schools (ABHES); a medical assisting program accredited by any accrediting
agency recognized by the United States Department of Education; or a training program designed
and offered by a licensed allopathic physician that meets ar exceeds any of the prescribed
accrediting programs and verifies the entry-level competencies of a medical assistant prescribed
under R4-16-402(A).

ARTICLE 4. MEDICAL ASSISTANTS

R4-16-401. Medical Assistant Training Requirements

A. A supervising physician or physician assistant shall ensure that a medical
assistant satisfies one of the following training requirements before employing
the medical assistant:

1. Completion of an approved medical assistant training program; or

2. Completion of an unapproved medical assistant training program and passage
of the medical assistant examination administered by either the American
Association of Medical Assistants or the American Medical Technologists.

B. This Section does not apply to any person who:
1. Before February 2, 2000:

a. Completed an unapproved medical assistant fraining program and was
employed as a medical assistant after program completion; or

b. Was directly supervised by the same physician, physician group, or physician
assistant for a minimum of 2000 hours; or

2. Completes a United States Armed Forces medical services training program.

R4-16-402. Authorized Procedures for Medical Assistants

A. A medical assistant may perform, under the direct supervision of a physician
or a physician assistant, the medical procedures listed in the 2003 revised
edition, Commission on Accreditation of Allied Health Education Program'’s,
"Standards and Guidelines for an Accredited Educational Program for the
Medical Assistant, Section (I1)(C)(3)(a) through (II){C)(3)(c)." This material is



incorporated by reference, does not include any later amendments or editions of
the incorporated matter, and may be obtained from the publisher at 35 East
Wacker Drive, Suite 1970, Chicago, lilinois 60601, www.caahep.org, or the
Arizona Medical Board at 9545 E. Doubletree Ranch Road, Scottsdale, AZ
85258, www.azmd.gov.

B. In addition to the medical procedures in subsection (A), a medical assistant
may administer the following under the direct supervision of a physician or
physician assistant:

1. Whirlpool treatments,

2. Diathermy treatments,

3. Electronic galvation stimulation treatments,

4. Ultrasound therapy,

5. Massage therapy,

8. Traction treatments,

7. Transcutaneous Nerve Stimulation unit treatments,

8. Hot and cold pack treatments, and

9. Small volume nebulizer treatments.
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[Define acceptable and appropriate fraining o practice as a medical assistant.

Are medical assistants recuired to be licensed or certified by the State of California to perform procedures within their "scope of
practice™?

How may medical assistants legally "administer medications™?

Are medical gssistants aflowed fo administer injections of scheduled drugs?

Are medical assistants allowed to start or disconnsct IV's or administer injections or medication info [V's?

Are medical assistants ailowed to perform nasal smears?

Are medical assistants permitted to perform “finger sticks"?

Arg medical assistants allowed to swab the throat in ordet fo preserve the specimen in a throat cufture?

re madical assistants allowed to take @ patient's blobd pressure?

re medical assistants allowed to give narcotic iniections?

Are medical assistants allowed to have access {o the kevs of the narcolic medication cabinet?

Are medical assistants ailowed to chart pupiliary responses’?

Are medical assistants allowed 1o inser vrine catheters?

| Are medical assistants allowed 1o perform telephons triage?

Are medical assistants allowed to injgct collagen?

Are medical assistants allowed to use |asers to remove hair, wrinkles, scarg, moles or other blemighes?

Are medical assistants allowed o administer chemotherapy andior monitor patients?

Are madical assistants allowed 1o apply orthopedic solints in emergency situations. such as splints In a physician's office?

Are medical assistants gllowed to interpret the results of skin tests?

Can medical assistants be supervised by & nurse pracitioner, nurse midwife, or physicians assistant in the absence of a physician
and gurgeen?

Can medical assistants call in refills to a sharmacy?

Can medical assistants perform_hearing tesis?

Are medical assistents ailowed to administer flu shots?

Define acceptable and appropriate training to practice as a medical assistant.

Pricr to performing technical supportive services, a medical assistant shall receive training, as necessary, in the judgment of the
supervising physician, podiatrist or instructor to assure the medical assistant's competence in performing that service at the appropriate
standard of care.
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Welcome to the Medical Board of California - Medical Assistants - Frequently Asked Qu... Page 2 of 5

Such training shall be administered in either of the following settings: 1) Under a licensed physician or podiatrist, or under a registered
nurse, licensed vocational nurse, a physician assistant or a qualified medical assistant, or 2) in a secondary, post secondary, or adult
education program in a public school authorized by the Department of Educaticn, in a community college program provided for in the
Education Code, or a post secondary institution accredited or approved by the Bureau for Private Postsecondary and Vocational
Edugation in the Department of Consumer Affairs.

To administer medications by intramuscular, subcutaneous and intradermal injections, to perform skin tests, or to perform venipuncture or
skin puncture for the purposes of withdrawing blood, a medical assistant shall complete the minimum training prescribed in the
regulations. Training shall be for the duration required by the medical assistant to demonstrate to the supervising physician, podiatrist, or
instructor, as referenced in 18 CCR Section 1366.3 (a)(2), proficiency in the procedures to be performed as autherized by section 2069 or
2070 of the code, where applicabie, but shall include no less than:

10 clock hours of training in administering injecticns and performing skin tests, and/or
10 clock hours of training in venipuncture and skin puncture for the purpose of withdrawing bloed, and

Satisfactory performance by the trainee of at least 10 each of intramuscular, subcutaneous, and intradermal injections and %0 skin
tests, and/or at least 10 venipuncture and 10 skin punctures.

For those only administering medicine by inhalation, 10 ¢lock hours of fraining in administering medical by inhalation.
Training in {a) through (d) above, shall include instruction and demonstration in:

pertinent anatomy and physioiogy appropriate to the procedures;

choice of equipment;

proper technigue including sterile technique;

hazards and complications;

patient care following treatment or tests;

emergency procedures; and

California law and regulations for medical assistants

In every instance, pricr to administration of medicine by a medical assistant, a licensed physician or podiatrist, or another appropriate
licensed person shall verify the correct medication and dosage. The supervising physician or podiatrist must authorize any technical
supportive services performed by the medical assistant and that supervising physician or podiatrist must be physically present in the
treatment facility when procedures are performed, except as provided in section 2089(a} of the code.

Back to Top

Are medical assistants required to be licensed or certified by the State of California to perform procedures within their "scope of
practice"?

No. Medical assistants are not licensed, certified, or registered by the State of California. Howaever, the medical assistant's employer
andfor supervising physician's or podiatrist's malpractice insurance carrier may require that the medical assistant be certified by a national
or private association. A medicai assistant must be certified by one of the approved certifying organizations in order to train other medical
assistants. (Title 16 CCR 1366.3)

Back to Top

How may medical assistants legally "administer medications™?

The phrase intends to mean the direct application of medication in several ways including simple injections, ingestion and inhalation or pre
-measured medications. For our purposes, the phrase "administer medications” when used regarding medical assistants, means to inject,
handle, or provide medications to a patient after verification by a physician, podiatrist or another appropriate licensed person.

Back to Top

Are medical assistants allowed to administer injections of scheduled drugs?

If after receiving the appropriate training as indicated in ltem 1, medical assistants are allowed to administer injections of scheduled drugs
only if the dosage is verified and the injection is intramuscular, infradermal or subcutaneous. The supervising physician or podiatrist must
be on the premises as required in section 2069 of the Business and Professions Code, except as provided in subdivision (a) of that
section. However, this does not include the administration of any anesthetic agent.
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Back to Top

Are medical assistants allowed to start or disconnect IV's or administer injections or medication into IV's?

No. Medical assistants may not place the needle or start and disconnect the infusion tube of an IV. These procedures are considered
invasive, and therefore, not within the medical assistant's scope of practice. Medical assistants are not allowed to administer medications
or injections into the |V line. (Title 16 CCR 1366(b)(1)}

Hackto Top

Are medical assistants allowed to perform nasal smears?

Yes. Only if the procedure is limited to the opening of the nasal cavity.

Backio Top

Are medical assistants permitted to perform “finger sticks"?

Yes. Medical assistants are trained and allowed to draw blood as long as they have received the proper training. The procedure of finger
stick is the pricking of the finger in order to collect a sample of blood. This procedure is within the "scope of practice” of a medical
assistant.

Back {o Top

Are medical assistants allowed to swab the throat in order to preserve the specimen in a throat culture?

Yes. Medical assistants are allowed {o swab throats as long as the medical assistant has received the proper training and a physician or
podiatrist is on the premises.

Back to Top

Are medical assistants allowed to take a patient's blood pressure?

Yes. Medical assistants are allowed fo take the necessary information to prepare a patient for the physician's or podiatrist's visit. This
information may include taking the patient's height, weight, temperature, blood pressure and noting the information on the patient's chart.

Back to Top

Are medical assistants allowed to give narcotic injections?

Yes. At this time there are no restrictions as to what type of medications a medical assistant may inject, EXCEPT anesthetic agents, as
long as the medication has been pre-verified and the injection is either intradermal, intramuscular, or subcutaneous. {16 CCR 1366 {b)
(1)). Both 1366 and Business and Professions Code section 2069 provide that they shall not be construed as authorizing the
administration of any anesthetic agent by a medical assistant.”

Back to Top

Are medical assistants allowed to have access to the keys of the narcotic medication cabinet?

This question should be directed to the supervising physician or podiatrist as it is an "in-house” procedure and the decision must be made
by the supervising physician or podiatrist.

Back to Top

Are medical assistants allowed to chart pupillary responses?

No. The charting of pupillary responses is considered an assessment, which is a form of interpretation. Medical assistants are not allowed
to read, interpret or diagnose symptoms or test resulis.

Baclcio Top
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Welcome to the Medical Board of California - Medical Assistants - Frequently Asked Qu... Page 4 of 5

Are medical assistants allowed to insert urine catheters?

No. insertion of a urine catheter is considered an invasive procedure and therefore, not within the medical assistant's scope of practice.

Back to Tep

Are medical assistants allowed to perform telephone triage?

No. Medical assistants are not allowed to independently perform telephone triage as they are not legally authorized to interpret data or
diagnose sympioms.

Back to Ton

Are medical assistants allowed to inject collagen?

No. The Injection of collagen does not fall within the medical assistant's scope of practice. 16 CCR section 1366.4 states that medical
assistants may inject "medications”.

Backto Ton

Are medical assistants allowed to use lasers to remove hair, wrinkles, scars, moles or other blemishes?

No. Medical assistants are not legally authorized to use lasers to remove hair, wrinkles, scars, moles, or other blemishes.

Back to Top

Are medical assistants allowed te administer chemotherapy and/or monitor patients?

No. Medicai assistants are not legatly authorized to administer chemotherapy or make an assessment of the patient as the procedure
does not fall within the medical assistant's scope of practice.

Back to Top

Are medical assistants allowed to apply orthopedic splints in emergency situations, such as splints in a physician's office?

No. Medical assistants are legally authorized only to remove casts, splints and other external devices. Placement of these devices does
not fall within the medical assistant's scope of practice. Please reference CCR Section 1366(b)(3).

Back to Top

Are medical assistants allowed to interpret the resuits of skin tests?

No. Medical assistants may measure and describe the test reaction and make a record in the patient's chart. For every questionable test
result, the result should be immediately brought to the physician's attention. In addition, all results need to be reported {o the appropriate
provider. Please reference 16 CCR 1366(b)(2).

Back to Top

Can medical assistants be supervised by a nurse practitioner, nurse midwife, or physicians assistant in the absence of a
physician and surgeon? '

Per Business and Professions Code section 2069 (a)(1), a supervising physician and surgeon at a "community cfinic” licensed under
Health and Safety Code section 1204(a) may, at his or her discretion, in consultation with the nurse practitioner, nurse midwife, or
physician assistant provide written instructions to be followed by a medical assistant in the performance of tasks or supportive services.
The written instructions may provide that the supervisory function for the medical assistant in performing these fasks or supportive
services may be delegated to the nurse practitioner, nurse midwife, or physician assistant and that those tasks may be performed when
the supervising physician and surgeon is not on site.

Back to Top
Can medical assistants call in refills to a pharmacy?

Yes, Under the direct supervision of the physician or podiatrist, a medical assistant may calt in routine refills that are exact and have no
changes in the dosage levels. The refill must be documented in the patient’s chart as a standing order, patient specific. Medical assistants
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Welcome to the Medical Board of California - Medical Assistants - Frequently Asked Qu... Page 5 of 5

may not call in new prescriptions or any prescriptions that have changes. The physician should view carefully his or her decision to allow
medical assistants to perform this task, as the authority to prescribe or refiil prescriptions is only granted fo licensed physicians and
surgeons, podiatrists, or those individuals authorized by law to do so.

Backto Top

Can medical assistants perform hearing tests?

Yes. Medical assistants may pesform hearing tests under the direct supervision of a licensed physician and surgeon or podiatrist. This
procedure is within the scope of practice of a medical assistant. Per Business and Prefessions Code section 2530.5(a), "Nothing in this
chapter shall be construed as restricting hearing testing conducted by licensed physicians and surgeons or by persons conducting hearing
fests under the direct supervision of a physician and surgeon.”

Backto Top

Are medical assistants allowed to administer flu shots?

Yes. After receiving the appropriate training as indicated in the first question, medical assistants are allowed to administer influenza
vaccinations in a clinic or physician's office settings. The dosage must be verified and the supervising practitioner must be on the
premises as required in section 2069 of the Business and Professions Code, except as provided in subdivision {a) of that section.

However, if the shot is being provided at a local governmental or private, nonprofit agency the vaccine shall be administered only by a
physician, a registered nurse, or a licensed vocational nurse acting within the scope of their professional practice acts. The physician
under whose direction the registered nurse or a licensed vocational nurse is acting shall require the nurse to satisfactorily demonstrate
familiarity with {1) contraindication for the administration of such immunizing agents, (2) treatment of possible anaphylactic reactions, and
(3) the administration of treatment, and reactions to such immunizing agents. (Heaith & Safety section 104200(e)}

Back 10 Too

Medical Assistant Certifving Agencies Approved by the Medical Board

Laws, Regulations, and Current Information

Business and Professions Code Section 2544 Interpretation

Additional Information Regarding Medical Assistants

This web site contains PDF documents that require the most current version of Adobe Reader to view. To download click on the icon
below.

ot b e
i Reader g

Conditions of Use | Privacy Policy

Copyright © 2007 State of California
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SOUTH DBAKOTA BOARD OF NURSING

MeEDicAal ASSISTANTS

36-9B-1 Medical Assistant Defined. For the purposes of this chapter, a medical assistant is a professional multiskilled person
who assists in all aspects of medical practice under the responsibility and direcl supervision of a person licensed to practice
medicine in the State of South Dakota. A medical assistant assists with patient care management, executes administrative and
clinical procedures, and performs managerial and supervisory functions over unlicensed personnel.

FDirect supervision” of a medical assistant means supervision of all activities performed by the medical assistant. Should the
physician be unable to provide on-site supervision, supervision by a properly supervised physician’s assistant, nurse
practitioner, or nurse midwife shall satisfy the medical assistant act’s direct supervision requirements. SD Joint Boards
Definition 06/1994.]
36-9B8-2 Duties. A medical assistant under the responsibility and direct supervision of a person licensed to practice medicine
in the State of South Dakota may perform the following duties:
1.  Performing clinical procedures fo include:

a.  Performing aseptic procedures

b, Taking vital signs

c.  Preparing patients for examination

d.  Phlebotomous blood withdrawal and nonintravenous injections

e.  Observing and reporting patients' signs or symptoms
Administering basic first aid
Assisting with patient examinations or treatment
Operating office medical equipment
Collecting routine laboratory specimens
Administering medications by unit dosage

Performing basic laboratery procedures

S

8. Performing office procedures including all general administrative duties

36-9B-3 Repistration required. No person may practice as a medical assistant unless that person is registered with the Board of
Medical and Osteopathic Examiners pursuant to this chapter.

36-98-4 Application for registration--Renewal--Fees. A medical assistant seeking registration under this chapter shall
complete an application prescribed by the Board of Medical and Osteopathic Examiners and the Board of Nursing. The
application shalf be submitted to the Board of Medical and Osteopathic Examiners. A registration fee of ten dollars shall
accompany the application and shall be paid to the Board of Medical and Osteopathic Examiners,

The registration shall be renewed biennially by payment of a fee of five dollars. A registration not renewed by December
thirty-first of the year of expiration lapses.

36-9B-5 Registration by Board of Medical and Osteopathic Examiners. The Board of Medical and Osteopathic Examiners
shall register a medica} assistant following the submission of an application by an applicant for registration who has graduated
from an accredited school or a school which meets standards similar to an accredited school and has met other qualifications
established by the Board of Medicat and Osteopathic Examiners and the Board of Nursing.

An applicant for registration is exempt from the requirements of this section if the application is received by the Board of
Medical and Osteopathic Examiners by January 1, 1992,

36-9B-6 Out-of-state applicant. The Board of Medical and Osteopathic Examiners may register an applicant from outside the
state whose education and training are substantially the same as that received from an approved school in this state and who
meets the other qualifications established by the Board of Medical and Osteopathic Examiners and the Board of Nursing.

36-93-7 Promulgation of rules for application and registration. The Board of Medical and Osteopathic Examiners and the
Board of Nursing may adopt rules for medical assistants in the following areas: :

I.  Contents of applications

2. Qualifications of applicants

3. Approval of schools other than those which are accredited
4.  Renewal of registration

[Note: No RULES outside of statute exist as of March 2004.]

36-9B-8 Revocation or suspension of registration--Committee. The registration of a medical assistant may be revoked or
suspended upon violation of any section of this chapter. The proceedings for suspension or revocation of a registration may be
initiated by a joint committee comprised of two members of the Board of Medical and Osteopathic Examiners and two



members of the Board of Nursing. All proceedings concerning the revocation or suspension of a registration shall conform to
contested case procedure set forth in Chanter 1-26.

36-9B8-9 Hospital privileges. Nothing in this chapter permits a medical assistant to provide services in a hospital licensed
pursuant to chapter 34-12 unless the hospital has specifically granted such privileges.

Questions? Please contact
the South Dakota Board of Medical & Osteopathic Examiners
or the South Dakota Board of Nursing

MA Scope of Practice Determination by Joint Board of Nursing and Medical & Osteopathic
Examiners

I. Supervision: The Joint Board committee approved the following definition of physician
“direct supervision” of the medical assistant:

Direct supervision of a medical assistant means supervision of all activities performed by the
MA. Should the physician be unable to provide on-site supervision, such supervision by a
properly supervised physician’s assistant, nurse practitioner, or nurse midwife shall satisfy the
supervisory requirement. June 1994,

2. Administration of Medications: The Joint Board affirmed at their meeting conducted on

September 15, 1993, the following in regards to the medical assistant scope of practice:

1. Does not include injection of insulin;

2. Does not include arterial withdrawal of blood, but does include venous withdrawal of
blood;

3. Does include administration of medications by unit dose, which means medication
prepared in the exact amount, in an individual packet, for a specific patient; and

4.  Does not include patient education.

The Joint Board committee met on April 25, 1994 and provided additional clarification on these
scope of practice questions regarding the medical assistant:

1. The medical assistant may report diagnostic lab findings to patients only after
appropriate interpretation by the physician;

2. The medical assistant may only provide education information to the patient and may
not perform health teaching or counseling;

3. The medical assistant may perform EKG’s and glucose testing;

The medical assistant may not administer medications which require calculation of a
dose;

5. [Reversed 9/95]

The medical assistant may only distribute pre-printed information to a patient on
medications and inhalers; _

7. The medical assistant may not administer nebulizer treatments and is only allowed to
petform simple oxygen administration, incentive spirometry or chest physiotherapy (as
outlined in the Respiratory Care Practitioners law);

8. [Reversed 9/95]

9. The medical assistant may not perform irrigations for ostomy/stoma care;

10. The medical assistant may apply ace bandages and splints to extremities; and

11. The medical assistant may only perform suprapubic catheterizations involving an
established fistula.
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3. Medical Assistant Role

In response to a request for clarification, these areas were identified as appropriate for
medical assistants by a Joint Board committee December 1994:

1. Skin testing performed by intradermal technique.

2. Skin testing performed by the scratch technique.

At the September 20, 1995 Joint Board Meeting, discussion was held regarding medical
assistant letters of inquiry. It was determined that:

1. Medical Assistants are permitted to administer medications from cither a single or multi
dose vial as along as the supervising physician assures appropriate training, competence,
and assumes ultimate responsibility for administration of such drugs; and

Telephoning of Prescriptions

At the September 20, 1995 Joint Board Meeting, discussion was held regarding medical

assistant letters of inquiry. It was determined that: )

1. Medical Assistants are permitted to telephone prescriptions to a pharmacy pursuant to
their supervising physician’s written or verbal order.

Medical Assistant Registration through South Dakota Board of Medical and Osteopathic Examiners

Definition: Medical assisting is an allied health profession whose practitioners function as members of the health care
delivery team and perform administrative and clinical procedures.
The designation Certified Medical Assistant (CMA) indicates that the individual is a graduate of a CAAHEP
{Commission on Accreditation of Alfied Health Education Programs) accredited medical assisting program, has passed
the Certification Examination of the American Association of Medical Assistants (AAMA), and maintains currency of
the CMA credential.
Qualifications: A graduate of a CAAHEP accredited medical assisting program with a current CMA credential, not to
preclude those CMAs who acquired the credential prior to February 1, 1998, and maintain currency of the CMA
credential.
Scope of Practice: CMAs perform delegated clinical and administrative duties within the supervising physician’s scope
of practice consistent with the CMA’s education, training, and experience. Such duties shall not constitute practice of
medicine. :
Supervision: Physician supervision shall be active and continuous but shall not be construed as necessarily requiring the
physical presence of the supervising physician at the time and place that services ave rendered.

(Approved by the AAMA Board of Trustees at its March 9-12, 2000 meeting.)

Medical Assisting Career

Nature of Work

Medical assistants perform routine administrative and clinical tasks to keep the offices and clinics of physicians,
podiatrists, chiropractors, and optometrists running smoothly. They should not be confused with physician assistants
who examine, diagnose, and treat patients under the direct supervision of a physician.
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Duties of medical assistants vary from office to office, depending on office location, size, and specialty. In small
practices, medical assistants are usually “generalists,” handling both administrative and clinical duties and reporting
directly to an office manager, physician, or other health practitioner. Those in large practices tend to specialize in a
particular area under the supervision of department administrators.

Medical assistants perform many administrative duties. They answer telephones, greet patients, update and file patient
medical records, {ill out insurance form, handie correspondence, schedule appointments, arrange for hospital admission
and laboratory services, and handle billing and bookkeeping,

Clinical duties vary according to state law and include taking medical histories and recording vital signs, explaining
treatment procedures to patients, preparing patients for examination, and assisting the physician during the
examination. Medical assistants collect and prepare laboratory specimens or perform basic laboratory tests on the
premises, dispose of contaminated supplies, and sterilize medical instruments. They instruct patients about medication
and special diets, prepare and administer medications as directed by a physician, authorize drug refills as directed,
telephone preseriptions to a pharmacy, draw blood, prepare patients for x-rays, take electrocardiograms, remove sutures,
and change dressings.

Medical assistants may also arrange examining room instruments and equipment, purchase and maintain supplies and
equipment, and keep waiting and examining rooms neat and clean.

Assistants who specialize have additional duties. Podiatric medical assistants make castings of feet, expose and
develop x-rays, and assist podiatrists in surgery. Ophthalmic medical assistants help ophthalmologists provide medical
eye care. They administer diagnostic tests, measure and record vision, and test eye musele function. They also show
patients how to insert, remove, and care for contact lenses; and they apply eye dressings. Under the direction of a
physician, they may administer eye medications. They also maintain optical and surgical instruments and may assist the
ophthalmologist in surgery.

Employment

Medical assistants held about 329,000 jobs in 2000. Sixty percent were in physicians’ offices, and about 15 percent
were in hospitals, including inpatient and outpatient facilities. The rest were in nursing homes, office of other health
practitioners, and other health care facilities.

Training and Other Qualifications

Most employers prefer to hire graduates of formal programs in medical assisting, such as are offered in vocational-
technical high schools, postsecondary vocational schools, community and junior colleges, and colleges and universities.
Postsecondary programs usually last either one year, resulting in a certificate or diploma, or two years, resulting in an
associate degree. Courses cover anatomy, physiology, and medical terminology, as well as typing, transeription, record
keeping, accounting, and insurance processing. Students learn laboratory techniques, clinical and diagnostic
procedures, pharmaceutical principles, medication administration, and first aid. They study office practices, patient
relations, medical law, and ethics. Accredited programs include an externship providing practical experience in
physicians® offices, hospitals, or other health care facilities.

Formal training in medical assisting, while generally preferred, is not always required. Some medical assistants are
trained on the job, although this is less common than in the past. Applicants usually need a high school diploma or the
equivalent. Recommended high school courses include mathematics, health, biology, typing, bookkeeping, computers,
and office skills. Volunteer experience in the health care field is also helpful.

Two agencies accredit programs in medical assisting: the Commission on Accreditation of Allied Health Education
Programs {CAAHEP) and the Accrediting Burean of Health Education Schools (ABHES). In 1999, there were about
450 medical assisting programs accredited by CAAHEP and over 140 accredited by ABHES. The Committee on
Accreditation for Ophthalmic Medical Personnel accredited 14 programs in ophthalmic medical assisting.

Although there is no licensing for medical assistants, some states require them to take a test or a course before they can
perform certain tasks, such as taking x-rays.

Medical assistants may be able to advance to office manager. They may qualify for a variety of administrative support
occupations, or may teach medical assisting. Some, with additional education, may enter other health ocoupations such
as nursing and medical technology.

CMA and RMA credentialing

The Certified Medical Assistant (CMA) and Registered Medical Assistant (RMA) are both voluntary, national
credentials for the medical assisting profession. The CMA is awarded by the Certifying Board of the American
Association of Medical Assistants organization; the RMA is given by the American Medical Technologists.

I




SOuUTH
DaxoTa
SOCIETY OF
MEDICAL
ASSISTANTS

Since 1995

An affiliate of the American Association of Medical Assistants

CODE OF ETHICS: The Code of Ethics of the South Dakota Society of Medical Assistants shall
set forth the principles of ethical and moral conduct as they relate to the medical profession and the
particular practice of medical assisting.
Members of the South Dakota Society of Medical Assistants are dedicated to the conscientious
pursuit of their profession, and thus, desiring to merit the high regard of the entire medical
profession and the respect of the general public which they serve, do pledge themselves to strive
always to:
1. Render service with full respect for the dignity of humanity;
2. Respect confidential information obtained through employment unless legally authorized or
required by responsible performance of duty to divulge such information;
3. Uphold the honor and high principles of the profession and accept its disciplines;
4. Seek to continually improve the knowledge and skills of medical assistants for the benefit of
patients and professional colleagues;
5. Participate in additional service activities toward improving the health and well-being of the
community.

wotorado Technical 3901 West 59" Street | Program Director Brenda Hartson
D Y Sioux Falls SD 57108 Phone: (605) 361-0200

egree: AS
Lake Area Technical Institute | 230 11" Street NE Program Director Audrey Rausch
Degree: AAS Watertown SD 57201 Phone: (605) 882-5284
Mitchell Technical Institute 821 N Capital Pragram Director Corinne Hoffman
Degree: AAS Mitchell 3D 57301 Phone: (605) 995-3024
National American University | 2801 S Kiwanis Avenue | Program Director Gale Folsland
Degree: AAS Sioux Falis SD 57105 Phone: {605) 334-5430
Presentation College 1500 North Main Program Director Mary Gjernes
Degree: AS Aberdeen SD 57401 ) 229-8544




MEDICAL ASSISTANT PROGRAM — SAMPLE CURRICULUM SCHEDULE

FIRST YEAR
1°T SEMESTER CREDIT HOURS 2™ SEMESTER CREDIT HOURS
Anatomy & Physiology 4§ Anatomy & Physiology 4
College Comp 3 ¢ Intro to Literature 3
College Exp 1| Intro to Phleb 1
Psychology Elec 3 | Urinalysis 2
WP/dBase 3 | Intro to HI Mgt 3
Christian Trad 3| Intro to CMS 3
SEMESTER TOTAL 17 SEMESTER TOTAL 16
SUMMER SESSION

QOrient to ML 2

Med Transcript 3

Limited Radiol 1

SESSION TOTAL 6

SECOND YEAR

3 SEMESTER CREDIT HOURS 4™ SEMESTER CREDIT HOURS
Med Terminology 2 | Med Assisting 11 3
Communic Skills 3 | MA Externship 12

Med Assisting 1 4

Christian Moral 3

Soc & Beh Sc El 3
SEMESTER TOTAL 15 SEMESTER TOTAL 15

TOTAL CREDIT HOURS REQUIRED: 69
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ENGROSSED SUBSTITUTE SENATE BILI. 6237

AS AMENDED BY THE HOUSE
Passed Legislature - 2012 Regular Session
State of Washington 62nd Legislature 2012 Regular Session

By Senate Health & Long-Term Care (originally sponsored by Senators
Keiser, Conway, Kline, Frockt, and Becker)

READ FIRST TIME 01/26/12.

AN ACT Relating to creating a career pathway for medical
assistants; amending RCW 18.79.340, 18.120.020, 18.120.020, 18.130.040,
18.130.040, and 18.135.055; adding a new chapter to Title 18 RCW;
creating a new section; repealing RCW 18.135.010, 18.135.020,
18.135.025, 18.135.030, 18.135.035, 18.135.040, 18.135.050, 18.135.055,
18.135.066C, 18.135.062, 18.135.065, 18.135.070, 18.135.050, 18.135.100,
18.135.110, and 18.135.120; and providing effective dates.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF WASHINGTON:

NFW SKECTICN. Sec. 1. The legislature finds that medical

assistants are health professionals specifically trained to work in
settings such as physicians' offices, <¢linics, group practices, and
other health care facilities. These multiskilled personnel are trained
to perform administrative and clinical procedures under the supervision
of health care providers. Physicians wvalue this unigue versatility
more and more because of the skills of medical assistants and their
ability to contain costs and manage human resources efficiently. The
demand for medical assistants is expanding rapidly. The efficient and
effective delivery of health care in Washington will be improved by

recognizing the wvaluable contributions of medical assistants, and

p. 1 ESSB 6237.PL
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providing statutory support for medical assistants in Washington state.
The legislature further finds that rural and small medical practices
and c¢linics may have limited access to formally trained medical
assistants. The legislature further intends that the secretary of
health develcp recommendations for a career ladder that includes

medical assistants.

NEW SECTICN. Sec. 2. The definitions in this section apply

throughout this chapter unless the context clearly reguires otherwise.

(1) "Delegation™ means direct authorization granted by a licensed
health care practitioner to a medical assistant to perform the
functions authorized in this chapter which fall within the scope of
practice of the health cére provider and the training and experience of
the medical assistant.

(2) "Department”" means the department of health.

{(3) "Health care practitioner" means:

{a) A physician licensed under chapter 18.71 RCW;

(b) An osteopathic physician and surgeon licensed under chapter
18.57 RCW; or

{c) Acting within the scope of their respective licensure, a
podiatric physician and surgeon licensed under chapter 18.22 RCW, a
registered nurse or advanced registered nurse practitioner licensed
under chapter 18.7%2 RCW, a naturcpath licensed under chapter 18.36A
RCW, a physician assistant licensed under chapter 18.71A- RCW, an
osteopathic physician assistant licensed under chapter 18.57A RCW, or
an optometrist licensed under chapter 18.53 RCW.

{4) "Medical assistant-certified" means a person certified under
section 5 of this act who assists a health care practitioner with
patient care, executes administrative and c¢linical procedures, and
performs functions as provided in sectien 6 of this act under the
supervision of the health care practitioner.

{5) "Medical assistant—hemodialysis technician™ means a person
certified under section 5 of this act who performs hemodialysis and
other functions pursuant to section 6 of this act under the supervision
of a health care practitioner.

(6) "Medical assistant-phlebotomist"™ means a person certified under

section 5 of this act who performs capillary, venous, and arterial

ESSB 6237.PL p. 2
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invasive procedures for blecod withdrawal and other functions pursuant
to section 6 of this act under the supervision o©f a health care
practitioner,

{7) "Medical assistant-registered" means a person registered under
section 5 of this act who, pursuant to an endorsement by a health care
practitioner, c¢linic, or group practice, assists a health care
practitioner with patient care, executes administrative and clinical
procedures, and performs functions as provided in section 6 of this act
under the superﬁision of the health care practitioner.

{8) "Secretary" means the secretary of the department of health.

{9) "Supervision” means supervision of procedures permitted
pursuant to this chapter by a health c¢are practitioner who is
physically present and is immediately available in the facility. The
health care practiticner does not need to ke present during procedures

te withdraw blood, but must be immediately available,

NEW SECTION. Sec. 3. {1) No person may practice as a medical

assistant-certified, medical assistant-hemodialysis technician, or
medical assistant-phlebotomist unless he or she is certified under
section 5 of this act.

{(2) No person may practice as a medical assistant-registered unless

he or she is registered under section 5 of this act.

NEW SECTION. Sec. 4. {(l) The secretary shall adopt rules

specifying the minimum gualificaticns for a medical assistant-

certified, medical assistant-hemodialysis technician, and medical
assistant-phlebotomist. The qualifications for a medical assistant-
hemodialysis technician must be equivalent to the qualifications for
hemodialysis technicians regulated pursuant to chapter 18.135 RCW as of
January 1, 2012.

(2) The secretary shall adopt rules that establish the minimum
requirements necessary for a health care practitioner, clinic, or group
practice to endorse a medical assistant as qualified to perform the
duties authorized by this chapter and be able to file an attestation of
that endorsement with the department.

(3) The medical guality assurance commission, the board of
osteopathic medicine and surgery, the podiatric medical board, the

nursing care quality assurance commission, the bkeoard of naturopathy,

p. 3 ESSB 6237.PL
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and the optometry board shall each review and identify other specialty
assistive personnel not included in this chapter and the tasks they
perform. The department of health shall compile the information from
each disciplining authority listed in this subsection and submit the
compiled information to the legislature no later than December 15,
2012,

NEW SECTION. Sec. 5. (1) (a) The secretary shall issue a

certification as a medical assistant-~certified to any person who has
satisfactorily completed a medical assistant training program approved
by the secretary, passed an examination approved by the secretary, and
met any additional gualifications established under section 4 of this
act.

(b) The secretary shall issue an interim certification to any
person who has met all of the gqualifications in (a) of this subsection,
except for the passage of the examination. A person holding an interim
permit possesses the full scope cof practice of a medical assistant-
certified. The interim permit expires upon passage of the examination
or after one year, whichever occurs first, and may not be renewed.

(2) The secretary shall issue a certification as a medical
assistant-hemodialysis technician to any person who meets the
qualifications for a medical assistant-—hemodialysis technician
established under section 4 of this act.

(3} The secretary shall issue a certification as a medical
assistant-phlebotomist to any person who meets the qualifications for
a medical assistant-phlebotomist established under section 4 of this
act.

(4) (&) The secretary shall 1issue a registration as a medical
assistant-registered to any person who has a current endorsement from
a health care practitioner, clinic, or group practice.

(b} In order to be endeorsed under this subsection (4), a person
must: |

(1) Be endorsed by a health care practitioner, clinic, or group

practice that meets the qualifications established under section 4 of

this act; and
(1i) Have a current attestation of his or her endorsement to

perform specific medical tasks signed by a supervising health care

ESSB 6237.PL p. 4
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practiticoner filed with the department. A medical assistant-registered
may only perform the medical tasks listed in his or her current
attestation of endorsement.

(¢) A registration based on an endorsement by a health care
practitioner, clinic, or group practice is not transferrable to another
health care practitioner, clinic, or group practice.

{5) A certification issued under subsections (1) through (3} of

this section is transferrable between different practice settings.

NEW SECTION. Sec. 6. {1) A medical assistant-certified may

perform the following duties delegated by, and under the supervision
of, a health care practitioner:

{a) Fundamental procedures:

{1) Wrapping items for autoclaving;

(ii} Procedures for sterilizing equipment and instruments;

(iii) Disposing of bichazardous materials; and

(iv) Practicing standard precautions.

(b) Ciinical procedures:

(i} Performing aseptic preocedures 1in a setting other than a
hospital licensed under chapter 70.41 RCW; '

(ii) Preparing of and assisting in sterile procedures in a setting
other than a hospital under chapter 70.41 RCW;

(iii) Taking vital signs;

(iv) Preparing patients for examination;

(v) Capillary blood withdrawal, venipuncture, and intradermal,
subcutaneous, and intramuscular injections; and

(vi) Observing and reporting patients' signs or symptoms.

(c) Specimen collection:

(i) Capillary puncture and venipuncture;

(ii) Cbtaining specimens for microbiclogical testing; and

{iii) Instructing patients in proper technique to collect urine and
fecal specimens. '

{d) Diagnostic testing:

(1) Electrcocardicography:

{ii) Respiratory testing; and

(1ii) Tests walved under tThe federal <c¢linical laboratory

improvement amendments program on the effective date of this section.

p. 5 ESSB 6237.PL
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The department shall pericdically update the tests authorized under
this subsection (1) (d) based on changes made by the federal clinical
laboratory improvement amendments program,

{e) Patient care:

{i) Telephone and in-person screening limited to intake and
gathering of information without requiring the exercise of judgment
based on clinical knowledge;

{ii) Obtaining vital signs;

{iii) Cbtaining and recording patient history;

{iv) Preparing and maintaining examination and treatment areas;

{v) Preparing patients for, and assisting with, routine and
specialty examinations, procedures, treatments, and minor office
surgeries;

{vi) Maintaining medication and immunization records; and

{vii) Screening and following up on test results as directed by a
health care practitioner.

{f) (i) Administering medications. A medical assistant-certified
may only administer medications if the drugs are:

{(A) Administered only by unit or single dosage, or by a dosage
calculated and verified by a health care practitioner. For purposes of
this section, a combination vaccine shall be considered a unit dose;

{B) Limited to legend drugs, vaccines, and Schedule III-V
controlled substances as authorized by a health care practitioner under
the scope of his or her license and consistent with rules adopted by
the secretary under (f) (ii) of this subsection; and

{C) Administered pursuant to a written order from a health care
practitioner.

{ii) The secretary may, by rule, limit the drugs that may be
administered under this subsection. The rules adopted under this
subsection must limit the drugs based on risk, class, or route.

{g) Intravenous injections. A medical assistant-certified may
administer intravenous injections for diagnostic or therapeutic agents
if he or she meets minimum standards established by the secretary in
rule. The minimum standards must be substantially similar to the
qualificaticons for category D and F health care assistants as they
exist on the effective date of this section.

(2) A medical assistant-hemodialysis technician may perform

hemodialysis when deiegated and supervised by a health care

ESSB 6237.PL p. 6
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practitioner. A medical assistant-hemcdialysis technician may also
administer drugs and oxygen to a patient when delegated and supervised
by a health care practitioner and pursuant to rules adopted by the
secretary.

{3) A medical assistant-phlebotomist may perform capillary, venous,
or arterial invasive procedures for blcod withdrawal when delegated and
supervised by a health care practitioner and pursuant to rules adopted
by the secretary.

(4) A medical assistant-registered may perform the following duties
delegated by, and under the supervision of, a health care practitioner:

{a) Fundamental procedures:

i) Wrapping items for autcclaving;

ii) Procgedures for sterilizing eguipment and instruments;

iii) Disposing of biochazardous materials; and

v} Practicing standard precautions.

) Clinical procedures:

(
(
(
(1
(b
(i) Preparing for sterile procedures;
(ii) Taking vital signs;

{(iii) Preparing patients for examination; and

{(iv}) Observing and reporting patients' signs or symptoms.

{c) Specimen collection:

{i) Obtaining specimens for microbioclogical testing; and

{(ii} Instructing patients in proper technigque to collect urine and
fecal specimens.

(d) Patient care:

{i) Telephone and in-person screening limited te dintake and
gathering of information without requiring the exercise of judgment
based on clinical knowledge:;

(ii) CObtaining vital signs;:

(iii) Obtaining and recording patient history;

{(iv} Preparing and maintaining examination and treatment areas;

{(v) Maintaining medlcatlon and immunization records; and

{(vi) Screening and following up on test results as directed by a
health care practitioner.

(e) Tests walved under the federal clinical laboratory improvement
amendments program on the effective date of this section. The

department shall periodically update the tests authorized under

p. 7 ESSB 6237.PL
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subsection (1) {d) of this section based on changes made by the federal
clinical laboratory improvement amendments program.

(f) Administering vaccines, including combination vaccines,

NEW SECTION. Sec. 7. (1) Prior to delegation of any of the

functions in secticn 6 of this act, a health care practitioner shall

determine to the best of his or her ability each of the following:

(a} That the task is within that health care practitioner's scope
of licensure cr authority;

(b} That the task is indicated for the patient;

(¢} The appropriate level of supervision;

(d} That no law prohibits the delegation;

(e} That the person to whom the task will be delegated is competent
to perform that task; and

(f) That the task itself 1is one that should be appropriately
delegated'when considering the fellowing factors:

(1) That the task can be performed without requiring the exercise
of judgment based on clinical knowledge;

(1i) That results of the task are reasoconably predictable;

(1ii) That the task can be performed without a need for complex
observations or critical decisions;

(iv) That the task can be performed without repeated clinical
assessments; and

(v} That the task, if perfcrmed improperly, would not present life-
threatening consequences or the danger of immediate and serious harm to
the patient.

(2} Nothing in this section prchibits the use of protocols that do
not invelve clinical judgment and do not involve the administration of

medications, other than vaccines.

NEW SECTICN. Sec. 8. (1) In addition to any other authority

provided by law, the secretary may:

(a) Adopt rules, in accordance with chapter 34.05 RCW, necessary to
implement this chapter;

(b) Establish forms and procedures necessary to administer this
chapter;

(c) . Establish administrative procedures, administrative

requirements, and fees in accordance with RCW 43.70.250 and 43.70.280.

ESSB 6237.PL p. 8
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Until July 1, 2016, for purposes of setting fees under this section,
the secretary shall consider persons registered or certified under this
chapter and health care assistants, certified under chapter 18.135 RCWHW,
as one profession;

(d)y Hire clerical, administrative, and investigative staff as
needed to implement and administer this chapter;

(e} Maintain the official department of health record of all
applicants and credential holders; and

(£) Estaklish reguirements and procedures for an inactive
registration or certification.

(2) The uniform disciplinary act, chapter 18.130 RCW, governs
unlicensed practice, the issuance and denial of a registration or
certification, and the discipline of persons registered or certified

under this chapter.

NEW SECTION. Sec. 9. (1) The department may not issue new

certifications for category C, D, E, or F health care assistants on or
after the effective date of this section. The department shall certify
a category C, D, E, or F health care assistant who was certified prior
to the effective date of this section as a medical assistant-certified
when he or she renews his or her certification.

(2) The department may not issue new certifications for category G
health care assistants on or after the effective date of this section.
The department shall certify a category G health care assistant who was
certified prior to the effective date of this section as a medical
assistant-hemodialysis technician when he or she renews his or her
certification.

(3) The department may not issue new certifications for category A
or B health care assistants on or after the effective date of this
section. The department shall certify a category A or B health care
assistant who was certified prior to the effective date of this section

as a medical assistantwphlebotomist when he or she renews his or her

certification.
NEW SECTION. Sec. 10, Nothing in this chapter prohibits or
affects:

{1) A person licensed under this title performing services within

his or her scope of practice;

p. 9 ESSB 6237.PL
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{(2) A person performing functions in the discharge of official
duties on behalf of the United States government including, but not
limited to, the armed forces, coast guard, public health service,
veterans' bureau, or bureau of Indian affairs;

{3) A person trained by a federally approved end-stage renal
disease facility who performs end-stage renal dialysis in the home
setting:;

{4) A person registered or certified under +this chapter from
performing blocd-drawing procedures in the residences of research study
participants when the procedures have been authorized by the
institutional review board of a comprehensive cancer center or
nonprofit degree-granting institution of higher education and are
conducted under the general! supervision of a physician; or

(5) A perscn participating in an externship. as part of an approved
medical assistant training program under the direct supervision of an

on-site health care provider.

NEW SECTION. Sec. 11. Within existing resources, the secretary

shall develop recommendations regarding a career path plan for medical

assistants. The secretary shall consult with stakeheclders, including,

but not limited to, health care practiticner professional
crganizations, organizations representing health care workers,
community colleges, career colleges, and technical colleges. The

recommendations must include metheds for including credit for prior
learning. The purpcese of the plan is to evaluate and map career paths
for medical assistants and entry-level health care workers to
transition by means of a career ladder into medical assistants or other
health care professions. The recommendations must identify barriers to
career advancement and career ladder training initiatives, The
department shall report its recommendations te the legisliature no later
than December 15, 2012,

NEW SECTION. Sec. 12, An applicant with military training or

experience satisfies the training or experience reguirements of this
chapter unless Lhe secretary determines fthat the military training or
experience is nol substantially eguivalent to the standards of this

state.

ESSB 6237.PL p. 10
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Sec. 13. RCW 18.79.340 and 2003 c 258 s 2 are each amended to read
as follows:

(1) "Nursing technician” means a nursing student emploved in a
hospital licensed under chapter 70.41 RCW, a clinic, or a nursing home
licensed under chapter 18.51 RCW, who:

(a) Is currently enrclled in good standing in a nursing program
approved by the commission and has not graduated; or

{(b) TIs a graduate of a nursing program approved by the commission
who graduated:

(1) Within the past thirty days; or

(ii) Within the past sixty davs and has received a determination
from the secretary that there 1s good cause to continue the
registration period, as defined by the secretary in rule.

(2) WNo person may practice or represent oneself as a nursing
technician by use of any title or description of services without being
registered under this chapter, unless otherwise exempted by this
chapter.

{3) The commission may adopt rules to implement chapter 258, Laws
of 2003.

Sec. 14. RCW 18.120.020 and 2010 c 286 s 14 are each amended to
read as follows:

The definitions in this section apply throughout this chapter
unless the context clearly requires otherwise.

(1) "Applicant group" includes any health professional group or
organization, any individual, or any other interested party which
proposes Lhat any health professional group not presently regulated be
regulated or which propeses to substantially increase the scope of
practice of the profession.

{(2) "Certificate"™ and "certification” mean a voluntary process by
which a statutory regulatory entity grants recogniticn to an individual
who (a) has met certain'prerequisite qualifications specified by that
regulatory entity, and (b) may assume or use "certified” iﬁ the title
or designation to perform prescribed health professional tasks.

‘(3) "Grandfather clause" means a provision in a regulatory statute
applicable tc practitioners actively engaged in the regulated health

profession prior to the effective date of the regulatory statute which
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exenmpts the practitioners from meeting the prerequisite qualifications
get forth in the regulatory statute fTo perform prescribed occupational
tasks.

{4) "Health professions"” means and includes the following health
and health-related licensed or regulated professions and occupations:
Podiatric medicine and surgery under chapter 18.22 RCW; chiropractic
under chapter 18.25 RCW; dental hygiene under chapter 18.29 RCW;
dentistry under chapter 18.32 RCW; denturism under chapter 18.30 RCW;
dispensing opticians under chapter 18.34 RCW; hearing instruments under
chapter 18.35 RCW; naturopaths under chapter 18.36A RCW; embalming and
funeral directing under chapter 18.39 RCW; midwifery under chapter
18.50 RCW; nursing home administration under chapter 18.52 RCW;
optometry under chapters 18.53 and 18.54 RCW; ocularists under chapter
18.55 RCW; osteopathic medicine and surgery under chapters 18.57 and
18.57A RCW; pharmacy under chapters 18.64 and 18.64A RCW; medicine
under chapters 18.71 and 18.71A RCW; emergency medicine under chapter
18.73 RCW; physical therapy under chapter 18.74 RCW; practical nurses
under chapter 18.79 RCW; psychologists under chapter 18.83 RCW;
registered nurses under chapter 18.7% RCW; occupational therapists
licensed under chapter 18.59% RCW; respiratery care practitioners
licensed wunder chapter 18.89 RCW; veterinarians and veterinary
technicians under chapter 18.92 RCW; health care assistants under
chapter 18.135 RCW; massage practitioners under chapter 18.108 RCW;
East Asian medicine practitioners licensed under chapter 18.06 RCW;
persons registered under chapter 18.19 RCW; persons licensed as mental
health counselors, marriage and family therapists, and social workers
under chapter 18.225 RCW; dietitians and nutritionists certified by
chapter 18.138 RCW; radiclogic technicians under chapter 18.84 RCW;
{ (&rd)) nursing assistants registered or certified under chapter 18.88A

RCW; and medical assistants—-certified, medical assistants~hemcdialysis

technician, medical assistants-phlebotomist, and medical assistants-—

registered certified and registered under chapter 18.--- RCW (the new

chapter created in section 19 of this act).

{5) "Inspection" means the periodic examination of practitioners by
a state agency 1in order to ascertain whether the practiticners'
occupation is being carried cut in a fashion consistent with the public

health, safety, and welfare.

ESSB 6237.PL p. 12
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(6) "Legislative committees of reference" means the standing
legislative committees designated by the respective rules committees of
the senate and house of representatives to consider proposed
legislation to regulate health professions not previously regulated.

(7) "License," "licensing," and "licensure" mean permission to
engage in a health profession which would otherwise be unlawful in the
state in the absence of the permission. A license 1s granted to those
individuals who meet prerequisite qualifications to perform prescribed
health professiconal tasks and for the use of a particular title. '

(8) "Professional license”™ means an individual, nontransferable
authorization teoe carry on a health activity based on gualifications
which incliude: (a) Graduaticon from an accredited or approved program,
and (k) acceptable performance on a qualifying examination or series of
examinations.

(9) "Practitioner™ means an individual who (a) has achieved
knowledge and skill by practice, and (b) is actively engaged in a
specified health professiocn.

(10) "Public member" means an individual who is not, and never was,
a member of the health profession being regulated or the spouse of a
member, or an individual who does not have and never has had a material
financial interest in either the rendering of the health professional
service bkeing regulated or an activity directly related to the
profession being regulated.

(11) "Registration"™ means the formal notification which, prior to
rendering services, a practiticner shall submit to a state agency
setting forth the name and address of the practitioner; the lccation,
nature and operation of the health activity to be practiced; and, if
required by the regulatory entity, a description of the service to be
provided.

{12) "Regulatory entity" means any board, commission, agency,
division, or other unit or subunit of state government which regulates
one or more professionsl occupations, industries, businesses, or o¢other
endeavers in this state.

{13) "State agency" includes every state office, department, beoard,
ccmmission, regulatory entity, and agency of the state, and, where
provided by law, programs and activities invelving less than the full

respeonsibility of a state agency.

p. 13 ESSB 6237.PL
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Sec. 15. RCW 18.120.020 and 2012 c ... s 14 (secticn 14 of this
act) are each amended Lo read as follows:

The definitions in this section apply throughout this chapter
unless the context clearly requires otherwise.

(1) "Applicant group" includes any health professicnal group or
organizaticn, any individual, or any other interested party which
proposes that any health professional group not presently regulated be
regqulated or which preoposes to substantially increase the scope of
practice of the profession.

(2) "Certificate" and "certification" mean a voluntary process by
which a statutory regulatory entity grants recognition to an individual
who (a) has met certain prerequisite qualifications specified by that
regulatory entity, and (b) may assume or use "certified" in the title
or designation to perform prescribed health professional tasks.

(3) "Grandfather clause™ means a provision in a regqulatory statute
applicable to practitioners actively engaged in the regulated health
profession prior to the effective date of the regulatory statute which
exempts the practitioners from meeting the prerequisite qualifications
set forth in the regulatory statute to perform prescribed occupational
tasks.

{4) "Health professions" means andrincludes the fellowing health
and heazlth-related licensed or regulated professions and occupations:
Podiatric medicine and surgery under chapter 18.22 RCW; chiropractic
under chapter 18.25 RCW; dental hygiene under chapter 18.29 RCW;
dentistry under chapter 18.32 RCW; denturism under chapter 18.30 RCW;
dispensing opticians under chapter 18.34 RCW; hearing instruments under
chapter 18.35 RCW; naturopaths under chapter 18.36A RCW; embalming and
funeral directing under chapter 18.39 RCW; midwifery under chapter
18.50 RCW; nursing home administration under chapter 18.52 RCW;
optometry under chapters 18.53 and 18.54 RCW; ocularists under chapter
18.55 RCW; osteopathic medicine and surgery under chapters 18.57 and
18.57A RCW; pharmacy uhder chapters 18.64 and 18.64A RCW; medicine
under chapters 18.71 and 18.71A RCW; emergency medicine under chapter
18.73 RCW; physical therapy under chapter 18.74 RCW; practical nurses
under chapter 18.79 RCW; psychologists under chapter 18.83 RCW;
registered nurses under chapter 18.79 RCW; occupational therapists
licensed under chapter 18.59 RCW; respirateory care practitioners

licensed wunder chapter 18.8% RCW; veterinarians and veterinary

ESSB 6237.PL p. 14
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technicians under chapter 18.92 RCW; [ (healtth—ecare—assistants—under
ehapter—18-335—REW+) ) massage practitioners under chapter 18,108 RCW;
East Asian medicine practitioners licensed under chapter 18.06 RCW;
persons registered under chapter 18.19 RCW; persons licensed as mental
health counselors, marriage and family therapists, and social workers
under chapter 18.225 RCW; dietitians and nutritionists certified by
chapter 18.138 RCW; radiclogic technicians under chapter 18.84 RCW;
nursing assistants registered or certified under chapter 18.88A RCW;
and medical assistants-certified, medical assistants-hemodialysis
technician, medical assistants-phlebotomist, and medical assistants-
registered certified and registered under chapter 18.--- RCW (the new
chapter created in section 12 of this act).

(5) "Inspection" means the periodic examinaticn of practitioners by
a state agency 1in order to ascertain whether the practitioners'
occupation is being carried out in a fashion consistent with the public
health, safety, and welfare,

(6) "Legislative committees of reference"” means the standing
legislative committees designated by the respective rules committees of
the senate and house of representatives to consider proposed
legislation to regulate health professions not previously regulated.

(7) "License," "licensing," and "licensure" mean permission to
engage in a health profession which would otherwise be unlawful in the
state in the absence of the permission. A license is granted to those
individuals who meet prerequisite gualifications to perform prescribed
health professional tasks and for the use of a particular title.

{8) "Professional license" means an individual, nontransferable
authorization to carry on a health activity based on gqualifications
which include: {a) Graduation from an accredited or approved program,
and {b) acceptable performance on a qualifying examination or series of
examinatiocns.

{9) "Practitioner" means an individual who (a) has achieved
knowledge and skill by'practice, and (b) is actively engaged in a
specified health profession.

{10) "Public member" means an individual who 1s not, and never was,
a member of the healith profession being regulated or the spouse of a
member, or an individual who does not have and never has had a material

financial interest in either the rendering of the health professional
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gservice being regulated or an activity directly related to the
profession being regulated.

{11) "Registration" means the formal neotification which, prior to
rendering services, a practitioner shall submit to a state agency
setting forth the name and address of the practitioner; the location,
nature and operation cf the health activity to be practiced; and, if
required by the regulatory entity, a description of the service to be
provided.

{12) "Regulatory entity" means any board, commission, agency,
divisicn, or other unit or subunit of state government which regulates
one or more professicns, occupations, industries, businesses, or other
endeavors in this state.

{13) "State agency" includes every state office, department, board,
commission, regulatory entity, and agency of the state, and, where
provided by law, programs and activities invelving less than the full

respensibility of a state agency.

Sec. 16. RCW 18.130.040 and 2011 ¢ 41 s 11 are each amended to
read as fellows:

{1l) This chapter applies only to the secretary and the boards and
commissions having jurisdiction in relation to the professions licensed
under the chapters specified in this section. This chapter does not
apply to any business or profession not licensed under the chapiers
specified in this section.

{2) (a) The secretary has authority under this chapter in relation
to the following professions:

(i) Dispensing opticians licensed and designated apprentices under
chapter 18.34 RCW;

{1i) Midwives licensed under chapter 18.50 RCW;

{1ii) Ocularists licensed under chapter 18.55 RCW;

{iv) Massage operators and businesses licensed under chapter 18.108
RCW; |

{v) Dental hygienists licensed under chapter 18.29 RCW;'

(vi) Fast Asian medicine practitioners licensed under chapter 18.06
RCW;

(vii) Radiologic technologists certified and X-ray Lechnicians

registered under chapter 18.84 RCW;

ESSB 6237.PL p. 16
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(viii) Respiratory care practitioners licensed under chapter 18.89
RCW;

{ix) Hypnotherapists and agency affiliated counselors registered
and advisors and counselors certified under chapter 18.19 RCW;

{x) Persons licensed as mental health counselors, mental health
counselor associates, marriage and family therapists, marriage and
family therapist associlates, sccial workers, social work associates—-
advanced, and social work associates--independent ¢linical under
chapter 18.225 RCW;

(xi) Persons registered as nursing pool operaters under chapter
18.52C RCW;

(xii) Nursing assistants registered or certified under chapter
i8.88A RCW;

{x1iii) Health care assistants certified under chapter 18.135 RCW;

{xiv) Dietitians and nutritionists certified under chapter 18.138
RCW;

{xv) Chemical depéndency"professionals and chemical dependency
professional trainees certified under chapter 18.205 RCW;

{xvi) Sex offender treatment providers and certified affiliate sex
offender treatment providers certified under chapter 18.155 RCW;

{xvii) Persons licensed and certified under chapter 18.73 RCW or
RCW 18.71.205;

{xviil) Denturists licensed under chapter 18.30 RCW;

{xix) Orthotists and prosthetists licensed under chapter 18.200
RCW;

{xx) Surgical technologists registered under chapter 18.215 RCW;

{xx1) Recreational therapists ((forder—<ehapter18-230-—REW})) under
chapter 18.230 RCW;

{xxii) Animal massage practitioners certified under chapter 18.240
RCW;

{xxiii) Athletic trainers licensed under chapter 18.250 RCW;

{xxiv) Home care aidés certified under chapter 18.88E RCW; { (and))

(xxv) Genetic counselors licensed under chapter 18.2%0 RCWL_QQQ

(xxvi) Medical assistants-certified, medical assistants—

hemodialvsis technician, medical assistants—-phlebotomist, and medical

assistants-registered certified and registered under chapter 18.-—— RCW

(the new chapter created in section 12 of this act}.
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{b) The boards and commissions having authority under this chapter
are as follows:

{i) The podiatric medical board as established in chapter 18.22
RCW;

{(ii) The chiropractic gualily assurance commission as established
in chapter 18.25 RCW;

(iii) The dental quality assurance commission as established in
chapter 18.32 RCW governing licenses issued under chapter 18.32 RCW and
licenses and registrations issued under chapter 18.260 RCW;

{iv) The board of hearing and speech as established in chapter
18.35 RCW;

{v) The board of examiners for nursing home administrators as
established in chapter 18.52 RCW;

(vi) The optometry board as established in chapter 18.54 RCW
governing licenses issued under chapter 18.53 RCW; _

{(vii) The board cf osteopathic medicine and surgery as established
in chapter 18.57 RCW governing licenses issued under chapters 18.57 and
18.57A RCW;

{viii) The board of pharmacy as established in chapter 18.64 RCW
governing licenses issued under chapters 18.64 and 18,647 RCW;

{(1x) The medical guality assurance commission as established in
chapter 18.71 RCW governing licenses and registrations issued under
chapters 18.71 and 18.71A RCW;

{x) The board of physical therapy as established in chapter 18.74
RCW;

{xi) The board of occcupaticnal therapy practice as established in
chapter 18.59 RCW;

(xii) The nursing care quality assurance commission as established
in chapter 18.79 RCW governing licenses and registrations issued under
that chapter;

(xiii) The examining board of psychology and its disciplinary
committee as established in chapter 18.83 RCW;

(xiv) The veterinary board of govérncrs as established in chapter
18.92 RCW; and

{xv) The board of naturcpathy established in chapter 18.36A RCW.

{3) In addition to the authority to discipline license holders, the

disciplining authority has the authority to grant or deny licenses.
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The disciplining authority may also grant a license subject to
conditions.

(4) All disciplining authorities shall adopt procedures to ensure
substantially consistent application 'of this chapter, the Uniform
Disciplinary Act, among the disciplining authorities listed in

subsection (2) of this section.

Sec. 17. RCW 18.130.040 and 2012 c ... s 16 {section 16 of this
act) are each amended to read as follows:

(1} This chapter applies only to the secretary and the boards and
commissions having jurisdiction in relation to the professicns licensed
under the chapters specified in this section. This chapter does not
apply to any business or profession not licensed under the chapters
specified in this section.

(2} {a) The secretary has authority under this chapter in relation
to the following professions:

(i) Dispensing opticians licensed and designated apprentices under
chapter 18.34 RCW;

(i1) Midwives licensed under chapter 18.50 RCW;

(iii} Ocularists licensed under chapter 18.55 RCW;

(iv) Massage operators and businesses licensed under chapter 18.108
RCW;

(v) Dental hygienists licensed under chapter 18.29 RCW;

(vi) Fast Asian medicine practitioners licensed under chapter 18.06
RCW;

(vii} Radiologic technologists certified and X-ray technicians
registered under chapter 18.84 RCW;

(viii) Respiratory care practitioners licensed under chapter 1i8.89
RCW;

(i) Hypnotherapists and agency affiliated counselors registered
and adviscors and counselors certified under chapter 18.19 RCW;

(%) Persons 1icensed as mental health counselors, mental health
counselor assoclates, marriage and family therapists, marriage and
family therapist asscciates, social workers, social work associates—-
advanced, and social work associates—-independent clinical under
chapter 18.225 RCW;

{x1) Perscns registered as nursing pool operators under chapter
18.52C RCW;
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(gii) Nursing assistants registered or certified under chapter
18.88A RCW;

(x11i) ( (Heattheare sssistonts certified vwnder chapter 38135 ROWs

st} ) Dietitians and nutriticnists certified under chapter 18,138
RCW;

{ (=) ) (xiv) Chemical dependency professionals and chemical
dependency professicnal trainees certified under chapter 18.205 RCW;

({-ewiy)) {xv) Sex offender treatment providers and certified
affiliate sex offender treatment providers certified under chapter
18.155 RCW;

({Bewiit) ) (xvi) Persons licensed and certified under chapter 18.73
RCW or RCW 18.71.205;

({(f=viiir)) {xvii) Denturists licensed under chapter 18.30 RCW;

{ {(fzed3e3) ) {(xviii) Orthotists and prosthetists licensed under
chapter 18.200 RCW;

{{fs=r) ) (xix) Surgical technologists registered under chapter
18.215 RCW; |

{ (se3) ) (xx) Recreational therapists under chapter 18.230 RCW;

{ (o)) {(xxi) Animal massage practitioners certified under
chapter 18.240 RCW;

{ (-beeidsdt) ) (xxii) Athletic traziners licensed under chapter 18.250
RCW;

((fseedvy)) (xxiii} Home care aides certified under chapter 18.88B
RCW;

( (-beevy) ) (xZxiv) Genetic counselors licensed under chapter 18.290
RCW; and

{ (o)) {xxv) Medical assistants-certified, medical assistants-—
hemedialysis technician, medical assistants-phlebotomist, and medical
assistants-registered certified and registered under chapter 18.--- RCW
(the new chapter created in secticon 19 of this act).

(b} The boards and commissions having authority under this chapter
are as follows:

(i) The podiatric medical board as estabklished in chapter 18.22
RCW;

{(ii) The chiropractic guality assurance commission as established
in chapter 18.25 RCW;

(iii) The dental gquality assurance commission as established in
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chapter 18.32 RCW governing licenses issued under chapter 18.32 RCW and
licenses and registrations issued under chapter 18,260 RCW;

{(iv) The board cof hearing and speech as established in chapter
18.35 RCW;

(v) The board of examiners for nursing home administrators as
established in chapter 18.52 RCW;

{vi) The optometry board as established in chapter 18.54 RCW
governing licenses issued under chapter 18.53 RCW;

{vii) The board of ostecpathic medicine and surgery as established
in chapter 18.57 RCW governing licenses issued under chapters 18.57 and
18.574 RCW;

(viii} The board of pharmacy as established in chapter 18.64 RCW
governing licenses issued under chapters 18.64 and 18.64A RCW;

(ix) The medical quality assurance commission as established in
chapter 18.71 RCW governing licenses and registrations issued under
chapters 18.71 and 18.71A RCW;

(x} The board of physical therapy as established in chapter 18.74
RCW; .

(xi) The bhoard of occcupational therapy practice as established in
chapter 18.59 RCW;

(xii)} The nursing care quality assurance commissicn as established
in chapter 18.79 RCW governing licenses and registrations issued under
that chapter;

(xiii) The examining board of psychology and its disciplinary
committee as established in chapter 18.83 RCW;

{xiv) The veterinary board of governors as established in chapter
18.92 RCW; and

{xv) The board of naturopathy established in chapter 18.364A RCW.

{3) In addition to the authority to discipliine license holders, the
disciplining authority has the authority to grant or deny licenses.
The disciplining authority may also grant a license subject to
conditions. '

{4) All disciplining authorities shall adopt procedureé to ensure
substantially consistent applicaticn of this chapter, the Uniform
Disciplinary Act, among the disciplining authorities listed in

subsection {2) of this section.
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Sec. 18. RCW 18.135.055 and 1996 ¢ 191 s 83 are each amended to
read as follows:

The health care facility or health care practitioner registering an
initial or continuing certificatiocn pursuant to the provisions of this
chapter shall comply with administrative procedures, administrative
requirements, and fees determined by the secretary as provided in RCW
43.70.250 and 43.70.280. For the purposes of setting fees under this

section, the gsecretary shall consider health care assistants and

persons registered and certified under chapter 18.—--- RCW (the new

chapter created in section 19 of this act) as cone profession.
All fees collected under this section shall be credited to the

health professions account as required in RCW 43.70.320.

NEW SECTTON. Sec. 19, Sections 1 through 12 of this act

censtitute a new chapter in Title 18 RCW.

NEW SECTION. Sec. 20. The following acts or parts of acts, as now

existing or hereafter amended, are each repealed, effective July 1,
2016:

(1) RCW 18.135.010 {Practices authorized) and 2009 ¢ 43 s 2, 2008
c 58 s 1, & 1984 c 281 s 1;

(2) RCW 18.135.020 (Definitions) and 2009 ¢ 43 s 4, 2008 ¢ 58 s 2,
2001 ¢ 22 s 2, & 1997 ¢ 133 s 1;

{3) RCW 18.135.025 (Rules--Legislative intent) and 1986 ¢ 216 s 1;

(4) RCW 18.135.030 (Health care assistant profession--Duties——
Requirements for certification--Rules) and 1999 ¢ 151 s 201, 1994 sp.s.
c 9 s 515, 1991 ¢ 3 s 273, 1986 ¢ 216 s 2, & 1984 c 281 s 4;

(5) RCW 18.135.035 (Reguirements for certification--Military
training or experience) and 2011 ¢ 32 s 12;

(6} RCW 18.135.040 (Certification of health care assistants) and
2006 ¢ 242 s 3 & 1984 ¢ 281 s 3;

(7Y RCW 18.135.050 (Certification by health care facility or
practitioner—-—-Roster-—-Recertification) and 19%6 ¢ 191 s 82, 1991 ¢ 3 s
274, & 1984 ¢ 281 s 5; '

(8) RCW 18.135.055 (Registering an initial or continuing
certification--Fees) and 2012 ¢ ... s 18 (section 18 of this act), 1996
c 191 s 83, 1991 ¢ 3 s 275, & 1985 ¢ 117 s 1;
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(9) RCW 18.135.060 (Conditions for performing authorized
functions--Renal dialysis} and 2001 ¢ 22 s 3, 2000 c 171 s 30, & 1993
c 13 s 1;

(10) RCW 18.135.062 {(Renal dialysis training task force--
Development of core competencies) and 2001 c 22 s 4;

(11) RCW 18.135.065 (Delegation—--Duties of delegator and delegatee)
and 2009 ¢ 43 s 5, 2008 ¢ 58 s 3, 1991 ¢ 3 s 276, & 1986 c 216 s 4;

(12) RCW 18.135.070 (Complaints--Violations--Investigations—-
Disciplinary action) and 1893 ¢ 367 s 11 & 1984 c 281 s 7;

(13} RCW 18.135.090 (Performance of authorized functions) and 1984
c 281 s 9;

(14) RCW 18.135.100 (Uniform Disciplinary Act) and 19293 c 367 s 12;

(15) RCW 18.135.110 (Blcod-drawing procedures—-Not prohibited by
chapter--Requirements) and 2006 ¢ 242 s 2; and

(1) RCW 18.135.120 (Administration of wvaccines-—-Restrictions} and
2008 ¢ 58 s 4.

NEW SECTION. Sec. 21. The secretary of heailth shall adopt any

rules necessary to implement this act.

NEW SECTION. Sec. 22. Sections 1 through 12, 14, 16, and 18 of
this act take effect July 1, 2013.

NEW SECTION. 8Sec. 23. Sections 15 and 17 of this act take effect
July 1, 2016.

~—~ END ---
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[Editors note: The following is o
substantially wpdated and expand-
ed version of an article oviginally
published in Maych 1996 and previ-
ously wupdated in the March 2003
tssue of AMT Events.]

The AMT office frequently receives
inquiries from Registered Medical
Assistants about the lawful extent of
their clinical practice scope. Typical
of such inquiries are the following:

* The state nurses’ association
says that medical assistants
aren’t allowed to give injections.
Is this correct?

¢ Is a medical assistant permitted
to start an TV?

s Am T allowed to perform “scratch
tests” for allergies?

¢ Can medical assistants do pul-
monary function testing?

s What types of laboratory testing
are medical assistants qualified
to perform?

For better or worse, there is no
universal answer to these questions.
There is no uniform, national defini-
tion of a medical assistant’s scope of
practice. These types of inquiries
usually must be answered by refer-
ence to the particular laws and cus-
toms of the state in which the med-
ical assistant works. With respect to
diagnostic lab testing, in addition to
any applicable state laws, an MA’s
qualifications to perform a particu-
lar test depends on whether he or
she meets the applicable criteria for
testing personnel under the CLIA
regulations.

In a vast majority of states, med-
ical assistants may perform basic
clinical procedures under the direct
supervision of a licensed medical
practitioner (e.g., physician, osteo-

path, podiatrist, and in some cases

physician assistan{s or nurse practi-
tioners). However, the legal frame-
work governing the delegation of
clinical tasks to unlicensed assistive
personnel varies greatly from state to
state. While most states still don't
have laws or regulations specifically
addressing the practice of medical
assisting, the number of states with
such laws has continued to grow in
recent years. Many states that do not
address medical assisting by name
nevertheless have statutes or rules
acknowledging a licensed practition-
er's authority to delegate clinical
tasks to an unlicensed assistant, as
long as certain conditions are met,

State laws affecting the scope of
medical assisting practice generally
fall into one of three categories:

1. Laws that expressly recognize
the practice of medical assisting and
list some of the specific clinical func-
tions that properly qualified medical
asgistants may performy

2. Provisions in state practice acts
that preserve the right of licensed
practitioners to delegate basic clini-
cal tasks to unlicensed assistants or
exempt such assistants’ performance
of delegated tasks from legal defini-
tions of unauthorized practice; or

3. Laws governing licensed practi-
tioners of the healing arts that are
totally silent as regards the delega-



tion of clinical tasks to unlicensed personnel.

Recent Laws Expressly Recognizing
Medical Assisting

When we last published a survey of state laws in 2003,
there were just seven states (Arizona, California, Florida,
Maryland, New Jersey, South Dakota, and Washington)
that had statutes or regulations directly addressing the
practice of medical assisting. Since then, four more states
have passed laws recognizing a clinical practice scope for
medical assistants: Arkansas, Montana, Georgia and
Nevada. In addition, earlier this year the State of
Washington enacted comprehensive medical assisting leg-
islation that will replace that State’s previous, unwieldy
schermne for regulating “health care assistants.” A brief sur-
vey of MA-specific laws follows, starting with the most
recent developments.

Washington —— On March 29, 2012, Governor Christine
Gregoire signed into law Senate Bill 6237, described as an
Act creating a career pathway for medical assistants, The
new law replaces the prior scheme of registering seven
different, categories of health care assistants (HCAs) ..,
with a new system for certification or registration of |
four separate levels of medical assistants. The new ;
categories are: (1) medical assistant-certified; (2) 7 ;
medical assistant-phlebotomist; (3) medical L
assistani-hemodialysis technician; and (4) med-
ical assistant-registered. The Washington
Department of Health will administer the pro-
gram for certifying or registering medical assis-
tants in appropriate categories. Individuals currently reg-
istered with the Department as HCAs will be grandfa-
thered into a corresponding category of MA, and the HCA
registrations will be discontinued.

To qualify as a medical assistant-certified, an individ-
ual must complete a medical assisting training program
approved by the Health Department, pass a certification
exam approved by the Department, and meet any addi-
tional requirements imposed by regulations to be devel-
oped by the Depariment. The scope of practice of the med-
ical assistant-certified may encompass a broad range of
clinical procedures, including capillary blood withdrawal,
venipuncture, intradermal, subcutaneous and intramuscu-
lar injections, EKGs, respiratory testing, lab tests classified
as “waived” under CLIA, and administering medication
only by unit or single dosage, or by a dosage calculated
and verified by a health care practitioner. A medical assis-
tantcertified may also administer intravenous injections
for diagnostic or therapeutic agents, if he or she meets
minimum standards to be established by rule.

A licensed practitioner must cerfify to the Depariment
the scope of clinical procedures that an individual med-
ical assistant-certified is competent to perform, which
may be less inclusive, but not more inclusive, than the list

of procedures set forth in the law. The certification is
portable from one employer to another.

The medical assistant-registered category is for
assistive personnel who do not meet all the qualification
requirements for the certified category but whose current
employer attests the individual is competent to perform
basic clinical procedures. The scope of practice for med-
ical assistant-registered is more limited than for medical
assistant-certified. It cannot include, for example,
venipunctures, capillary blood draws, or injections other
than vaccines. An individual’s scope of practice is further
Hmited by the endorsement received from his or her cur-
rent employer. Unlike with the medical assistant-certified,
the employer endorsement for a medical assistantregis-
tered is not portable and must be renewed by each new
employer.

While the new statute is an improvernent over the prior
system of registering HCAs, the unfortunate use of the
terms “certified” and “registered” to distinguish more
highly-trained MAs from those with lesser education and

skills is bound to create confusion. It should be

emphasized that the legislative distinction between
*v “medical assistant-certified” and “medical assis-
A tant-registered” has nothing to do with private,
. voluntary credentials (e.g., whether someone is
i credentialed as a Certified Medical Assistant by
the AAMA or as a Registered Medical
Assistant by AMT). But the public is bound
to be misted by the statutory titles, and it is
extremely important for RMAs in
Washington State to educate employers that, regardliess of
the title of your credential, you are indeed “certified,” and
not just “registered.” Indeed, most RMAs who have com-
pleted a medical assistant education program at an
accredited institution should qualify as medical assistant-
certified. Those who have previously been registered with
the State as a Category C, D, E, or F health care assistant
will be grandfathered as medical assistant-certified.

The medical assistant-phiebotomist is essentially a
phlebotomy fechnician, who may perform capillary,
venous, or arterial invasive procedures for blood with-
drawal when delegated and supervised by a Hcensed
health care practitioner. The qualifications for this cate-
gory will be determined by rulemaking: Individuals hold-
ing AMT's Registered Phlebotomy Technician (RPT) cre-
dential should qualify, and those currently registered as a
Category A or B health care assistant will be grandfa-
thered as MA-phlebotomists. (This article will not discuss
the medical assistant-hemodialysis technician category,
as it is not part of traditional medical assisting practice
and we believe relatively few RMAs will be affected by it.)

The Washington statute includes a broad definition of
licensed “health care practitioner” that can delegale tasks

{continued on page 112)
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to medical assistants. Such practitioners can include
physicians, doctors of osteopathy, and (to the extent act-
ing within the scope of their respective licensure) podia-
trists, registered nurses, or advanced registered nurse
practitioners, naturopaths, physician assistants, osteo-
pathic physician assistants, and optometrists.

Georgia -— n 2009 the Georgia legislature added a new
section to that state’s Medical Practice Act for the express
purpose of clarifying the role of medical assistants. The
new provision makes clear that MAs may perform “med-
ical tasks, including subcutaneous and intramuscular
injections; obtaining vital signs; administering nebulizer
treatrents; or other tasks approved by the board pur-
suant to rule, if under the supervision by a physician in his
or her office.” The law also clarifies that “supervision”
does not necessarily require on-site supervision at all
times. It also provides that MAs may perform medical
tasks ordered by a physician assistant or advanced prac-
tice registered nurse with authority to delegate such
tasks.!

The new law authorized the Georgia Composite
Medical Board to approve by rule other clinical tasks a
medical assistant may perform in addition to those quot-
ed above. To date, the Board has not adopted a regula-
tion expanding the scope of functions MAs may perform.
However, the Georgia Medical Practice Act still contains
a general provision preserving a physician’s right “to dele-
gate to a qualified person any acts, duties, or functions
which are otherwise permitted by law or established by
custom.™

Arkansas — For many years, a cloud existed over the
right. of physicians to delegate clinical tasks to medical
assistants in Arkansas. The state nurses’ association peri-
odically claimed that that administering injections fell
within the scope of nursing practice, and that unlicensed
assistants were therefore prohibited from giving them.
The absence of a state law addressing a physician's right
to delegate left the State Medical Board with little guid-
ance to go on, leading to frequent disputes.

All of that changed in 2009 when the Arkansas General
Assembly enacted an amendment to the Arkansas
Medical Practices Act, creating a statirtory basis for physi-
cian delegation to medical assistants. The amendment
directs the Arkansas State Medical Board to adopt rules
that “establish standards to be met and procedures to be
followed by a physician with respect to the physician’s
delegation of the performance of medical practices to a
qualified and properly trained employee who is not
Licensed or otherwise specifically authorized by the
Arkansas Code to perform the practice.™ The amend-
ment goes on to set forth a number of parameters the
Board is required to follow in adopting regulations with
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respect to supervision of the unlicensed employee, limits
on the types of drugs that can be administered by the
assistant, prohibiting delegation of anesthesia administra-
tion, and so forth.

The Arkansas State Medical Board responded by adopt-
ing Regulation 31 in February 2010. Titled the “Physician
Delegation Regulation,” Regulation 31 defines “Medical
Assistant” as “an employee of a Physician who has been
delegated medical practices or tasks, and who has not
been licensed by or specifically authorized to perform the
practice or task pursuant to other provisions of Arkansas
law.” Rather than set forth a defined scope of practice for
medical assistants, Regulation 31 established mandatory
guidelines for physicians to follow in delegating {asks
while leaving the physician with substantial discretion to
determine what procedures may be delegated to a partic-
ular assistant. Among the guidelines that must be
observed are: )

* The delegating physician remains responsible for the

acts of the employee;

» The employee must not be represented to the public
as a licensed practitioner;

* The task to be delegated is within the physician’s
authority to perform;

» The assistant to whom the task is delegated is quali-
fied and properly trained to perform the task;

* The medical assistant cannot re-delegate a task to
another unlicensed person, nor can the delegating
physician transfer responstbility for supervising the
assistant except to another physician who is qualified
and has knowingly accepted that responsibility;

* With respect delegating the administration of drugs:
(a) The physician may delegate only the administra-

tion of drugs that do not require substantial, spe-
cialized judgment and skill based on knowledge
and application of the principles of biclogical,
physical and social sciences;

(b) Administration of drugs by delegation must occur
within the physical boundaries of the delegating
physician’s offices;

(c¢) The physician must evaluate the acuity of the
patient, as well as the competency of the person
to whom administration of the medication is
being delegated. '

This is just a partial listing of the more important provi-
sions of the regulation. Arkansas medical assistants and
their employers can review the entire text of Regulation
31 and § 17-95-208 of the Medical Practices Act on the
State Medical Board’s website,*

Nevada — In recent years, the ability of Nevada med-
ical assistants to administer injections had been ques-
tioned, and even temporarily suspended by the Nevada
State Board of Medical Examiners. Controversy had aris-
en over the widespread use of medical assistants in that



state to administer Botox and other cosmetic “fillers,”
often in “spa” seftings without adequate supervision by a
lcensed physician. On September 30, 2009, the Nevada
Board issued a policy statement declaring that medical
assistants may not administer any prescription drugs, by
injection or otherwise. Six days later, in the face of intense
political pressure, the Board issued a statement rescind-
ing the Septerber 30 notice, restoring medical assistants’
ability to administer medications under certain parame-
ters, and announcing that the Board would undertake a
rulemalking to address the use of medical assistants by
physicians and physician assistants.

After several abortive attempts by the Board to promul-
gate medical assisting regulations, the Nevada Legislature
took matters into its own hands and passed Senate Bill
294 on the final day of the 2011 session. The bill confirms
the authority of medical assistants to possess and admin-
ister “dangerous drugs” (ie., any medication requiring a
prescription, other than controlled substances) “at the
direction of the prescribing physician and under the
supervision of a physician or physician assistant.”® SB 204
authorized the Board of Medical Examiners and the State
Board of Osteopathic Medicine to develop regulations fur-
ther addressing the delegation of administration of dan-
gerous drugs to MAs (as of this writing, neither board had
initiated such rulemaking proceedings). The bili also cre-
ates a statutory definition of “Medical assistant™ an unli-
censed person who performs clinical tasks under the
supervision of a physician, an osteopathic physician, or a
physician assistant; and does not include a person who
performs only administrative, clerical, executive or other
nonclinical tasks.®

Montana — Prior to 2003, a lack of statutory guidance
had muddied the waters in Montana with regard to the
functions a physician could delegate to unlicensed assis-
tants. That year the State Legislatuwre enacted an amend-
ment to the Medical Practice Act directing the Board of
Medical Examiners to adopt guidelines for “the perform-
ance of administrative and clinical tasks by a medical
assistant that are allowed to be delegated by a physician or
podiatrist, including the administration of medications.™

The Montana Board adopted a final rule in March 2006
establishing delegation guidelines as directed by the leg-
islature.! The rule contains both general standards for
delegation or routine tasks, and specific requirements
and limitations with respect to delegation of invasive pro-
cedures, drug administration, and allergy testing. As a
general matter:

The supervising physician or podiatrist is responsible
for determining the competency of a medical assistant to
perform the administrative and clinical tasks assigned to
the medical assistant. . . . A physician {(or podiafrist) may
only assign tasks that the physician (or podiatrist) is qual-
ified to perform and tasks that the physician (or podia-

trist) has not been legally resiricted from performing. Any
tasks performed by the medical assistant will be held to
the same standard that is applied fo the supervising
physician or podiatrist.

The Montana rule provides thal supervision of tasks
assigned to medical assistant must be “active and contin-
uous,” but does not regirire the actnal presence of the del-
egating practitioner, except that the supervising physician
or podiatrist must be “onsite” - i.e, “in the facility and
quickly available to the person being supervised” - when a
MA: (a) performs invasive procedures; (b} administers
medicine; or (¢) performs allergy testing. In addition, a
delegating practitioner must exercise “direct” supervision
- defined as being within audible and visible reach of the
person being supervised (and not merely “onsite™) - when
the MA is performing conscious sedation monitoring or
adrninistering fluids or medications through an IV.

The Montana regulation prohibits MAs from providing
care to an inpatient in an acute care hospital, or adminis-
tering blood products by IV. The MA is also barred from
delegating to another unlicensed person any task
assigned to the MA by a licensed practitioner.

Review of “Older” Medical Assisting
Practice Laws

Among the first states to enact laws officially recogniz-
ing a scope of practice for medical assistants were South
Dakota and Florida. Both states’ statutes provide a faix-
ly extensive, non-exclusive list of administrative and clin-
ical duties a MA may perform uwnder supervision of a
licensed physician. Among others, the clinical tasks men-
tioned in both states’ laws include performing aseptic pro-
cedures; venipunctures and nonintravenous injections;
collecting routine laboratory specimens; performing basic
laboratory procedures; and administering medications as
directed by a physician. The Florida law also lists dialysis
procedures, including home dialysis.

The South Dakota statute requires individuals to register
with the State Board of Medical and Osteopathic
Examiners before practicing as a medical assistant. A mod-
est initial registration fee of $10.00 is assessed, and the reg-
istration may be renewed bianrually for a fee of $5.00.
Qualifications for registration include graduation from an
accredited school or a school which meets standards simi-
lar to an accredited school, and compliance with such qual-
ifications as may be esiablished by the Board of Medical
and Osteopathic Examiners and the Board of Nursing.

A Joint Board committee of the South Dakota medical
and nursing boards has issued a series of determinations
further defining the medical assistant's scope of practice.
Among other clarifications, the commitiee ruled that MAs
may perform skin testing by intradermal or scratch tech-
niques, may performn EXG's and glucose testing; may

{continued on page 114)
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administer medications from either a single or mufti-dose
vial as along as the supervising physician assures appro-
priate training and competence, and assumes ultimate
responsibility for administration of such drugs. MAs may
not administer medications which require calculation of a
dose; may not inject insuling and may not perform arterial
withdrawal of blood.®

The Florida law does not require medical assists to reg-
ister with the state nor does i prescribe minimum qualifi-
cations, but it expressly recognizes that MAs may be cer-
tified as a Registered Medical Assistant by AMT or as a
Certified Medical Assistant by the American Association
of Medical Assistants (AAMA).®

In New Jersey, pursuant to regulations of the State
Board of Medical Examiners, & “certified medical assis-
tant” may administer subcutaneous and intramuscular
injections under the supervision of a physician. The physt-
cian must be on premises and within reasonable proxiri-
ty to the treatment room at all times that a medical assis-
tant is administering injections. The assistant may not
inject certain substances, including any substance related
to allergenic testing or treatment, local anesthetics, con-
frolled substances, experimental drugs, or any antineo-
plastic chemotherapewiic agent other than corticos-
teroids.

To qualify as a “certified medical assistant” in New
Jersey, an individual raust be a graduate of a post-second-
ary medical assisting program accredited by the
Committee on Accreditation of Allied Health Education
Programs (CAAHEP), the Accrediting Bureau of Health
Education Schools (ABHES), or other accrediting organi-
zation approved by the 11.8. Department of Education,
Medical assistants also must be currently certified by
either AMT, the AAMA, the National Center for
Competency Testing (NCCT), or other certifying body rec-
ognized by the State Board of Medical Examiners.

In Arizona, there are separate laws and regulations
governing medical assisting in each of four different fields
of medicine: allopathic, osteopathic, homeopathic, and
naturopathic. Homeopathic and naturopathic medical
assistants must have specialized training in those disci-
phines and must be either registered or certified by the
respective State Boards of Medical Examiners for those
disciplines.

Medical assistants working for allopathic (fraditional
physicians) and osteopathic practitioners in Artzona need
not be registered or certified by the applicable Board, but
must possess certain qualiications. Under regulations of
hoth the Arizona Medical Board”® and the Board of
Osteopathic Examiners,”® medical assistants must meet
one of the following requirements: (1) complete an edu-
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cation program accredited by ABHES, CAAHEP or
another accrediting agency recognized by the T.S.
Department of Education; {2} complete an Armed Forces
medical services training program; or (3) hold RMA(AMT)
or CMA(AAMA) certification.

Medical assistants may, under the direct supervision of
a physician, osteopath, or physician assistant, perform the
medical procedures listed in the 2003 revision of
CAAHEP's "Standards and Guidelines for an Accredited
Fducational Program for the Medical Assistant, Section
(ID(CY(3)(a} through (H)(CY3)c).” Besides the tasks
listed in the CAAHEP Standards, medical assistants in
Arizona may perform the following additional procedures
under direct supervision: whirlpool treatments, diathermy
treatments, electric galvation stimulation itreatments,
ultrasound therapy, massage therapy, traction treatrents,
transcutaneocus nerve stimulation unit treatments, and
small volume nebulizer treatments.

In California, the legislature recognizes a core scope
of practice for medical assistants,* and the Medical Board
has prescribed minimal training requirements for such
basic procedures as intramuscular, subcutaneous, or
intradermal injections; skin tests; or venipuncture for
withdrawing blood. The basic required training includes
10 clock-hours of training in each of administering injec-
tions and phlebotomy, as well as successful performance
of at least 10 each of intramuscular, subcutaneous and
intradermal injections; 10 venipunctures; and 10 skin
punctures (fingersticks).

In addition to these core functions, a medical assistant
in California may perform “additional supportive servic-
es,” provided that the MA has received supplemental
training which the employer deterrmines is sufficient for
the parficular task to be delegated. These additional sup-
portive services may include, among others: administra-
tion of medication other than by injection, EKGs, EEGs,
plethysmography tests (other than full-body), removal of
sutures and staples, applying and removing dressings and
bandages, orthopedic appliances, etc., performing ear
lavage, collecting and preserving specimens for testing,
performing simple laboratory and screening fests, and
cutting patients’ nails. The supplemental training may be
administered in an accredited vocational school or by a
medical assistant who is certified by an approved certifi-
cation organization, including AMT.*

In Maryland, the state Board of Physicians (formerly
the Board of Physician Quality Assurance) administers
regulations providing for a broad scope of functions that
physicians may delegate to medical assistants under vari-
ous levels of supervision.”® The Maryland rules do not
establish particular education, training or certification
requirements for MAs, leaving it up to the supervising
physician to insure that their assistants are properly qual-



ified to perform whatever clinical tasks are delegated. The
regulations do, however, contain fairly comprehensive
lists of functions that may be delegated under various lev-
els of supervision.

Compared with other states, the Maryland board per-
mits doctors to assign relatively sophisticated clinical
tasks to MAs with “on-site” supervision (meaning the
physician is “present, af the site and able to be immediate-
ly available in person during the performance of a dele-
gated act”). Those tasks include, in addition to standard
non-intravenous injections, administering small doses of
local anesthetics, establishing peripheral inlravenous
lines, and injecting fluorescein-like dyes for retinal
angiography. With “direct” supervision (i.e., the physician
is in the immediate presence of the MA and the patient}), a
medical assistant may also inject IV drugs or contrast
materials. These are in addition to a host of more routine,
non-invasive tasks that may be delegated without direct
or even on-site supervision.

State Laws Permitting General Delegation
of Clinical Functions

While the foregoing states have laws or regulations
expressly recognizing a role for medical assistants, a
greater nurnber of states have statutes that more general-
Iy allow physicians (and in many cases, other licensed
practitioners) to delegate clinical tasks to unlicensed per-
sonnel.

Some states’ laws explicitly authorize delegation to
assistive personnel under specified conditions. These
mclude: Alaska, llinois, Massachusetts, Maine, Michigan,
Ohio, Pennsylvania, South Carolina, Texas, and Virginia.

Other states effectively allow such delegation by
exempting from licensing requirements and unauthorized
practice prohibitions the performance of routine clinical
duties by unlicensed personnel under the supervision of a
licensed practitioner. States with such exemptions
include: Colorado, Hawaii, Idaho, Indiana, Kansas,
Louisiana, New Mexico, North Carolina, Oldahoma,
Oregon, Rhode Island, Tennessee, Utah, and Wisconsin. it
should be emphasized that simply because a state is not
listed above does not necessarily mean it has no statite or
rule allowing physician delegation. There may be others;
these are simply the ones that have come to our atiention
over the years while representing the interests of RMAs.

Ohio has one of the most comprehensive regulations
governing the delegation of medical tasks. The State
Medical Board rule, which apply to physicians, osteopaths
and podiatrists, includes the following stipulations:

Prior to a physician’s delegation of the performance of
a medical task, that physician shall determine each of the
following:

(1) That the task is within that physician’s authority;

(2) That the task is indicated for the patient;

(3) The appropriate level of supervision;

{4} That no law prohibits the delegation;

(b} That the person to whom the task will be delegated

is competent to perform that task; and,

(6} That the task itself is one that should be appropri-
ately delegated when considering the following fac-
tors:

(a) That the task can be performed without requiring

the exercise of judgmeni based on medical knowl-

edge;

(b) That resulis of the task are reasonably pre-
dictable;

(c) That the task can safely be performed according

to exact, unchanging directions;

(d) That the task can be performed without a need

for complex observations or critical decisions;

(e) That the task can be performed without repeated

medical assessments; and,

(f) That the task, if performed improperly, would not

present life threatening consequences or the danger

of immediate and serious harm to the patient.

The Ohio rule further requires that a physician shall pro-
vide onsite supervision when delegating the administra-
tion of drugs, with limited exceptions, e.g., the adminis-
tration of a topical drug such as medicated shampoo. The
condifions under which the Chio rule allows delegation
are typical of those adopted in other stafes, although
somewhat more detailed than most. Other states with rel-
atively comprehensive delegation laws include Ilinois,'®
Pennsylvania,” Michigan® and Texas.™

Typical of jurisdictions that allow delegation through
various forms of statutory exemptions is Indiana,
whose Medical Practice Act includes the following
exclusion:®

This article, as it relates to the unlawful or unautho-
rized practice of medicine or osteopathic medicine,
does not apply to any of the following:

kR ok ok

{20) An employee of a physician or group of physi-
cians who performs an act, a duty, or a function that is
customarily within the specific area of practice of the
employing physician or group of physicians, if the act,
duty, or function is performed under the direction and
supervision of the employing physician or a physician
of the employing group within whose area of practice
the act, duty, or function falls. An employee may not
make a diagnosis or prescribe a treatment and must
report the results of an examination of a patient con-
ducted by the employee to the employing physician or
the physician of the employing group under whose
supervision the employee is working. An employee may
not administer medication without the specific order of

{continued on page 116}
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the employing physician or a physician of the employ-

ing group. % * ¥ *

Utah presenis a particularly interesting example of a
state that authorizes delegation through exemptions. Utah
specifically exempts a “medical assistant” from licensure
under three separate practice acts: the Medical Practice
Act, the Osteopathic Medical Practice Act, and the
Physician Assistant Act. The two medical practice laws
provide licensing exemptions for “a medical assistant
while working under the direct and immediate supervi-
sion of a licensed [or osteopathic] physician and surgeon,
to the extent the medical assistant is engaged in tasks
appropriately delegated by the supervisor in accordance
with the standards and ethics of the practice of medi-
cine.”® The Utah Physician Assistant Act similarly
exempts from licensing any medical assistant who is
working under the direct supervision of a physician; does
not diagnose, advise, independently treat, or prescribe
medication to or on bhehalf of any person; and for whom
the supervising physician accepts responsibility® Each
act defines “medical assistant” as “an unlicensed individ-
ual working under the direct and immediate supervision
of a licensed [or osteopathic] physician and surgeon, and
engaged in specific tasks assigned by the licensed [or
osteopathic| physician and surgeon inn accordance with
the standards and ethics of the profession.”®

It should noted that in some states, the legal provision
allowing a physician to assign tasks to an unlicensed
assistant does not appear in the medical practice act, but
in the practice act of another licensed profession such as
physician assistant or marsing. For example, the only per-
tinent statutory reference we can find in Oregon is in the
Physician Assistant Act, which exempts from licensing
“an employee of a person licensed to practice medicine
..., or of amedical clinic or hospital ..., unless the employ-
ee is practicing as a physician assistant in which case the
individual shall be licensed ...."* Similarly, the Louisiana
Physician Assistant Act provides that: “Nothing herein
shall prohibit or limit the authority of physicians o
employ auxiliary personnel not recognized under this
Part.”™ The Alabama nursing practice law includes an
exemption for “persons, including nursing aides, orderlies
and attendants, carrying out duties necessary for the sup-
port of nursing services ...."#

Delegation under Nursing Practice Laws
Although the traditional role of a medical assistant is as
an anxiliary to a licensed physician who supervises and
remains professionally and legally responsible for the
actions of the MA, in many jurisdictions MAs may also
accept delegated tasks from a registered nurse or nurse
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practitioner. Delegation of clinical duties in those cases is
controlled by state nursing practice laws - and the legal
relationship is between MA and nurse, not MA and physi-
cian. A number of state nursing boards have developed
policies on nurses’ delegation of duties to unlicensed
assistive personnel, and in January 2012 the American
Nurses Association issued draft Principles for Delegation
by Registered Nurses to Unlicensed Assistive Personnel.
The delegation of nursing functions to MAs is beyond the
scope of this article; however, a couple of state regulatory
scenarios deserve mention here.

Alaska’s regulatory scheme is noteworthy because it
not only preserves the physician’s right to utilize unli-
censed assistants,® but also includes provisions in the
Nursing Board rules authorizing the delegation of nursing
duties to appropriately trained unlicensed personnel. In
addition to providing for delegation of routine and special-
ized nursing duties under specified conditions, the nursing
rules permit an advanced nurse practitioner to delegate
administration of injectable medication to a certified med-
ical assistant.® The term “certified medical assistant” is
defined as “a person who is currently nationally certified
as a medical agsistant by a national body accredited by the
National Commmission for Certifying Agencies (NCCA) and
reets the requirements of this section.” (Al of AMT's cer-
tification programs, including the RMA, are accredited by
NCCA.) Besides holding an accepted national certifica-
tion, a medical assistant to whom the administration of an
injectable medication may be delegated must successfully
complete a training course in administration of medication
approved by the nursing board.

The status of MAs in North Dakota is particularly
unusual, inasmuch as it appears to be the only state where
delegation of injections is within the exclusive purview of
the nursing profession. For many years physicians in that
state were assumed to have authority to delegate injec-
tions to MAs, but they were effectively deprived of that
anthority in 20064 by an Attorney General’s interpretation
of the state’s medical practice act. Shortly thereafter,
largely at the urging of the medical assisting community,
the North Dakota Board of Nursing agreed to amend its
existing rules regarding the delegation of medication
administration to “medicafion assistants.” The rules were
supplemented {0 create a new category known as
“Medication Assistant IH,” the gualifications for which
include individuals (1) with two years of nursing educa-
tion, or (2) who have completed a board-approved med-
ical assistant education program and hold the RMA(AMT)
or CMA(AAMA) certification. In addition to a number of
rougine medication roufes, a Medication Assistant III may
administer drugs via mtramuscular, subcutaneous and
intradermal injections, as well as gastronomy and jejunos-
tomy. A complete list of authorized and prohibited med-



ication routes is available on the North Dakota legisla-
ture’s website.”

In 2007, New Hampshire nearly became the first state
0 enact licensure for medical assistants. By the time AMT
became aware of the legislation, the licensure bill already
had passed the state Senate and was scheduled to be
reported by a committee of the New Hampshire House of
Representatives within a few days. After reviewing the
legislation, AMT determined it should oppose the bill
becanse it would have given the state Board of Nursing
total control of the licensing program, including virtually
unlimited authority to define the scope of practice, edu-
cational prerequisites, and examination requirements for
licensed medical assistants. (The AAMA supported the
bill, largely because of the recent successful collaboration
between medical assistants and the North Daketa nursing
board discussed above.) After AMT registered its opposi-
tion with each member of the House committee, that body
decided not to pass the bill onto the House floor for a
vote, and the bill therefore died. Despite the bill's failure,
the New Hampshire nursing board has continued to work
with the medical assisting community to develop proto-
cols for delegation of clinical duties. The board recently
issued a document entitled, Toolkit: Licensed Nurses,
Medical Assistants and Delegalion: Safe and Effective
Teamawork, which is accessible on the board's website.®

States Without Laws Addressing
Delegation to Unlicensed Assistants

While the above survey does not purporl to identify
each and every state that may have a law addressing
physician delegation to wunlicensed personnel, the
inevitable fact is that a handful of states have no law or
regulation either directly or implicitly authorizing such
delegation. In most of those cases, it can nevertheless be
assumed that coramon law customs support the physi-
cian's right to assign tasks to a medical assistant, provid-
ed that: (1) the MA is qualified by education and/or train-
ing to perform the delegated tasks; (2) the delegated func-
tions fall within the scope of practice of the licensed prac-
titioner who assigns the tasks; (3) the fasks will be per-
formed under the licensee’s supervision; and (4) the per-
formance of the task by an unlicensed individual is not
expressly prohibited by law. Missouri is a good example
of a state whose laws appear to be silent on delegation,®
but where large numbers of RMAs have enjoyed a com-
prehensive scope of practice for many years.

Unfortunately, there are several jurisdictions in which
this comanoen law presumption is not observed and physi-
cians are denied the right to delegate injections and other
clinical functions to MAs. New York is a prime example.
Medical assistanis have long struggled {o have a scope of
practice recognized in the Empire State that matches their

training and skills. In April 2010, the Executive Secretary
to the New York State Board for Medicine issued an offi-
cial Practice Alert and Guidelines reaffirming the board’s
longstanding position on the limited scope of functions
that can be delegated to MAs. Although MAs in New York
may take vital signs and obtain laboratory specimens,
including venipunctures, the board emphasized that they
may not perform any of the following:

s {riage,

 administering medications through any route,

e administering contrast dyes or injections of any kind,

s placing or removing sutures,

s taking x-rays or independently positioning patients

for x-rays,

° applying casts,

= first assisting in surgical procedures,

In response to a specific inguiry by AMT Board of
Directors member Janet Sesser, RMA, on behalf of a New
York RMA last October, the medical board's executive
secretary further stated that pulmonary function testing
and allergy “scratch” testing are outside the lawiul scope
of a medical assistant’s practice in New York.

Connecticut is another staie in which physicians’ abil-
ity to delegate clinical functions to MAs has been limited
considerably. As in New York, a cloud has long existed
over Connecticut MAs' practice scope, and in 2011 the
Connecticut Department of Public Health issued an inter-
pretive memorandum that noted, among other things:

Section 20-9 of the General Statutes of
Connecticut dictate to whom a licensed physi-
cian may delegate aspects of care. Medical assis-
tants are not identified in that listing of providers.
# % 4 % Pxamples of specifically prohibited activi-
ties are radiography and medication administra-
tion by any route (including oxygen, immuniza-
tions, and tuberculin testing). * * * *

Nebraska is an additional jurisdiction where the abil-
ity of medical assistants to administer medication,
including by injection, has been called into guestion.
Last year, the Director of Public Health in Nebraska’s
Department of Health and Human Services engaged in
correspondence with the program director of an accred-
ited medical assisting education program in that state.
The DHHS Director noted that state law prohibits a
licensed healthcare provider from allowing an unli-
censed individual to perform activities that require a
state credential. She took issue with the school admin-
istrator’s claim that a MA can administer any type of
medication, including intravenous chemotherapy and IV
moderate sedation. The Director suggested that the pro-
vision of medication can only be delegated by a
Registered Nurse to a registered Medication Aide under
Nebraska's Medication Aide Act. She went on to suggest

(contirued on page 118)
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LAWFUL SCOPE OF PRACTICE
(continued from page 117}

that MAs, under direction of a licensed practitioner,
may perform only “anxiliary” tasks such as “measuring
vital signs, drawing blood, and assisting individuals with
activities of daily living.”

However, subsequent correspondence from the legal
counsel for the Nebraska Medical Assoclation empha-
sized that the Director’s response was focused primarily
on the inahility of MAs to administer intravenous medica-
tions, which he noted is “a far different issue than whether
medical assistants can give injections in a physician’s
office.” The attorney went on to note that, “The NMA is
unaware of any physician who has had difficulties with
the DHHS concerning use of medical assistants.”

During the HIN1 influenza outbreak in 2008, the
District of Columbia Department of Health issued a
memorandum listing various professions and occupations
that are and are not legally authorized to administer vac-
cines in that jurisdiction. Medical assistant was listed as
1ot being amthorized, with the comment: “Medical assis-
tants are not licensed in the District and no authority
exists for them to give immunizations.” As of this writing,
the memo was still posted on the Department’s website,”
The author is unaware, however, of any chronic issues
with recognition of MAs’ practice scope in D.C. It is pos-
sible that the memorandum was intended to address the
administration of vaccines in health-fair or portable clinic
settings where a physician is not readily available to
supervise those giving the flu shots.

Clinical Laboratory Testing

Many dociors' offices perform laboratory testing on-
site. The question often arises as to what types of 1ab test-
ing a medical assistant is qualified to perform.

The AMT Board of Directors has adopted an official pol-
icy that Registered Medical Assistants are qualified, on the
basis of their entry-level education and training, to per-
form conly laboratory procedures classified as "waived”
under the Clinical Laboratory mprovement Amendments
of 1988 (CLIA). Waived tests are those which the U.5.
Department of Health and Human Services (HHS) has
determined are relatively simple to administer, require
mainimal scientific and technical knowledge to perform,
and pose little risk of harm to the patient if performed
incorrectly.®

This does not necessarily mean, however, that RMAs
can never become qualified to perform more complex lab
tests. With the requisite additional training and experi-
ence, medical assistants may acquire the knowledge and
skills needed to perform tests classified as "moderately
complex" under CLIA. (Most ]lab tests performed in physi-
cians' offices are either waived or moderately complex.}
An individual may conduct moderately complex test pro-
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Table 1

STATE LAWS AND/OR REGULATIGNS EXPRESSEY
RECOGNIZING MEDICAL ASSISTING PRACTICE
Arizona Ariz.Rev. Stat. § 32-1456 {statute); Az. Admin. Code §§ R4-16-461,
R4-16-402 (Medical board rule}; Az. Adinin. Code §§ Rd-22-110,
R4-22-111 {Ostaopathic medical board rule)

Arkansas Ark.Cade Ann. § 17-95-208 (statute}; Regulation 31 {State Medical
Board rule)

California Cal. Bus. & Prof. Code §§ 2069-2071 (statule);
16 C.C.R. §§ 1666-1666.4 {rule)

Florida Fla. Stat, § 458.3485

Georgia Ga. Code Ann. § 43-34-44; see also § 43-34-23(1) (preserves
physician’s right 1o telegate tasks to UAPs)

New Jersey N..L. Admis. Cods § 13:35-6.4

Maryland Code of Md. Regs. §§ 10.32.12.01-10.31,12.05

Montana Mont, Cocle Ann, § 37-3-104 {statute);
ARM. § 24,156,640 (rule)

Nevada Nev. Rev, Stat. § 454.213(22)

Nerth Dakota* N.D. Admin. Cede Ch. 54-07-05 (Nursing board fuie)

South Dakota 5.0, Codified Laws §§ 36-9B-1-36-08-9 (stalute}; see also:
hitp:/doh.sd.gew/boards/Nirsing/madasst.aspx {MA practice
sgope determinaticns by Joint Board Committes of staie medicat &
nursing hoards)

Washington SB 6237, earoled as Chapier 153, Laws of 2012 (te be codified as
a new chapler in Title 18, R.C.W)

* Harth Dekota traals medical assistanls as “Medlcalion Assistant ils™ under Nursing Board rules,

STATE EAWS AND/OR REGULATIONS GENERALLY ALLOWIHG PHYSICIARN
DELGATION TO UNLICENSED ASSISTIVE PERSONNEL {UAPS)
Alaska 12 Alaska Admin. Gede § 40.480{)
llEnois 225 Hl. Comp. Stat. § 60/54.2 (statute);
68 1l Admin, Code § 1285.335(f) (rule}.

Massachusetts 243 C.MR §2.07

Maing 32 Me. Rev. Stat. Ann. § 3270-A
Mickigan Mich. Comp. Laws § 333.16215
Ohie Ohio Admin. Code § 4731-23-02
Pennsylvania 63 Pa. Cons. Stat. § 422.17 {stalute);

48 Pa. Code § 18.402 {iulg).
S5.C. Code Ann. § 40-47-30

South Carolina

Texas Tex. Dce. Code § 157.001 {General Authority of Physician to
Delegate); § 157.002 {Delegation of Admin. of Dangerous Crugs)
Virginia Va. Code Ann. § 54.1-2001

STATE LAWS AND/OR REGULATIONS EXEMPTING UAPs’ PERFORMANGE OF
DELEGATED TASKS FROM LICENSURE REQUIREMENTS OR
UNAUTHORIZED PRACTICE POROHIBITIONS

Colorado Colo, Rev. Stat, § 12-36-106

Hawaii Haw, Rev, Stat, § 453-5,3

ldaho Idaho Code § 54-1804

Indiana Ind, Code § 26-22.5-1-2(a)

Kansas Kan, Stat. Ang:. § 65-2872

Louisiana La. Rev. Stat. § 37:1360.38

New Mexico N.M. Siat. Ann. § 61-6-17

North Carolina N.C. Gen. Stat. § 90-18{)(13}

Oklahoma 59 Okla. Stai. § 402

Oregen Or. Rev. Stal. § 677.505

Rhode ksland R.l. Gen. Laws § 5-54-3(5)

Tennessee Tenan, Code Ann, § 63-19-110{l)

Utak Ut, Code §§ 58-67-305(8); 58-68-305(6);
58-708-305(2)

Wisconsin Wis. Stat, § 448.0312)

cedures if he or she has the following training and skills,
in addition to a high school education:

(A) The skills required for proper specimen collec-
tion, including patient preparation, if applicable, labeling,
handling, preservation or fixation, processing or prepara-
tion, transportation and storage of specimens;

(B) The skills required for implementing all standard
laboratory procedures;



{C) The skills required for performing each test
method and for proper instrument use;

(I} The skills required for performing preventive
maintenance, trouble-shooting and calibration proce-
dures related to each test performed,

(E} A working knowledge of reagent stability and
storage;

{F}  The skills required to implement the quality con-
trol policies and procedures of the laboratory;

(@) An awareness of the factors that influence test
results; and

(H) The skills required to assess and verify the valid-
ity of patient test results through the evatuation of quality
control sample values prior to reporting patient test
resulis.®

In states that license clinical laboratory personnel, a
state license may also be required to perform tests other
than those classified as waived under CLIA.¥

AMT administers a certification program known as the
Certified Medical Laboratory Assistant (CMLA), which
recently replaced the COLT (Certified Office Laboratory
Technician) certification program. As with the COLT
credential, with appropriate additional training RMAs
can utilize the CMLA as a career-path enhancement tool
to help demonstrate they have acquired the necessary
knowledge and training to perform moderately complex
tests as well as pre- and post-analytical tasks in the lab-
oratory.

Conclusion

The formal recognition of a practice scope that does
justice to the fraining and skills of appropriately creden-
tialed medical assistanis continues to expand nationally,
as more and more states have enacted laws and regula-
tions allowing licensed medical practitioners to delegate
injections and cther clinical duties to MAs. Although there
are common threads to most of the laws authorizing such
delegation, there are many nuances from state to state -
e.g., some states expressly permit MAs to perform allergy
scratch tests, while others explicitly prohibit them, even
when other injections are allowed. Registered Medical
Assistants should familiarize themselves with the rules in
their respective states so they can help educate their
employers to utilize their medical assisting skills to the
fullest extent of the law, without overstepping it.

¥ The author is a Principal in the law firm Brickfield Burchette
Ritts & Stone, RC., in Washington, D.C., and has served as
AMT's general legal and legislative counsel since 1991.
The author wishes (o express his appreciation to Michael L.
Efion for his assistance in researching the laws and
regiations cited in the article, and fo Donaid A. Balasa,
ID, Executive Director and legal counse! for the American
Associatfon of Medical Assistants, for his assistance in
identifying recent state law developments affecting medical
assistants.
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