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DEPARTMENT OF CONSUMER AFFAIRS 

BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY  •  GAVIN NEWSOM, GOVERNOR 
BOARD OF REGISTERED NURSING 
PO Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350 | www.rn.ca.gov 

LEGISLATIVE COMMITTEE 

MEETING 

PierSouth Hotel 

Boca Rio Ballroom 

800 Seacoast Drive 

Imperial Beach, CA 91932 

(619) 621-5900 

March 12, 2020 

AGENDA 

THIS MEETING WILL IMMEDIATELY FOLLOW THE CONCLUSION OF 

THE EDUCATION/LICENSING COMMITTEE MEETING 

Thursday, March 12, 2020 

8.0 Call to Order/Roll Call/Establishment of a Quorum/Approval of Minutes 

8.0.1 Review and Vote on Whether to Approve Previous Meeting Minutes: 

➢ January 09, 2020 

8.1 Discussion of Bills of Interest to the Board of Registered Nursing (Board) and Possible Vote to 

Recommend that the Board Adopt or Modify Positions on Bills Introduced during the 2019-

2020 Legislative Session, Including But Not Limited To The Following Bills: 

➢ AB 329 (Rodriguez) Hospitals: assaults and batteries 

➢ AB 362 (Eggman) Controlled substances: overdose prevention program 

➢ AB 613 (Low) Professions and vocations: regulatory fees 

➢ AB 732 (Bonta) County jails: pregnant inmates 

➢ AB 890 (Wood) Nurse practitioners 

➢ AB 1145 (Cristina Garcia) Child abuse: reportable conduct 

➢ AB 1544 (Gipson/Gloria) Community Paramedicine or Triage to Alternate 

Destination Act 

➢ AB 1616 (Low) Department of Consumer Affairs: boards: expunged convictions 

➢ AB 1759 (Salas) Health care workers: rural and underserved areas 

➢ AB 1909 (Gonzalez) Healing arts licensees: virginity examinations or tests 

➢ AB 1917 (Ting) Budget Act of 2020 

➢ AB 1928 (Kiley/Melendez) Employment standards: independent contractors and 

employees 

➢ AB 1998 (Low) Dental Practice Act: unprofessional conduct: patient of record 

➢ AB 2028 (Aguiar-Curry) State agencies: meetings 

➢ AB 2185 (Patterson/Gallagher) Professions and vocations: applicants licensed in 

other states: reciprocity 

➢ AB 2549 (Salas) Department of Consumer Affairs: temporary licenses 



    

  

   

 

  

 

   

   

   

 

   

 

 

       

 

                

                   

          

 
  

 

 
 

              

               

                   

         

 

                

                

              

               

           

              

➢ AB 2704 (Ting) Healing Arts: licenses: data collection 

AB 3016 (Dahle) Board of Registered Nursing: online license verification 

➢ AB 3244 (Flora) Nursing, vocational nursing, and psychiatric technicians: schools: 

examination fraud 

➢ SB 3 (Allen/Glazer) Office of Higher Education Coordination, Accountability, and 

performance 

➢ SB 808 (Mitchell) Budget Act of 2020 

➢ SB 878 (Jones) Department of Consumer Affairs Licensing: applications: wait times 

➢ SB 1053 (Moorlach) Licensed registered nurses and licensed vocational nurses: Nurse 

Licensure Compact 

➢ SB 1237 (Dodd) Nurse-Midwives: scope of practice 

8.2 Public Comment for Items Not on the Agenda; Items for Future Agendas 

Note: The Committee may not discuss or take action on any matter raised during the Public Comment 

section that is not included on this agenda, except whether to decide to place the matter on the agenda 

of a future meeting. (Government Code, Sections 11125 and 11125.7(a)). 

8.3 Adjournment 

NOTICE: 

All times are approximate and subject to change. Items may be taken out of order to maintain a quorum, accommodate a speaker, or for 

convenience. The meeting may be canceled without notice. For verification of the meeting, call (916) 574-7600 or access the Board’s 

Web Site at http://www.rn.ca.gov. Action may be taken on any item listed on this agenda, including information only items. Board 

members who are not members of this committee may attend meetings as observers only, and may not participate or vote. 

Public comments will be taken on agenda items at the time the item is heard. Total time allocated for public comment may be limited. 

The meeting is accessible to the physically disabled. A person who needs a disability-related accommodation or modification in order 

to participate in the meeting may make a request by contacting the Administration Unit at (916) 574-7600 or email 

webmasterbrn@dca.ca.gov or send a written request to the Board of Registered Nursing Office at 1747 North Market Blvd., Suite 

150, Sacramento, CA 95834. (Hearing impaired: California Relay Service: TDD phone # (800) 326-2297.) Providing your request at 

least five (5) business days before the meeting will help to ensure the availability of the requested accommodation. 



 

 

 

 

  

  

 

   

  

 

 

  

 

 

 

 

 

 

 

 

  

 

  

 

 

 

   

 

  

 

   

 

   

  

  

 

 

 

 

 

 

 

    
  

  

 

 

 

 

         

         

      

 

DATE: 

START TIME: 

MAIN LOCATION: 

MEMBERS PRESENT: 

STAFF MEMBERS 

PRESENT: 

8.0 

NOT PRESENT: 

8.0.1 

MOTION: 

SECOND: 

VOTE: 

PUBLIC COMMENT: 

8.1 

BOARD OF REGISTERED NURSING DRAFT 
LEGISLATIVE COMMITTEE 

MEETING MINUTES 

January 09, 2019 

10:08 a.m. 

Holiday Inn San Jose-Silicon Valley 

1350 North 1st Street-Salon H 

San Jose, CA 95112 

(408) 453-6200 

Donna Gerber, Chair 

Michael D. Jackson 

Imelda Ceja-Butkiewicz 

Ann Salisbury-DCA Legal Attorney 

Thelma Harris-Chief of Legislation 

Call to Order/Roll Call/Establishment of a Quorum 

Michael D. Jackson called the meeting to order at 10:08 a.m. 

Following the conclusion of the Education/Licensing Committee. 

Quorum Established. 

➢ Trande Phillips, RN 

Minutes 

Review and Vote on Whether to Approve Previous Meeting’s Minutes: 
➢ October 17, 2019 

Imelda Ceja-Butkiewicz to Approve the Minutes of October 17, 2019 

Donna Gerber 

DG: MJ: TP: ICB: 

Y Y NOT PRESENT Y 

None 

Discussion of Bills of Interest to the Board of Registered Nursing 

(Board) and Possible Vote to Recommend that the Board Adopt or 

Modify Positions on Bills Introduced during the 2019-2020 Legislative 

Session: 

➢ AB 8 (Chu) Pupil health: mental health professionals 

➢ AB 62 (Fong) State government: Fi$Cal: transparency 

➢ AB 63 (Fong) State government 



    

     

 

    

 

        

        

       

  

        

  

        

   

    

     

    

       

   

    

    

 

    

        

   

   

 

   

  

   

  

   

     

   

     

   

 

    

  

 

 

 

 

 

 

  

 

 

➢ AB 193 (Patterson) Professions and vocations 

➢ AB 251 (Patterson) Personal income taxes: credit: family 

caregiver 

➢ AB 312 (Cooley) State government: administrative 

regulations: review 

➢ AB 329 (Rodriguez) Hospitals: assaults and batteries 

➢ AB 358 (Low) Sexual assault: medical examination 

➢ AB 362 (Eggman) Controlled substances: overdose 

prevention program 

➢ AB 389 (Arambula) Substance use disorder treatment: 

peer navigators 

➢ AB 535 (Brough) Personal income taxes: credit: 

professional license fees 

➢ AB 544 (Kiley) Professions and vocations: inactive license 

fees and accrued and unpaid renewal fees 

➢ AB 613 (Low) Professions and vocations: regulatory fees 

➢ AB 732 (Bonta) County jails: pregnant inmates 

➢ AB 768 (Brough) Professions and vocations 

➢ AB 822 (Irwin) Phlebotomy 

➢ AB 862 Professions and vocations: license revocation and 

suspension: student loan default. 

➢ AB 890 (Wood) Nurse practitioners 

➢ AB 1145 (Cristina Garcia) Child abuse: reportable conduct 

➢ AB 1271 (Diep) Licensing examinations: report 

➢ AB 1364 (Blanca Rubio) Nursing: schools and programs: 

analysis 

➢ AB 1444 (Flora) Physicians and surgeons and registered 

nurses: loan repayment grants 

➢ AB 1490 (Carrillo) Medical assistants 

➢ AB 1544 (Gipson) Community Paramedicine or Triage to 

Alternate Destination Act 

➢ AB 1592 (Bonta) Athletic trainer 

➢ AB 1676 (Maienschein) Health care: mental health 

➢ SB 207 (Hurtado) Medi-Cal: asthma preventive services 

➢ SB 567 (Caballero) Workers compensation: hospital 

workers 

➢ SB 700 (Roth) Business and professions: noncompliance 

with support orders and tax delinquencies 

BACKGROUND: Bills of interest for the 2019-2020 legislative session are listed on the 

attached tables. 

Bold denotes a new bill for Committee or Board consideration, is one 

that has been amended since the last Committee or Board meeting, or is 

one about which the Board has taken a position and may wish to discuss 

further and restate or modify its position. 



 

 

 

   

  

  

 

 

 

 

 

 

 

    

  

 

  

    

  

  

 

 

 

 

 

 

 

    

  

 

  

 

    

  

  

 

 

 

 

 

 

 

    

  

  

       

 

            

           

             

        

 

 

 

   

  

  

    

 

 

 

 

 

   

   

___________________ _____________________________ ____________________ 

____ 

8.2 

MOTION: 

SECOND: 

VOTE: 

PUBLIC COMMENT: 

AB 890 

MOTION: 

SECOND: 

VOTE: 

PUBLIC COMMENT: 

SB 700 

MOTION: 

SECOND: 

VOTE: 

PUBLIC COMMENT: 

PUBLIC COMMENT: 

Submitted by: 

Approved by: 

An analysis of and the bill text for these bills are included for further 

review. 

Imelda Ceja-Butkiewicz- Adopt an Oppose unless Amended position 

Donna Gerber 

DG: MJ: TP: ICB: 

Y Y NOT PRESENT Y 

None 

(Wood) Nurse practitioners: scope of practice: unsupervised practice 

Donna Gerber- To recommend o change to the current language 

Imelda Ceja-Butkiewicz 

DG: MJ: TP: ICB: 

Y Y NOT PRESENT Y 

BJ Bartleson-California Hospital Association 

(Roth) Business and professions: noncompliance with support orders 

and tax delinquencies 

Donna Gerber- Adopt a Watch Position 

Imelda Ceja-Butkiewicz 

DG: MJ: TP: ICB: 

Y Y NOT PRESENT Y 

BJ Bartleson-California Hospital Association 

Public Comment for Items Not on the Agenda; Items for Future 

Agendas 

NOTE: The Committee may not discuss or take action on any matter 

raised during the Public Comment section that is not included on this 

agenda, except whether to decide to place the matter on the agenda of 

a future meeting. (Government Code, Sections 11125 and 

11125.7(a)). 

Saskia Kim-SEIU -See Attached letters 

Adjournment 

➢ Adjournment at 10:20 a.m. 

Signature: Date: 

Signature: Date: 

8.3 
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OAKLAND 
155 Grand Avenue 

SACRAMENTO 
Government Relations 

- - - Association United 
Suite 100 

Oakland CA 94612 

980 9th Street 

Suite 700 

A Voice for Nurses. A Vision for Health Care. plwne: 800-504-7859 Sacramento CA 95814 

fax: 510-663-1625 phone: 916-446-5019 

Jax: 916-446-3880 

January 9, 2020 

Michael Deangelo Jackson, MSN, RN, CEN, MICN, President 
California Board of Registered Nursing 
P.O. Box 944210 
Sacramento, CA 94244 

RE: Board of Vocational Nursing and Psychiatric Technicians' Planned Efforts to Expand: 
(1) Scope of Practice of Psychiatric Technicians Regarding Invasive Mechanical Ventilation 
Care and (2) Scope of Practice of Licensed Vocational Nurses to Include Intravenous 
Medication Administration 

Dear Mr. Jackson and Board Members; 

The California Nurses Association/National Nurses United (CNA), representing more than 
100,000 California registered nurses, respectfully submits the following comments regarding 
efforts by the Board of Vocational Nursing and Psychiatric Technicians (BVNPT) to sponsor 
legislation to expand the scope of practice of Licensed Psychiatric Technicians (PTs) and 
Licensed Vocational Nurses (L VN s ). As explained in more detail below, CNA believes the 

proposal would impact registered nurses and threaten the health and safety of health care 
consumers and the practice of L VNs. As a result, CNA respectfully requests the Board of 

Registered Nursing (BRN) oppose any statutory change as described below. 

BVNPT Proposal. The BVNPT has indicated that it plans to sponsor legislation during the 2020 
session and has put forward draft proposals for public comment. These proposals would impact 
registered nurses by expanding the scope of practice of PTs to include care of the patient on 
invasive mechanical ventilation in all healthcare settings. This proposal would allow PTs to 
practice outside of their existing settings. Additionally, the BVNPT may, once again, be 
attempting to expand the scope of practice of L VN s to include the administration of intravenous 

medications. 

CNA testified in opposition to these proposals at the BVNPT's November 22, 2019 board 

meeting and submitted written comments on December 20, 2019. These written comments are 

included here as Attachment 1, and BVNPT's draft proposals are included as Attachment 1 to 

our December 20th letter. 

Respiratory Care Board Opposes the BV PT Proposal. The encroachment of PTs on the scope 
of L VN practice and the administration of intravenous medication by L VNs pose a threat to 

1 
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patient safety that warrants, at the very least, the immediate involvement of the BRN through a 
letter of opposition to the BVNPT. It is important to note that the BRN would not be alone in 
such an action. The Respiratory Care Board (RCB) voted unanimously at its November 1, 2019 
board meeting, to oppose the draft legislative language that would permit the expanded use of 
PTs in the care of patients requiring invasive mechanical ventilation and has instructed their 
executive officer to keep them apprised of legislative language developments. 

BRN Has Acted in this Area in the Past. The BRN has previously engaged in the process of 
defining the relationship between psychiatric technicians and registered nurses in state mental 
hospitals and publicly opposed the adoption of regulations by the BVNPT that would have had 
registered nurses delegate the administration of intravenous medication to L VNs. 1 As such, it is 
within the purview and past practices of the BRN to engage on issues related to patient safety 
including safe RN supervision, delegation, and assignment of nursing activities. As noted above, 
the BVNPT has made the draft proposals public for the purpose ofreceiving comments, and we 
have found that early engagement in the pre-rulemaking process as well as the legislative 
planning process reaps significant benefits. In both processes, positions can be stated that allow 
the agency, sponsor, or authors of legislation to assess support or opposition as they decide 
whether and how to move forward. 

BVNPT's Proposal Expanding PTs Scope of Practice. The BVNPT has, historically, viewed the 
scopes of practice and training of L VNs and PTs differently: 

... the U.S. Department of Health, Education and Welfare (HEW) [asked] the Board of 
Vocational Nurse and Psychiatric Technician Examiners in 1977 whether the board, 
which licenses both licensed vocational nurses and psychiatric technicians, considers 
them equivalent in their training. The board replied that they were not equivalent 
because licensed vocational nurses take considerably more nursing courses than do 
psychiatric technicians.2 

CNA's attached comments to the BVNPT contain more extensive arguments regarding the 
BVNPT's proposal regarding PTs.3 We plan to vigorously oppose the unsafe encroachment of 
PTs on the practice of LVNs. PTs are dependent practitioners who practice under their own 
license and are responsible to the director of the service where their duties are performed.4 

Directors may be physicians, psychiatrist, psychologist, rehabilitation therapist, social workers, 
RNs or other professional personnel. 5 However, in health facilities that provide primarily 

1 See Attachment 2. 
2 Robert D. Anderson, Attorney at Law, Legal Boundaries of California Nursing Practice, 1st Edition, 1978 at 21. 
3 See Attachment 1 at 6-12 . 
4 Business and Professions Code §4502. 
5 Business and Professions Code §4502. 

2 



nursing care for patients with mental illness or developmental disabilities, nursing care is 
supervised by a registered nurse. 6 

As noted above, the BRN has been concerned in the past that in state mental hospitals PTs had 
been placed into supervisory roles that constituted the unlicensed practice of registered nursing. 7 

Although the Attorney General Opinion concluded that PTs, under appropriate circumstances, 
may supervise RNs who are performing activities of daily living (ADLs) and habilitative nursing 
activities which a PT may also legally perform, it is important to note that the AG stated 
definitively that PTs could not supervise a medical-unit within the state mental hospitals: 

In so concluding, we of course are in no way holding that a psychiatric technician may 

act as a supervisor of a medical-unit, where intensive nursing service is required. And it 
is our understanding that psychiatric technicians have never been so utilized, but that 
registered nurses are properly assigned such supervisory roles. 8 

The author of an earlier legal opinion, shared with the BRN indicating that PTs supervising RNs 
in state mental hospitals constituted the unlicensed practice of nursing, later opined that the 
"poorly reasoned [ AG] opinion was written ... solely to legitimize the State of California's mental 
hospital staffing problem."9 Nonetheless, a distinction was made in the AG opinion between the 

" 
limited legal authority of PTs to supervise RNs providing ADLs and habilitative care to 
emotionally and developmentally disabled residents on non-medical units as distinct from 
medical units where intensive nursing service were provided to patients under supervision 

exclusively by registered nurses. 10 

CNA has noted that the BVNPT has, in the past, sought parity between L VNs and PTs with 
respect to discipline, reporting, and denial/suspension/revocation of license for discipline by 

other healing arts board or by other states. 11 However, scope of practice authority has been 
legislated separately for the two professions. 12 PTs are not licensed nurses and, as noted above 

6 E.g., acute care, skilled nursing, and intermediate care; 22 CCR §70211(b), 22 CCR §72327, 22 CCR §73319 (b)(c). 
Note: LVNs can supervise nursing care in Intermediate Care Facilities with RN consultation. 
7 See Attachment 3 at 2. 
8 See Attachment 3: CV 78/63, April 18, 1979 at 21. 
9 Robert D. Anderson, Attorney at Law, Legal Boundaries of California Nursing Practice, 2nd Edition, 1981 at 28. 
10 A distinction was made between the routine/habilitative care of the emotionally or developmentally disabled in 

state mental hospitals and the care in medical units of state mental hospitals where patients were there primarily 

for intensive nursing services. 
11 For example, Stats. 2003, Ch. 640, Sec. 11 and Sec. 18.5 (Suspension or revocation of license), Stats. 2011, Ch. 
338, Sec.9 and Sec. 20 (Reporting requirements), Stats. 1992, Ch . 1289 Sec.23 and Sec. 38 (Denial or suspension of 
license for discipline by other healing arts boards or other states). 

0 

12 E.g., authority for tuberculin skin (TB) testing by LVNs was added by Stats. 1974 Ch. 837 but authority for PT TB 
skin testing was added much later, by Stats. 1997, Ch. 720, Sec. 3. Although the certification of PTs was passed in 
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by the BVNPT itself, the training of L VNs differs from that of PTs. In 1998, the Legislature 
passed and the Governor signed legislation prohibiting the use of the title "nurse" by any 
individuals except RNs or LVNs. 13 The exclusive use of the title "nurse" by RNs and LVNs was 
supported by the BV.NPT. 14 

PTs may be interchangeable with LVNs, but only in very specific circumstances. For example, 
when care is provided in supplemental service psychiatric units of a general acute care hospital: 

The licensed nurse-to-patient ratio in a psychiatric unit shall be 1:6 or fewer at all times, 

For purposes of psychiatric units only, "licensed nurses" also includes psychiatric 
technicians in addition to licensed vocational nurses and registered nurses. Licensed 
vocational nurses, psychiatric technicians, or a combination of both, shall not exceed 50 
percent of the licensed nurses on the unit. 15 

Also, the California Department of Public Health (CDPH) has a policy concerning the 

interchangeability of L VNs and PTs in some programs in skilled nursing facilities: 

Facilities shall not be cited under F-354, 42 CFR Section 483.30(a) when utilizing 
licensed psychiatric technicians (LPTs) for licensed nursing staff when providing 24-
hour services to the developmentally disabled or mentally disordered in skilled 

nursing facilities with special treatment programs or distinct parts of state hospitals. 
LPTs who have graduated from an accredited school shall be considered to LVNs. 16 

The common thread in these exceptions is that LVNs and PTs can be utilized interchangeably in 
specific settings for care ofdevelopmentally disabled or mentally disordered patients. In effect, 
only when considering the care of patients in hospital psychiatric units or care of patients in 
skilled nursing facilities with developmental or mental disabilities programs can PTs be used in 
the place of L VNs. The scope of practice of PTs is to "[implement] procedures and techniques 

that involve understanding of cause and effect and that are used in the care, treatment, and 

1959 and the licensing in 1968, the authority for TB skin testing was not added to PT scope of practice in 1974 
when LVNs were authorized to perform the testing. 
13 Stats. 1998 Ch. 1013 §1. (Business and Professions Code §680(a)). 
14 See AB 1439 (Granlund) 1998, Analysis for Senate Committee on Business and Professions, Date of Hearing 

6/11/98. 
15 22 CCR §70217(a)(13). Emphasis added. 
16 Robert D. Anderson, Legal Boundaries of California Nursing Practice, 9th Edition, 2016, at 113 ( emphasis added); 
42 CFR § 483.30 Nursing services. The facility must have sufficient nursing staff to provide nursing and related 
services to attain or maintain the highest practicable physical, mental, and psychosocial well-being of each 
resident, as determined by resident assessments and individual plans of care. (a) Sufficient staff. (1) The facility 
must provide services by sufficient numbers of each of the following types of personnel on a 24-hour basis to 
provide nursing care to all residents in accordance with resident care plans: (i) Except when waived under 
paragraph (c) of this section, licensed nurses; and (ii) Other nursing personnel. 
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rehabilitation of mentally ill or emotional disturbed persons, or persons with intellectual 
disabilities ... " 17 However, we are unaware of any circumstances in which current statutes or 
regulations allow for the substitution of PTs for L VNs where the care that is being provided is 

not specifically related to the nursing care needs of developmentally or mentally disabled 
patients. 

Nursing care may be performed by other licensed and unlicensed providers including PTs, 
physician assistants, medical assistants, emergency medical technician, nurse aides, certified 
nurse assistants and Home Health aides. 18 However, only RNs and LVNs are recognized as 

nurses. The BVNPT is attempting to blur the differences between LVNs and PTs with respect to 
the application of manual technical skills in the provision of nursing care of patients on invasive 
mechanical ventilation. LVNs are already authorized to apply manual and technical skills in the 
care of patients on mechanical ventilation and they have been doing so for decades. 19 As such, 
our opposition to this proposed legislation does not impact the current scope of practice of 

LVNs. 

BVNPT' s Draft Proposal Allowing L VNs to Administer Intravenous Medication. With respect 
to our opposition to expanding the scope of L VN practice to include the administration of 

intravenous medication, it is important to note that California is the only state that supports 
equivalency licensure for LVNs based only on work experience and a 54-hour course in 
pharmacology.20 The BVNPT notifies such applicants that their !icense will not be recognized in 
other states.21 This means that a significant number of California L VNs have been able to gain 
licensure without ever having attended a BVNPT approved nursing program.22 CNA recognizes 
the important public policy benefits of this method of qualifying for licensure, and we have 

supported and will continue to support equivalency licensure. However, in order to protect the 
public, it is also important to note that this unique California L VN workforce must have a scope 
of practice appropriate to the minimum level of educational attainment required for licensure. 
Furthermore, according to the BVNPT, California's NCLEX-PN pass rate ranked between 47th 

to 50th out of the 50 states over the last decade.23 

In summary, and after you have had the opportunity to review the comments that CNA has 
submitted to the BVNPT, we respectfully request that the BRN submit a letter to the BVNPT 

opposing statutory change that would: (1) allow PTs to practice outside of their existing settings 

17 Business and Professions Code §4502. 
18 Robert D. Anderson, Legal Boundaries of California Nursing Practice, 9th Edition, 2016, Chapter 7, at 93-132. 
19 See Attachment 3 at 2-4. 
20 https:llwww.bvnpt.ca.gov/applicants/method 3.shtml 
21 https://www.bvnpt.ca.gov/applicants/method 3.shtml 
22 See Attachment 4 at 5. More than 1,700 applications received by BVNPT by equivalency applicants in 2017 and 

2018. 
23 See Attachment 5. 
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by permitting the care of patients on invasive mechanical ventilation by PTs in any setting and 
(2) allow the administration of intravenous medication by L VNs. Thank you very much for your 
consideration of this request, and please let me know if you have any questions. 

Sincerely, 

CALIFORNIA NURSES ASSOCIATION/ 

NATIONAL NURSES UNITED 

Saskia Kim 
Regulatory Policy Specialist 

Cc: Dr. Joseph Morris, PhD, MSN, RN 
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OAKLAND 
155 Grand Avenue 

SACRAMENTO 
Government Relations 

- - - Association United Suite 100 

Oakland CA 94612 

980 9th Street 

Suite 700 
A Voicefor Nurses.A Visionfor Health Care. phone: 800-504-7859 Sacramento CA 9S814 

fax: 510-663-1625 phone: 916-446-5019 

fax: 916-446-3880 

December 20, 2019 

Ms. Tammy Endozo, L VN, President 
Board of Vocational Nursing and Psychiatric Technicians 
2535 Capitol Oaks Drive, Suite 205 
Sacramento, CA 95833 

Dear Ms. Endozo and Board Members; 

The California Nurses Association/National Nurses United (CNA), representing over 100,000 
registered nurses, appreciates the opportunity to give input to the Board of Vocational Nursing 
and Psychiatric Technicians (BVNPT) on its proposal related to changes in the scope ofpractice 
of Licensed Vocational Nurses (LVNs) and/or Psychiatric Technicians (PTs) with respect to: 

(1) Care of the patient on invasive mechanical ventilation (PTs); 
(2) Medication administration (LVNs and PTs); and 
(3) Starting and superimposing intravenous fluids (L VNs) 

The comments below are based on proposed language which was given to CNA at the December 
13, 2019 (12/13/19 draft) BVNPT Executive Committee meeting (See Attachment 1). CNA 
appreciates the opportunity to express our concerns where-we believe-the proposed language 
threatens the health and safety of health care consumers and the practice of LVNs. 

As you know, the Respiratory Care Board and Board of Vocational Nursing and Psychiatric 
Technicians Joint Statement (Joint Statement), as updated in July 2019, was amended to remove 
"home care locations" in response to numerous comments received from stakeholders (See 
Attachment 2). The two boards then agreed to use the regulatory and/or legislative process to 
address the needs of patients in the home setting at a later date. Yet, here;the BVNPT is using 
the legislative process to go well beyond the home setting. Instead, the draft language would 
expand the LVN scope of practice and would authorize PTs to encroach on the practice ofLVNs. 
In addition, the proposed language would make scope of practice changes that go well beyond 
care of the patient on mechanical ventilation (e.g., parenteral medication administration and 
"Intravenous Therapy"). For all the reasons stated below, CNA opposes the draft language. 

1 
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• Draft Language Would Usurp the Legislature's Role in Authorizing Scope of Practice 
Changes for L VNs and PTs 

The draft language would allow for unlimited scope of practice expansion and enhancement 
through specialized Board-approved continuing education courses. Specifically, the language 
would provide that an L VN and PT could have their license modified by successfully completing 
specialized CE courses including but not limited to intravenous therapy, blood withdrawal, 

intravenous therapy with blood withdrawal, or mechanical ventilator care. 1 In effect, this 
language would allow the Board to add additional "enhancements" to this list in the future, thus 

allowing the Board, and not the Legislature, to determine the scope of practice for LVNs and 
PTs. 

It is well settled that the authority for determining licensed scope of practice remains with the 
Legislature. On this point, the California Health Care Foundation has noted, "In California, as in 
most states, the state legislature makes SOP [scope of practice] laws, and major modifications to 
those statutes. SOP laws, once enacted come under the administrative authority of one of the 

following: the Department of Public Health (CDPH); the Emergency Medical Services Authority 
(EMSA); or the boards, bureaus, and committees housed in the Department of Consumer 
Affairs. "2 

The draft language .threatens the health and safety of health care consumers by usurping the 
Legislature's prerogative to determine the appropriate scope of practice for healing arts 
licensees. The unidentified and unlimited future "enhancements" to scope of practice for L VNs 

and PTs-based solely on approval of the licensing board-is the rightful authority of the 

Legislature, not the BVNPT. 

LICENSED VOCATIONAL NURSES 

• The Joint Statements Contradict BVNPT's Prior Scope of Practice Decisions for L VNs 

While the Joint Statements limit what L VNs can do with respect to adjustment of mechanical 
ventilators for stable patients, the BVNPT' s prior scope of practice decisions and representations 
to the Legislature were not as limiting. In fact, those decisions and representations stated that 
LVNs could make ventilator adjustments. Fo·r example, the BVNPT's Sunset Review Report, 

presented to the Joint Legislative Sunset Review Committee in October 1996, contained a 

1 See Attachment 1, Sections 2859.1, 4502.4. 
2 California HealthCare Foundation, Scope of Practice Laws in Health Care: Exploring New Approaches for 

California. 
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summary of decision made by the Board about the scope of practice of L VNs that permits L VNs 
to make ventilator adjustments for stable patients.3 The summary stated, in relevant part: 

"LVN Adjustment of Ventilator Settings: Effective Date: March 22, 1996 

In rendering this decision, the Board acted to permit L VNs to manipulate 
mechanical ventilator settings, including positive pressure ventilators, 
pressure-cycled ventilators, and volume-cycled ventilators, for clients who 
are ventilator dependent and whose medical condition is stable or chronic 
only under specific conditions. In pediatric andfragile populations, the 
Board concluded that the stability ofthe client's condition must be 
determined by the supervising physician. Within the basic preparation of 
LVNs, theory instruction and clinical practice relative to the anatomy and 
physiology ofthe respiratory system, respiratory disease processes, 
treatments, and mechanical ventilation are required curricular content. 
Therefore, the Board concluded that, under specific conditions, L VNs 
possess the knowledge, skills, and abilities necessary to safely and 
competently adjust ventilator setting for the client. "4 

As an integral part of invasive mechanical ventilation patient care, the BVNPT also stated in the 
1996 summary to the Joint Legislative Sunset Review Committee that L VN s could perform 

endotracheal suctioning and reinsertion of tracheostomy tubes: 

"LVN Performance ofDeep Endotracheal Suctioning: Effective Date: 
September 16, 1994 

The Board determined that LVNs can perform deep endotracheal suctioning 
under specific conditions. "5 

"LVN Reinsertion ofOne-Piece Trac/ieostomy Tubes: Effective Date: 
September 16, 1994 

The Board determined that LVNs can insert one-piece or outer cannulas of 
two-piece tracheostomy tubes only under specific conditions. 6 

Moreover, stakeholders have relied on the BVNPT's decisions. Licensed Home Health Agencies 
employ LVNs to provide home care to patients under the direction of a home health RN. Even 

3 Robert D. Anderson, Legal Boundaries of California Nursing Practice, 5th Edition, 1997, at 63. Although all 
subsequent editions through to the 9th Edition (2016) contain the same summary language, we have referenced 
the contemporaneous edition since it includes the fact that this information was presented by the BVNPT to the 
Legislature during Joint Legislative Sunset Review. 
4 Anderson, supra note 3, at 63 . (Emphasis in the original) 
5 Id., at 65. (Emphasis in the original) · 
6 Id. (Emphasis in the original) 
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without statutory change, LVNs can provide skilled nursing care applying their manual and 
technical skills for patients on home invasive mechanical ventilation when under the direction of 

a registered nurse. 7 A 2004 response by the California Association for Health Services at Home 

(CAHSAH) to a member inquiring about L VN Scope of Practice in the home setting stated that 

L VNs cannot regulate respirators and "only under specific condition can they adjust 

respirators. "8 This suggests that L VNs, as employees oflicensed home health agencies, have 

had some responsibility for mechanical ventilator (respirators) adjustment in the home setting, 

authorized by the BVNPT, for at least fourteen years. 

• LVNs Should be Able, With Competency Validation, to Apply Manual and Technical 
Skills to Make Adjustments to Home Mec'1anical Ventilators in Order to Provide 
Skilled Nursing Care to Stable Patients 

RNs and L VNs must have at least one year of prior professional nursing experience before 

working for a licensed home health agency and before providing skilled nursing services in the 

home setting.9 The regulations for licensed home health agencies state that the only licensed 

health care providers who can provide skilled nursing services are RNs and LVNs. 10 Neither 

respiratory care practitioners nor psychiatric technicians are included in the definitions of 

licensed professionals who provide skilled nursing care in the home health setting. 11 

Since respiratory care practitioners are not authorized to provide skilled nursing care services 

ordered by a physician to patients under the care of licensed home care agencies, w,e suspect that 

some level of mechanical ventilator care must already be provided by L VNs under the direction 

of RNs in that setting. For all the above reasons, we believe that L VNs should be able, with 

competency validation, to apply manual and technical skills and make the adjustments to home 

mechanical ventilators, necessary to provide skilled nursing care to stable patients on home 

invasive mechanical ventilation. Additionally, home mechanical ventilator care (operation and 

maintenance) could be at least equivalent to that of the unlicensed personnel approved by the 

RCB, but provided under the direction ofa qualified home health RN. 12 

7 California Health Care Foundation, California Health Care Almanac. California Nurses: Taking the Pulse, March 

2014 at 27. 
8 See Attachment 3, California Association· for Health Services at Home, Subject: LVN and Intravenous Therapy and 
Scope of Practice, 9/13/2004 at 2. Note: The stated source for LVN adjusting respirators under specific conditions 

is the BVNPT. (Emphasis added) 
9 22 CCR§ 74707 (c)(d). 
10 22 CCR§ 74707. 
11 22 CCR Div.5, Ch. 6, Article I Definitions,§§ 74600-74657. 
12 See, 16 CCR§ 1399.360, Unlicensed Personnel Services; Home Care. 
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• The Licensed Practice of Respiratory Care Does Not Limit the Practice of Other 
Licensed Healthcare Providers 

The licensed practice of respiratory care is not an exclusive scope ofpractice. The Legislature 

specified it intended for there to be overlapping functions between respiratory care practitioners 

and other licensed health care personnel including, but not limited to, registered nurses: 

(b) It is the intent of the Legislature in this chapter to provide clear legal 
authority for functions and procedures which have common acceptance and 
usage. It is the intent also to recogniz the existence of overlapp ing 
functions between physicians and surgeons, registered nurse s, physical 
therap ists, resp iratmy care practitioners, and other licf!nsed health care 
personnel, and to permit additional sharing of/unctions Mfithin organized 
health care systems. The organized health care systems include, but are not 
limited to health faciljties licensed pursuant to Chapter 2 (commencing 
with·Section 1250) of Division 2 of the Health and Safety Code, clinics, 
home health agencies, physicians' offices, and public or community health 
services .13 

In effect, the door ofoverlapping practice swings both ways requiring, for example, only RN 

licensure, training and competency to provide safe respiratory care to patients on invasive 

mechanical ventilation and mechanical ventilator operation. RN standardized procedures in 

organized health systems allow for RN practice overlapping that of physicians and surgeons. For 

example, under standardized procedures, RNs with training and competency validation, intubate 

neonates in the delivery room. This is a skill requiring substantial knowledge and technical 

ability and is a skill shared with licensed physicians and surgeons as well as with licensed 

respiratory care practitioners. It is noteworthy that LVNs, as "other licensed health care 

personnel" above, are not excluded from functions that overlap those of respiratory care 

practitioners, despite the concession made by the BVNPT in the Joint Statements. 

The distinction between the practice of L VNs and that of RNs is that the practice of the RN 

requires a substantial amount ofscientific knowledge or technical skill whereas the practice of 

L VNs is defined as those services requiring technical, manual skills acquired by means of a 

course in an approved school of vocational nursing, or its equivalent, practiced under the 

direction of a licensed physician, or an RN. 14 As we noted previously, L VNs can and do apply 

manual and technical skills in the care of patients on invasive mechanical ventilation under the 

direction of an RN in numerous licensed healthcare settings and, according to the BVNPT in 

1996, it represented to the Legislature that care of the patient on mechanical ventilation and 

adjustment of ventilators for stable patients was covered in the LVN curriculum. 15 

13 Business and Professions Code Section 3701. (Emphasis added) . 
14 Business and Professions Code Section 2725(b), 2859. (Emphasis added). 
15 Anderson, supra note 3, at 63. 
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PSYCHIATRIC TECHNICIANS 

• BVNPT Proposes the Expansion of the Practice of the Psychiatric Technician to Any 
Setting for Any Patient 

The draft language would delete all current language in §4502.2 on blood withdrawal from a 
patient with a mental illness or developmental disability. 16 The proposal would amend in a new 

definition of the practice of PTs that would supplement the current scope of practice of PT, 
stating: 

Practicing as a psychiatric technician within the meaning ofthis chapter is 
the performance ofservices requiring those technical, manual skills 
acquired by means ofa course in an approved school for preparation of 
psychiatric technicians, or its equivalent, and is responsible to the director 
ofthe service in which their duties are performed. The director may be a 
licensed physician, psychiatrist, psychologist, rehabilitation therapist, 
social worker, registered nurse, or other professional personnel. 17 

This expansive language would supplement existing Business and Professions Code section 
450.2 which limits PTs to the care and treatment of mentally ill or emotionally disturbed persons, 

or persons with intellectual disabilities. 

The proposed supplementary new scope ofpractice, the deletion of language in §4502.1 that 
limits the administration of medication by hypodermic injection to mental health or 
developmental disability facilities, and the deletion of the language in §4502.2 that limits the 
withdrawal of blood from a patient with a mental illness or disability, represent a massive 

expansion of both the setting and the patient population that could be provided care by a PT. In 
effect, the PT would be authorized to practice in a manner equivalent to that of the LYN whose 
basic training and scope of practice is in care of any patients in any setting under direction of a 

physician or registered nurse. 18 

CNA does not believe that the basic training of PTs in schools of psychiatric technology 

provides an adequate foundation upon which to expand the services provided by PTs to settings 
other than those that provide care, treatment, and rehabilitation of mentally ill, emotionally 

16 See Attachment 1, Section 4502.2. 
17 See Attachment 1, Section 4502.2. 
18 Business and Professions Code Section 2859. "The practice of vocational nursing within the meaning of this 
chapter is the performance of services requiring those technical, manual skills acquired by means of a course in an 
approved school of vocational nursing, or its equivalent, practiced under the direction of a licensed physician, or 
registered professional nurse, as defined in Section 2725. " 
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disturbed or persons with intellectual abilities much less adding the care ofpatients receiving 
invasive mechanical ventilation in any setting with only additional continuing education. 

Furthermore, the draft language would allow the PT's expanded authority to provide care for 
patients under mechanical ventilation to be under the direction of a psychologist, rehabilitation 
therapist or a social worker. 19 But, none o'f these practitioners engage in the medical/surgical 

practices proposed for the PT by the draft language. None of these practitioners are authorized 

or qualified to provide, direct or supervise the medical or medical/surgical nursing care of 

patients on invasive mechanical ventilation. In contrast, the L VN provides manual technical care 

under the direction of a physician or a registered nurse who has both the training and competency 
to provide, direct and supervise the nursing care activities of the LVN or the PT. 

• LVNs and PTs Have Different Scopes of Practice Because Their Different Educational 
Focus Prepares Them for Different Jobs 

Despite the fact that both LVNs and PTs are licensed by the same board, are not independent 

practitioners, and apply manual and technical skills in the provision of patient care, the scope of 
practice focus of each profession differs in significant ways relevant to the issues being 

addressed in the draft language.20 The differences can be seen, first, in the distribution of hours 
of theory and clinical practice. 

As seen in Table 1, below the curriculum for PT prelicensure programs has a specific plan for 
theory and clinical practice in mental disorders and developmental disabilities. Only 24 percent 
of theory hours and 28 percent of clinical hours are dedicated to "nursing" science.21 L VN 

theory and clinical hours are fully dedicated to nursing science that includes medical/surgical 
nursing, gerontological nursing, pediatric nursing, and obstetrical nursing.22 Forty-one percent 

of the curriculum hours and fifty-seven percent of the clinical hours in psychiatric teclmology is 
focused on mental disorders and developmental disabilities. 23 

19 See Attachment 1, Sections 4502.2, and 4502.4, referring to the supplemental scope of practice being proposed 
at section 4502.2. 
20 https://www.bvnpt.ca.gov/licensees/psychiatric technician.shtml, 
https://www.bvnpt.ca.gov/licensees/llcensed vocational nurses.shtml 
21 126/(576-54)== 24%, 270/954 =28%. 
22 16 CCR §§ 2532, 2533. 
23 216/(576-54)= 41%, 540/954 = 57% 
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Table 1. 

Curriculum LVJV24 Psychiatric Technician25 

Hours 1530 (50 Semester 

Units) 

1530 (50 Semester Units) 

Theory 576 576 
Nursing Science 576 126 

Mental Disorders Not specified 108 

Developmental Disabilities Not specified 108 

Pharmacology 54 units of 576 54 

Clinical 954 954 
Nursing Science ·954 270 

Mental Disorders Not specified 270 

Developmental Disabilities Not specified 270 

Related Content Not specified 144 

Next, this focus is consistent with the BVNPT Occupational Analysis ofPsychiatric Technician 

Practice, the "unbiased investigation of the Psychiatric Technician profession." The content 

areas for the new Psychiatric Technician Test Plan included the following: 

• Activities of Daily Living 
• Basic Nursing Care 
• Medication 
• Treatment Plan Development and Implementation 
• Individual & Group Therapy 
• Behavioral Management26 

Additionally, the focus on emotional or mental conditions and on developmental disabilities is 

consistent with the program descriptions, employment opportunities, and clinical training for PTs 

in all 14 approved PTprograms in the 13 approved schools that are listed on the BVNPT 

website (see Attachment 4).27 Finally, the job description of the Health Workforce Initiative of 

the California Community Colleges, the American Association of Psychiatric Technicians the 

Bureau of Labor Statistics, and the BVNPT specifically state that PTs work with people who 

have emotional or mental conditions or disabilities in state hospitals, psychiatric units in general 

hospitals, private psychiatric hospitals, community mental health centers, day treatment centers, 

developmental centers, and correctional facilities (see Attachment 5). 

2416 CCR § 2532. 
25 16 CCR § 2586. 
26 httos: //www.bvnpt.ca.gov/about us/occupational analysis pt.shtml. 
27 https://www.bvnpt.ca.gov/applicants/program/psychiatric technician programs.shtml. 
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Further evidence that the education of PTs prepares them for different care settings than those of 
LVNs can be seen in CMS standards for home health agencies. In 2007, CAHSAH issued a 
statement, Psych Tech vs. Licensed Vocational Nurse (LVN) (see Attachment 6), stating 
definitively that a PT could not be used in place of an L VN in a home health agency since 
neither Title 22 nor the Medicare conditions of participation allow for it. They also noted in the 
document that "though the scope of practice for a Psych Tech and an L VN is very similar, the 

educational and experiential requirements for eligibility oflicensure are different."28 

• Including PTs in the Draft Language is Not Justified Because They Do Not Provide 
Skilled Nursing Care 

It is our understanding that PTs are included in the draft language because they provide care in 
facilities for the developmentally disabled. According to the Department of Health Care 

Services, an "Intermediate Care Facility for the Developmentally Disabled" means a health 
facility which provides care and support services to developmentally disabled clients whose 

primary need is for developmental services and have a recurring but intermittent need for skilled 
nursing services (22 CCR §76079 (emphasis added)). 29 The primary emphasis on the need for 
developmental service is evident by the ex.tensive licensing requirements of the Developmental 
Program Services in §§76305-76339. 

CNA asserts that stable ventilator-dependent developmentally disabled patients require 
continuous access to skilled nursing care and not intermittent and recurring skilled nursing care 

as provided in the Intermediate Care Developmentally Disabled setting. As a result, including 
PTs in the draft language is not justified because they are not providing skilled nursing care and 

they cannot be substituted for LVNs in skilled nursing, as noted above. 

Even if stable ventilator-dependent developmentally disabled patients were to be admitted to 

these settings, the Code of Federal Regulations, Subpart I- Conditions of Participation for 
Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID), 
§483.460(d)(2) states that the fac ility must employ or arrange for licensed nursing services 

sufficient to care for clients' health needs including those clients with medical care plans. The 
term "licensed nurse" is defined as a registered nurse, a licensed practical nurse, or a licensed 

vocational nurse currently licensed by the State in which the facility is located.30 

28 Attachment 6. 
29 See, https://www.dhcs.ca.gov/serv ces/medl-cal/Pages/LTCRU.aspx. 
30 State Operations Manual, Appendix J- Guidance to Surveyors: Intermediate Care Facilities for Individuals with 
Intellectual Disabilities, Appendix J., Guidance § 483.460(c)(3)(ii) . ( https://www.cms.gov/Regulations-and
Guidance/Guidance/Manuals/Downloads/som 107ap i intermcare.odf). 
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• Draft Language Contradicts Stated Concerns of BVNPT and Respiratory Care Board 
Regarding Competency Certification 

Notwithstanding our position that PTs lack sufficient theory and clinical practice to provide safe 
care for patients on invasive mechanical ventilation, the draft language proposes that competency 
certification for PTs could be provided by the PT employer.31 Yet, 16 CCR§ 2576.7 Private 
Duty Patient Care states that private duty care is contracted directly between the PT and the 

patient with mental disorders or developmental disabilities.32 Under those circumstances, the 
employer is the patient. CNA does not believe that a patient should be documenting 

competencies for licensed services by a licensed healthcare provider. 

• Differences in L VN and PT Equivalency Licensing Provides Further Evidence of 
Distinctions .in Educational Focus 

There are differences in the acceptable training courses for military training and practice when 
applying for the licensure examination as a PT or as an L VN, thus demonstrating a significant 
difference in the training standards of PTs in comparison to those of LVNs. The BVNPT 
website summarizes the requirements for licensure based on nursing service in the military: 

Summary ofRequ_irementsfor Licensure as a Psychiatric Technician: 
Nursing Service in the Medical Corps of any Branch of the Armed Forces 
of the United States. This method requires you to: 

I. Completion of an armed forces course involving Neuropsychiatric Nursing 
and an armed forces or civilian course from an approved school in the care 
ofthe developmentally disabled client. 

2. Completion of at least one year of verified full time paid work experience, 
including at least six months in a military clinical facility rendering bedside 
care to clients with mental dfoorders and at least six months in a military or 
civilian clinical facility rendering bedside care to clients with 
developmental disabilities. 33 

Neuropsychiatric disorder is a blanket medical term that encompasses a broad range of medical 

conditions that involve both neurology and psychiatry.34 The requirement that military 
personnel applying for licensure through military training and service, must have completed a 

course involving neuropsychiatric nursing and a course in the case of the developmentally 

31 See Attachment 1, Section 4502.5. 
32 Business and Professions Code Section 2576.7. (Emphasis added) 
33 !JllP.s://w_ww.bvnpt.ca.gov/applicants/summary pt.sht!!!!, Section B (3) Nursing Service in the Medical Corps of 
any Branch of the Armed Forces of the United States. (Emphasis added). 
34 hLtps://www.nicklauschildrens.org/conditions/neuropsychiatric-disorders; https://www.merriam
webster.com/dictionary/neuropsychia rry . 
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disabled client, mirrors the scope ofpractice ofPTs. L VN licensure by examination, on the 
other hand, has different requiremenls: 

Application for Vocational Nurse Licensure by Examination: 
Method #4 - Military Applicants: This method requires no less than 12 
months of active duty bedside patient care on a hospital ward, completion of 
the basic course ofinstruction in nursing while in the armed forces and 
proof that service has been honorable.35 

By contrast, the requirements for military personnel applying for licensure as an LVN through 

military training and service, requires completion of a basic course ofinstruction in nursing, 
mirroring the scope of practice of L VN s who provide nursing care to all patients in all settings 

under specified conditions. This difference in the acceptable training courses for military 
training and practice when applying for the licensure examination as a PT or as an L VN, 

demonstrates a significant difference in the training standards of PTs in comparison to those of 
LVNs. 

• LVNs Have Educational Preparation in Diverse Settings and With Diverse Patient 
Populations 

LVNs perform services applying those technical, manual skills acquired in approved schools of 
vocational nursing practiced under the direction of a physician or registered nurse.36 When 

directed by a physician and surgeon, an L VN is authorized to administer medication including by 
hypodermic injection and, with appropriate instruction and documented competency to the 

satisfaction of the board, withdraw blood from a patient and start and superimpose intravenous 
fluids. 37 16 CCR §2533 Curriculum Content for L VNs and 16 CCR §2587 for PTs share many 
common elements. However, as noted above, the focus of L VNs on nursing practice theory and 
clinical practice provides much more time in nursing science than those of approved PT schools. 

PT clinical practice requirements is heavily weighted toward care for persons with mental or 
emotional illness or intellectual disabilities. 

PTs work in general acute care hospitals (GACH) in psychiatric units under the direction of a 
registered nurse who is responsible for all of the nursing care provided in that setting. 38 PTs may 

also provide private duty patient care to patients with mental disorders or developmental 

disabilities under the direction of an RN who directs nursing care, the patient's physician who 

35 hnps://www.bvnpt.ca.gov/applicants/application for vocational nurse licensure by e.xamination.shtml, #4 
Military Applicants. (Emphasis added) 
36 Business and Professions Code Section 2859. 
37 Subcutaneous or intramuscular only. 
38 22 CCR§§ 70217(a), 70217(a)(13), 70579(c). 
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directs medical care, or be responsible to the director of the service in which the duties are 

performed.39 

By comparison, LVNs are allowed to work in every patient care unit of a GACH, except for the 
Intensive Care Newborn Nursery, providing nursing care to patients, within their scope of 
practice.40 Private duty LYN patient care may be performed in any setting, under the direction of 
an RN who directs nursing care and/or the patient's physician who directs medical care.41 

PARENTERAL MEDICATION ADMINISTRATIO & "INTRAVENO S THERAPY 

• Hypodermic Injection of Medication is an Archaic Term Referring to The 
Subcutaneous Administration of Medication 

According to Essentials of Nursing Practice, there are three routes for administering medication: 

oral routes, topical routes, and parenteral routes. Parenteral routes are defined as follows: 

Parenteral Routes. Injection of medication into body tissues and not by the 
gastro-intestinal tract. 
► Intradermal: Injection into the dermis just under the epidermis. 
► Subcutaneous: Injection into tissues just below the dermis of the skin. 
► Intramuscular: Injection into a muscle. 
► Intravenous: Injection into a vein42 

Under existing law, an L VN is permitted to administer medications by oral routes, topical routes 
and parenterally by "hypodermic injection" (i.e., subcutaneously), intradermal injection (e.g. TB 

skin tests), and intramuscular injection (e.g., immunizations) when directed by a physician and 
surgeon. 43 L VNs are not permitted to administer intravenous medication and, pursuant to a 2005 

superior court decision, the BVNPT is prohibited from adopting a regulation authorizing L VNs 

to administer intra:venous medications by §2860.5 of the B&P Code.44 

The draft language changes the scope of practice of L VNs and PTs through rulemaking by 
seeking broad statutory authority to enhance scope ofpractice through continuing education 

39 16 CCR§ 2576.7. The director may be a licensed physician & surgeon, psychiatrist, psychologist, rehabilitation 
therapist, social worker, registered nurse, or other professional personnel. The registered nurse, physician or 
director of the service must be responsible for direct to the private duty PT regarding the respective nursing and 

medical procedures. The direction provided must be available at least by telephone. 
40 22 CCR§§ 70215(a)(2), 70217(a). 
41 16 CCR§ 2518.7. 
42 Potter and Perry, Essentials of Nursing Practice, Ninth Edition, Elsevier, 2019, at 387-389. 
43 Business and Professions Code Sections 2860.S(a), 2860.7; 16 CCR§ 2518.S(b)(2). 
44 See Attachment 7, California Nurses Association vs. BVNPT (2005) Sacramento Superior Court Case No. 

00AS00900, at 15. 
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courses and with the exclusive approval ofthe BVNPT.45 The BVNPT's regulations were set 
aside by the court in its previous attempt at expanding the scope of practice of L VNs to 

administer intravenous medications.46 However, with this new and expanded statutory authority, 

the rulemaking process could be utilized to make the changes in L VN scope ofpractice the 
Board sought in 2002 but that were rejected by the superior court in 2005.47 

The California superior court decision illustrates the fact that "hypodermic injection," as it 

currently applies to LVNs and, therefore to PTs, does not mean intravenous and must therefore 
only refer to the subcutaneous administration of medication. The intradermal, and intramuscular 

routes of administration of medication are authorized for TB application and immunizations, 
respectively.48 LVNs are also permitted to start and superimpose intravenous fluid solutions of 

electrolytes, nutrients, vitamins, blood and blood products under specified conditions and when 

directed by a physician and surgeon.49 PTs do not have the authority to start or supe_rimpose 
intravenous fluid solutions. 50 

The PT has the authority to administer medications by oral or topical routes used in the care and 

treatment of mentally ill or emotionally disturbed persons or persons with intellectual disabilities 
when ordered by a licensed physician or psychiatrist.51 A PT, when working in a mental health 
facility or developmental disability facility, may administer medication by "hypodermic 
injection" when prescribed by a physician and surgeon. Like LVNs, PTs may administer 

intradermal skin tests (e.g. TB skin test) and intramuscular injections (e.g. immunizations) but 
only on a patient with a mental illness or developmental disability. 52 As noted above, PTs do not 

have the authority to administer intravenous medication in any setting or to any patient and, 
unlike L VNs, are also not able to start and superimpose intravenous fluids. 53 

45 See Attachment 1, Sections 2859.1, 4502.4. 
46 See Attachment 7, at 1. 
47 Id., at 8-9. 
48 Id., at 8. 
49 Business and Professions Code Section 2860.5(c); 16 CCR§ 2547(a) . ' 
50 Business and Profession Code Sections 2860.5 and 2860.7. 
51 Business and Professions Code Sections 4502(a), 4502.1, 4502.3. 
52 Business and Professions Code Section 4502.3. 
53 Business and Professions Code Section 2860.5(c). 
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• Subcutaneous, Hypodermic and Intramuscular Routes Could Involve Scope of Practice 
Expansion to allow for the Administration of Medication Via A Parenteral Route Below 
the Dermis 

Hypodermic means beneath the dermis (i.e., the subcutaneous tissue). 54 The proposed language 
amends Business and Professions Code Section 2860.5 to modify the term "hypodermic 
injection" by (1) deleting "injection," so that Section 2860.5 (a) would read: 

(a) Administer medications by routes that include but are not limited to: 
oral, subcutaneous, hypodermic, and intramuscular routes ... 

Unless the redundant use of hypodermic and subcutaneous is a drafting error, it is not clear why 
it remains in the newly proposed language or, if not a redundant use, what route of parenteral · 
administration it intends to reference. The draft language would grant BVNPT broad authority 

over the routes of administration of medication since, when read i11 conj unction with the 
authority sought in Section 2859. l(a) and Section 4502.4(a), the BVNPT could "enhance' the 
scope ofpractice of L VNs and/or PTs beyond manual ahd technical skills into areas of 
medication administration requiring a substantial amount ofscientific knowledge and technical 

skill, though continuing education approved by the BVNPT. 55 

Administering medications by hypodermic injection, withdrawal of blood from a patient, and 
starting and superimposing intravenous fluids under specified conditions were all practices 

determined by the Legislature to be appropriate for the LVN scope of practice. 56 For example, 
with respect to starting and superimposing intravenous fluids, the Legislature detennined the 

acceptable conditions ( e.g. satisfactory completion of a prescribed course of instruction approved 
by the BVNPT), the acceptable environment of care (e.g., organized health systems), and the 

method of professional review outside of the BVNPT (e.g., in accordance with written 
standardized procedures adopted by the organized health care system as formulated by a 
committee which includes representatives of the medical, nursing and administrative staffs) for 

the scope enharicements. 57 The draft language would rely only upon the BVNPT's notion of 
appropriate specialized continuing education certification courses to make potentially significant 
charige in the scope of practice of LVNs arid PTs who are not independent practitioners. 

54 Potter, supra note 45, at 813. 
55 The definition of registered nursing is the application of skills that require a substantial amount ofscientific 
knowledge and technical skill (Business and Professions Code Section 2725(b) and is one of the differences 
between the practice of RNs and that of LVNs (Business and Professions Code Section 2859). 
56 Business and Professions Code Section 2860.5. 
57 Business and Professions Code Section 2860.5. 
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• "Intravenous Therapy" as a Substitute for Starting and Superimposing Intravenous 
Fluids 

Intravenous means injection into a vein and therapy refers to a treatment. 58 As such, the term 

Intravenous Therapy is a broad term that includes the intravenous administration of medications, 
therapeutic fluids, chemotherapeutic agents, vasoactive medications and other critical medical 

therapies that require a substantial amount of scientific knowledge and technical skill. 59 The 

starting and superimposing of intravenous fluids containing electrolytes, vitamins, blood and 
blood products is the subcategory of fluids that an LVN is currently authorized to administer 

after fulfilling specific requirements. The use of "Intravenous Therapy" in statute significantly 
expands the potential intravenous therapies that could be authorized by the BVNPT for 
administration by LVNs especially given the expansive language proposed in new Section 

2859.1, as discussed earlier. 

CNA' s concern over an overly broad interpretation, now or in the future, by the BVNPT of 
"intravenous therapy" is wholly consistent with the Board 's expansive interpretation of 

intravenous therapy in the past. For example, the Board sought a new legal opinion by 

Department of Consumer Affairs (DCA) legal counsel to submit to the OAL for consideration 
after the initial disapproval of the regulations submitted to the Office of Administrative Law. 
This opinion stated the following: 

"Intravenous" is defined as "situated within, performed within, occurring within, or 
administered by entering a vein" Meniam Webster Medical Dictionary. A "fluid" is 

defined as "a substance ( as a liquid or gas) tending to fl.ow or conform to the outline of its 
container; specifically: one in the body of an animal or plant." [Emphasis in original; 

references omitted.] The term "intravenous fluids" in section 2860.5 above is a broad 
term that can and does include any fluid that can be administered intravenously, including 

fluids of "medications" (as they are referred to in the comments). If the Legislature had 
intended to prevent what the opponents contend are "medicated" intravenous fluids from 

being started or superimposed by L VNs pursuant to section 2860( c ), it could easily have 
so stated by simply inserting the adjective "non-medicated" before "intravenous fluids." 
It did not. 60 

The arguments made in the DCA opinion were rejected by the court and-after three years of 
briefs, hearings, court testimony, and legal costs-the court granted the peremptory writ of 

58 Potter, supra note 45, at 389; https://medical-dictionary.thefreedictionary.com/intravenous+therapv.. 
59 htlps://sum,nitmedicine.net/iv-therapy/, http://www.lemmo.com/cancer-care/intravenous
therapy/,lillQs:/./Peoplebeatingcancer.org/top-benefits-of-iv-therag__y/, https://www.nursingtimes.net/cilnical• 
archive/assessment-ski11s/11 t-skills-in tra venouHherapy-10-12-2002/. 
60 Memorandum from Department of Consumer Affairs Legal Office, Authority for Intravenous Therapy Regulatory 
Amendments, June 4, 2002, at 4. 
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mandamus, requiring the BVNPT to permanently set aside the amended intravenous therapy 

regulations. The court completely rejected the misconstruing of intravenous fluids and 

medications used to justify the unauthorized expansion of the scope of practice of LVNs. 

Finally, while we understand that the BVNPT and Respiratory Care Board were responding to 

competency deficiencies in L VN care of patients on invasive mechanical ventilation, it is 

important to also note that such patient care errors by licensed practitioners resulting in patient 

hann is not limited to L VNs providing respiratory care (See Attachment 8). 

Training and competency validation is only one aspect ofproviding safe patient care. Any 

licensed health care provider that fails to follow the standards of practice of their profession 

poses a risk to vulnerable patients dependent on their care. When these patient care incidents 

occur, it is the responsibility of the licensing board to determine whether the violations of the 

scope of practice of the profession, causing patient harm, should result in discipline with practice 

remediation or license revocation. 

Thank you again for the opportunity to comment. If you have any questions, please do not 

hesitate to contact me at skim@calnurses.org or (916) 491-3204. Thank you. 

Sincerely, 
CALIFORNIA NURSES ASSOCIATION/ 
NATIONAL NURSES UNITED, APL- cro 

SaskiaKim 

Regulatory Policy Specialist 

Attachments 
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DEPARTMENT OF CONSUMER AFFAIRS 
BOARD OF VOCATIONAL NURSING AND PSYCHIATRIC TECHNICIANS 

PROPOSED STATUTORY LANGUAGE 
CALIFORNIA BUSINESS AND PROFESSIONS CODE 

Chapter 6.5. VOCATIONAL NURSING 

New language is italicized and in blue. 
Deleted language is shown in strikeo1::1t and in red. 

(1) Add Section 2859.1; Article 2, Chapter 6.5, Division 2 of the California 
Business and Professions Code to read as follows: 

§2859.1 
The lic~nsed vocational nurse may enhance Qasic scope ofpractice as identified in 
section 2859 and have their license modifie.d by successfully completing specialized 
qontinuing education certification courses approved by the board including but not 
limited to: infrqv_endus therapy, blood withdrawal, intravenous therapy with blood 
withdrawal, or care for patients on mect,anical ventilation. 

(2) Add Section 2859.2i Article 2, Chapter 6.5, Division 2 of the California 
Business and .Professions Code to read as follows: 

§2859.2 . 
(a) The board will accept-a verifio'ation of competency form as prescribed by the board 
from the licensed vocational nurrs.e's·employer verifying the licensed vocational nurse 
has completed formal training and has demonstrated competency to provide care for 
patient~ on mechanical ventilation, The board will add a temporary license modifier 
recognizing the licensed vocationai nurse's additional training in the care for patients on 
mechanical ventilation. 
(b) The employer of a licensed vocational nurse who provides care for patients on 
mechanical ventilation on or before December 31, 2020, shall submit to the board a 
verification of competency form,as specified in section 2859. 2(a), no later than July 1, 
2021. 
(c) The employer of a licensed vocational nurse who provides care far patients on 
mechanical vehtflation on or after January 1, 2021, shall submit to the board a 
verification of competency form as specified in section 2859.2(a), no later than July 1, 
2021 or 60 days after c1 licensed vocational nur$e begins providing care for patients on 
mechanical ventilation, which ever date is later. 
(d) This section shall remain in effect only until December 31, 2023, at?d as of that date 
is repealed, unless a later enacted statute, that is enacted before December 31, 2023, 
deletes or extends that date. 
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(3) Add Section 2859.3, Article 2, Chapter 6.5, Division 2 of the California 
Business and Professions Code to read as follows: 

§2859.3 
(a) A licensed vocational nurse who obtains a temporary modified license under section 
2859.2(a) shall complete a board-approved certificqtion course in the care for patients 
on mechanical ventilation, as described in'regulation, no later than December 31, 2023. 
(b) All temporary license modifiers related to care for patients on mechanical ventilation 
will be cancelled on December 31, 2023. 
(c) On or after January 1, 2024, all licensed vocational nurses who provide care for 
patients on mechanical ventilation must complete a board-approved certific~tion course 
in the care for patients on mechanical ventilation prior to providing care to patients on 
mechanical ventilation. 

(4) Amend Section 2860.5, Article 2, Chapter 6.5, Division 2 of the California 
Business and Professions Code to read as follows: 

§2860.5 
A licensed vocational nurse wi:len diroskld by a phyE;ician and surgeoo may do all ef the 
toll_owing per a patient-specific order from a. licensed physician: 
(a) Administer medications by routes that include but are hot limited to: oral, 

subcutaneous, hypodermic iRjaction, and intramuscular routes except for those 
specialized medications that require aknowledge base or level of assessment that 
exceeds the scape ofpractice of the licensed vocational nurse. 

(b) Withdraw blood f.F.om apatieat. if prior thereto such nurse has bcen-iAstfuoted by-a 
~iaA-a-R4-sY-Fg~eActratod sompetenoo to such physician and 
~roperprocedure to be-empleyed w-hen witfldrawing blooe, or has 
satisfactorily·sompleted a prescrieecl course of instruction approi.•ed by the boars, or 
has aemonstrated competence to lhe satisfastia~ear4-
/f the licensed vocational nurse has satisfactorily completed a prescribed course of 
instruction approved by the board or has demonstrated competence to the 
satisfaction of the board in: 
(1) Blood withdrawal. 
(2) Intravenous therapy. 
(3) Care for patients on me·chanical ventilation. 

(c) Start and supeHmp~s-fMes-#--ail ef the follow-ifl§-a8Gill0-Aal-oonditions 
~ 
{1) The nurse has satisfactorily completed a pre~CEkourse of instruction 

~ed by #1~-as-eemonslrated-Gefflpetence to the-satjsfactien of 
the board. 

~e prosed u re l~ea-¾A-aA-organ ized h~FA-iA-accorda nee 
witR4-Ae-written standardiced prooeduroc--adepted by the oFganized health care 
5-%tem-a-s-f~at-0d by a committe~nGl-uGes--representath,1es of the 
medical, nursing, and administrative staffs. "Organized health care system," as 

· l:l-5-ed in this seGff8fl,+AGll:f0e-s-faGili-t-ies-liceF1sed pursua-R-t to Seetion-mO-ef..tfle 
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Healtl:l and Safety Godo, clin ics, home heaUh ageAGies, physician's offices, aRd 
~ lie or community t:iaallh services. Standardized prooedures so adoptee-will-Be 
~ced in writing and made-alJaita~~eEl-isaf..a.AG-AtJ-F&ing staff& 

(5) Amend Section 2892.7, Article 6, Chapter 6.5, Division 2 of the California 
Business and Professions Code to read as follows: 

§2892.7 
The board shall collect an initial approval and a biennial renewal fee in the amount of 
one hundred fifty dollars ($150) unless a higher fee, not to exceed two hundred fifty 
dollars ($250), is established by the board, from any provider requesting approval by the 
board to provide certification courses that include but are l'lot limited to of a co~ 
intravenous therapy, blood withdrawal, 9f intravenous therapy with blood. withdrawal, or 

· care forpatient~ on mechanical ventilation who r_eq 1:1ests app,:eval by the board ef such 
a course for purposes of intravenous tAerapy, blood withdrawal, or i.ntravenous therapy 
1Nith blooe-withdrawal requirements under t~is chapter. That fee, however, shall not 
exceed the regulatory cost required for the bo;:ird to administer the approval of 
intravenous therapy, blood withdrawal, 9f intravenous therapy with blood withdraw~!, or 
r;are forpatien'fs on, n:,.e'chanical ventilation courses by in~ra-veA~~~& 
~i:avanous therapy witMleed-¼•ithdrawal providers. 

(6) Amend Section 2895, Article 6, Chapter 6.5, Division 2 of the California 
Business and Professions Code to read as follows: 

§2895 
The amount of the fees prescribed by this chapter in connection with the issuance of 
licenses under its provisions shall be according to the following schedule: 
(a) - (k) .... 
(I) The fee to be paid for postlicensure certification including but not limited to: 
intravenous therapy, blood withdrawal, GF intravenous therapy with blood withdrawal, or 
care for patients on mechanical ventilation shall be twenty dollars ($20) unless a higher 
fee, not to exceed fifty dollars ($50), is established by the board. 
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DEPARTMENT OF CONSUMER AFFAIRS 
BOARD OF VOCATIONAL NURSING AND PSYCHIATRIC TECHNICIANS 

PROPOSED STATUTORY LANGUAGE 
CALIFORNIA BUSINESS AND PROFESSIONS CODE 

Chapter 10. PSYCHIATRIC TECHNICANS 

New language is italicized and in blue. 
Deleted language is shown in strikeout and in red. 

(7) Amend Section 4502.1, Article 1, Chapter 10, Di.vision 2 of the California 
Business and Professions Code to read as follows: 

§4502.1 
/>. psyshiatris technic~na mental health facllily-ar-4evele~ental disability. 
.faG!~,. v,1h effprescribed by a physisian and surgeon, may adm¼A-i&tor medications by 
hypodermic iAjection. 
A licensed psychiatric technician may do all the following per a patient-specific order 
from a licensed physician: 
(a) Administer medications by routes .that ir.,clude but are not limited to: oral, 

subcutaneous, hypodermic, and intramuscular routes except for those specialized 
medications that require a knowledgf!! base or level of assessment that exceeds the 
scope ofpractice of the psychiatric technician. 

(b) If the psychiatris technidan has satisfactorily completed a prescribed course of 
instruction approved by the board or has demonstrated competence to the 
satisfaction of the board in: 

(1) Blood withdrawal. 
(2) Care for patients on mechanical ventilation. 

(8) Amend Section 4502.2, Article 1, Chapter 10, Division 2 of the California 
Business and Professions Code to read as follows: 

§4502.2 
/\ psychiatric teGM+Giaflj-WReA-flresGl~eed by a physiciaA and surgeon, may witharaw 
Blood. from a patient with a mental illness--GHievelopmental disability if the psychiatric 
~eEl-certifioation from the board that the psyshiatris teclmlcian has 
completed a prescribee--course of instruction approved by the board or has 
aemGASt-r-a-tea-sampoteAso to the sa&isfaotion of the bo3-14 
Practicing as a psychiatric technician within the meaning of this chapter is the 
performance of services requiring those technical, manual skills acquired by means of a 
course in an approved school for preparation ofpsychiatric technicians, or its 
equivalent, and is responsible to the director of the service in which their duties are 
performed. The director may be a licensed physician, psychiatrist, psychologist, 
rehabilitation therapist, social worker, registered nurse, or other professional personnel. 
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(9) Add Section 4502.4, Article 1, Chapter 1 0, Division 2 of the California Business 
and Professions Code to read as follows: 

§4502.4 
The psychiatric technician may enhance basic scope ofpractice as identified in section 
4502. 1 and have their license modified by successfully completing specialized 
continuing education certification courses approved by the board including but not 
limited to: blood Witrydrawal or care for patients on mechanical ventilation. 

(10) Add Section 4502.5, Article 1, Chapter 10, Division 2 of the California 
Business and Professions Code to read as follows: 

§4502.5 
(a) The board will accept a verification of competency form as prescribed by the board 
from the psychiatric technician's employer verifying the psychiatric technician has . 
completed formal training and has demonstrated competency to provide care for 
patients on mechanical ventilation. The board will add a temporary license modifier 
recognizing the psyc;:hiatric technician's additional training in the care for: patients on 
mechanical ventilation. 
(b) The employer of a psychiatric technician who provides care for patients on 
mechanical ventilation on or before December 31, 2020, shall submit to the board a 
verification of competency form as spe,cified in section 4502.S(a), no later than July 1, 
2021. 
(c) The employer of a· psychiatric technician who provides care for patients on 
mechanical ventilation on or after January 1, 2oi1, shall submit to the board a 
verification of competency form.as specified in section 4502.5(a), no later than July 1, 

· 2021 or 60 days after a psychiatric technician begins providing care for patients on 
mechanical ventilation, which ever date is later. 
(d) This section shall remain in effect only t:Jntil December 31, 2023, and as of that date 
is repealed, unless a later enac;ted statute, that is enacted before December 31, 2023, 
deletes or extends that date. 

(11) Add Section 4502.6, Article 1, Chapter 10, Division 2 of the California 
Business and Professions Code to read as follows: 

§4502.6 . 
(a) A psychiatric technician who obtains a temporary modified license under section 
4502.S(a) shall complete a board-approved certification course in the care for patients 
on mechanical ventilation, as described in regulation, no tater than December 31, 2023. 
(b) All temporary license modifiers permitting a psychiatric technician to care for patients 
on mechanical ventilation will be cancelled on December 31, 2023. · 
(c) After December 31, 2023, all psychiatric technicians who provide care to for patients 
on mechanical ventilation ,will complete a board-approved certification course in the care 
for patients on mechanical ventilation prior to providing care to patients on mechanical 
ventilation. 

SI Page 



(12) Amend Section 4518, Article 2, Chapter 10, Division 2 of the California 
Business and Professions Code to read as follows: 

§4518 
In the event the board adopts a continuing education, Gf blood withdrawal, or care for 
patients on mechanical ventilation program, the board shall collect an initial approval 
and a biennial renewal fee as prescribed under Sections 4548 and 4518 .1 of one 
hundred and fifty dollars ($150) unless a higher fee, not to exceed two hundred fifty 
dollars ($250); is established by ihe board from any provider of a course in requesting 
approval by the board to provide courses for the purposes of continuing education, GF 

blood withdrawal, qr care for patients on mechanical ventilation who requests approval 
by the board of the 'cou·rse for purposes of continuing educatioA-Gf-91000-WAAerawal 
requiremonts~dopted by the board. The fee, however, shall in no event exceed the cost 
required for the board to administer the approval of continuing educatian or blood 
withdrawal courses by continuing education, Gf blood withdrawal, or care for patients on 
mechanical ventilation course providers. 

(13) Abolish Section 4518.1, Article 2, Chapter 10, Division 2 of the California 
Business and Professions Code to read as follows: 

§4518.1 
val aAG-a-alennial renewal fee in the-amo~ 

ess a higher 1ee, not to o>Eceee--t>.c.•o hundred fifty 
~0), is established·b y the-beare-, from any ~ro•.iider of continuing educati~ 
a course to meet the c·ertification requirements for blo~~ests 
appro•.<a l by the board :of the course for purpoi:;es of continuing ed1:1cat i~ 
withdrawal requirements under this chapter. Tf;iat fee, hewever. shall not exceed the 
regulatory oost ·required fo r the.board to administer the appro1.'al of contl.J:W.ing education 
or blood withdrawal b~ contin1:1 ing ed1:1cation or blood •.Yithdrawal providers. 

(14) Amend Section 4548, Article 6, Chapter 10, Division 2 of the California 
Business and Professions Code to read as follows: 

§4548 
The amount of the fees prescribed by this chapter in connection with the issuance of 
licenses under its provisions shall be according to the following schedule: 
(a) - (k) .,. 
(I) The fee to be paid for postlicensure certification including but not limited to: blood 
withdrawal or care for patients on mechanical ventilation shall be twenty dollars ($20) 
unless a higher fee, not to exceed fifty dollars ($50), is established by the board. 

+he-eoard shall colleci-afHr»ti~pFO.
· 
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ii?, ~ RESPIRATORY ~ BVNPT~ ~ CARE BOARD 
BOARD OF VOCATIONAL NURSING vi> OF CALI FOR NIA AND PSYCHIATRIC TECHNICIANS 

Respiratory Care Board of California and 
Board of Vocational Nursing and Psychiatric Technicians 

Joint Statement - April 2019 (Revised July 2019) 

The Respiratory Care Board (RCB) ·and the 'Board of Vocational Nursing and Psychiatric 
Technicians (BVNPT) began meeting in 2018 to discuss concerns related to reports of scope of 
practice issues occurring in sub-acute facilities, long-term care, and skilled nursing facilities in 
California. Board members, staff, legal counsel and experts weighed in on the issues by 
considering current laws, education and training. Prioritizing both boards' highest priority of 
public protection; the boards have agreed on a joint statement. 

Both boards agree that respiratory care practitioners (RCPs), licensed vocational nurses (LVNs) 
and psychiatric technicians (PTs) are invaluable members of the patient care team in providing 
optimum care to patients. Each nealth care professional relies on others to perform their 
practice well. They establish a therapeutic interface among all health care personnel that 
benefits patients in their care and safety. 

Both boards' mandates require that "protection of the public shall be the highest priority ... in 
exercising its licensing, regulatory, and disciplinary functions. Whenever the protection of the 
public is inconsistent with other interests sought to be promoted, the protection of the public 
shall be paramount." (Business and Professions Code sections 2841 .1, 3710.1 and 4501.1) 
Each board's oversight responsibility is summarized below: 

Respiratory Care Board of California (RCB) Board of Vocational Nursing and 
Psychiatric Technicians (BVNPT) 

Responsible for licensing and regulating the 
practice of respiratory care pursuant to the 
Respiratory Care Practice Act (Business and 
Professions Code section 3700 et seq.). The 
RCB is statutorily charged with protecting the 
public from the unauthorized and unqualified 
practice of respiratory care and from 
unprofessional conduct by persons licensed 
to practice respiratory care (Business and 
Professions Code section 3701). 

Responsible for licensing and regulating the 
practice of vocational nurses and psychiatric 
technicians pursuant to the Vocational 
Nursing Practice Act and the Psychiatric 
Technicians Law (Business and Professions 
Code Section 2840 et seq. and Section 4500 
et seq., respectively). 

The boards jointly agree that stakeholders should be aware that RCPs, LVNs and PTs must 
follow their respective scopes of practice for patient safety. Violating the respective scope of 
practice could lead to patient harm and the license being formally disciplined by the respective 
boards. 

A concern to both boards is unlicensed and/or unqualified vendors instructing health care 
professionals to provide ventilator care. Both boards agree this is an unsafe practice. Further, 
section 3702. 7 of the Business and Professions Code provides that the education of health care 
professionals about respiratory care, including clinical instruction and the operation or 
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application of respiratory care equipment and appliances is within the respiratory care scope of 
practice and would require licensure as an RCP. 

Given that numerous patients admitted to sub-acute facilities, long-term care, and skilled 
nursing facilities require respiratory care, with some dependent upon ventilators to sustain life, 
and given concerns for care that is being provided at some facilities in California, the RCB and 
the BVNPT issues this joint statement to inform administrators and staff at sub-acute facilities, 
long-term care, and skilled nursing facilities on the following issues: 

PATIENT CARE PRACTICES 

Invasive Mechanical Ventilation 

Invasive mechanical ventilation is a lifesaving intervention for patients with respiratory failure 
and is at the core of respiratory care practitioners' education, training, and competency testing . 
Given the clinical knowledge of the hazards, indications, contraindications of mechanical 
ventilation, and complexity associated with invasive mechanical'ventilation, and that extensive 
and formal education and training is required to provide such care. 

Respiratory Care Practitioners are authorized to 
provide the following types of care (L VNs and PTs 

are not authorized to provide this care): 

Licensed Vocational Nurses and Psychiatric 
Technicians role in patient care: 

• Changing any setting on a ventilator, with or The LVN and PT are authorized to provide care to 

without a physician's order. the patient receiving invasive mechanical 

• Routine and/or emergent changing inner ventilation when the care is not specifically 

and/or outer cannulas. related to the mechanical ventilation but is within 

• Reconfiguring or changing aerosol or the L VN or PT's scope of practice. That care 

ventilator circuits. includes but is not limited to: 

• Manipulating ventilator breathing circuits • Basic Assessment (data gathering) of total 

including disconnecting or reconnecting the patient. 

circuit, for any purpose, including, but not • Administration of ordered medications that do 
limited to administering bronchodilator or not require manipulation of the mechanical 
nebulizer treatments. ventilator. 

• Troubleshooting artificial airway problems and • Provision of ordered treatments . 
ventilator-related controls and alarms. • Hygiene care . 

• Assessment of a patient's response to • Comfort care . 
ventilator adjustments or current settings. • Patient and family education . 
Assessment for the placement and/or • • LVNs and PTs are not responsible for 
placement of a speaking valve or trach ensuring the security of the artificial airway 
plugging. and related functionality of the ventilator 

• Transporting patients intra or inter facility to before, during and after transport. However, 
daily activities and/or scheduled shower days. L VNs and PTs can go as part of the team, but 

they are not responsible for the ventilator or 

related care. 
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CAREITREATMENTPLANS 

Respiratory Care Practitioner Licensed Vocational Nurses and 
Psychiatric Technicians 

Recommend appropriate respiratory care 
intervention/s, and manage, or modify, respiratory 
care interventions based on the patient's 
response to therapy and written protocols 
approved by the medical staff. 

Contribute data to the registered nurse needed for 
the evaluation process. However, L VNs and PTs 
cannot make clinical diagnosis of the patient's 
respiratory condition, and/or make respiratory 
care recommendations based on their clinical 
findincis. 

Both boards recognize th.at working titles using any derivative or synonymous meaning of the 
word "respiratory" for LVNs and PTs is prohibited. This includes but is not limited to: 
Respiratory Aide, Respiratory Nurse, Inhalation Nurse, etc. 

Scope of Practice Questions and Information 

Both Boards prefer written inquiries to ensure accurate and complete responses. Phone calls 
are accepted, and you will be requested to submit the inquiry in writing . Responses to written 
inquiries may take up to five business days depending on the complexity of the question. 

Respiratory Care Board Board of Vocational Nursing and Psychiatric 
Technicians 

E-mail: rcbinfo@dca.ca.gov 
Telephone: 916.999.2190 
Toll-free: 866-375-0386 
Website: www.rcb.ca.gov 

Email: bvnpt .sop@dca.ca.gov 
Telephone: 916.263. 7843 
Website: www.bvnpt.ca.gov 

July 2019 Revision 
Both boards agreed to remove "home care locations" from the Joint Statement in 
response to numerous comments received at the RCB's teleconference board meeting 
held June 7, 2019 and a stakeholder meeting held June 27, 2019. At the RCS meeting, 
the board passed a motion "to move forward with excluding home care and continuing 
working with the BVNPT to modify the Joint Statement." 

It was noted at all meetings that services provided in home care, as well as Adult Day 
Health Care Facilities, Congregate Living Health Facilities, and Pediatric Day Health & 
Respite Care Facilities [including transport to/from and care during daily outside 
activities (e.g. school)] serve a population who may need greater access to care and 
may hold different expectations for care given consideration to patients' quality of life 
and health care reimbursement allowed. For this reason, both the BVNPT and the RCB 
will continue conducting research in this are·a to determine how greater consumer 
protection safeguards may be put in place such as possible standardization of training 
in some areas. Any such actions are expected to be addressed through regulations 
and/or legislation where public comment is encouraged. 

3IPag e 



Attachment 3 



CALIFORNIA ASSOCIATION FOR HEALTH CARE SERVICES AT HOME 
Phone: (916) 641-5795 ♦ Fax: (916) 641-5881 ♦ www.cahsah.org 

Date: 9/13/2004 
Subject: LVN and Intravenous Therapy and Scope of Practice 

The information included in this paper is provided as general information only. This informatfon should not be considered complete or 
dispositivc guidance for legal or regulatory compliance. The specific application of laws and regulations to an organization requires a careful 
consideration of all the relevant facts and circumstances and may require assistance of competent legal counsel , 

Question: 
I have not been able to find in either the CoP's, Title XXII, or the LVN practice act that LVN's are 
not permitted to provide IV therapy services in the home (with proper credentialing of course) 
I have always understood that they are not permitted to but I can't find any documentation to 
back that up. Can someone tell me for a fact that they know one way or the other? 

Answer: 
TI1e LVN Code of Regulations is vague on this issue. For example, Section 2518.5 on the Scope 
of Vocational Nursing Practice in Regulation only states that the LVN performs services 
requiring technical and manual skills which include the following: · 
(a) Uses and practices basic assessment (data collection), participates in planning, executes 
interventions in accordance with the care plan or treatment plan, and contributes to evaluation 
of individualized interventions related to the care plan or treatment plan. 
(b) Provides direct patient/client care by which the licensee: 

(1) Performs basic nursing services as defined in subdivision (a); 
(2) Administers medications; 
(3) Applies communication skills for the purpose of patient/client care and education; 
(4) Contributes to the development and implementation of a teaching plan related to 
self-care for the patient/client. 

However, per the Board of Licensed Vocational Nurses and Psychiatric Technicians, LVNs may 
not administer any IV medications or administer IV therapies through a central line. An LVN 
may administer IV therapies/fluids (Category I ONLY) through a peripheral line if IV certified. 
Category I fluids are defined in the California Code of Regulations on Vocational Nurses, 
Division 25, Chapter 1, Section 2542 on page 25 as "blood, blood products, vitamins, nutrients 
and electrolytes." (TI1ere are Category II fluids, but they only apply in hemodialysis, pheresis 
or blood bank settings, which would not apply to a home health setting.) 

Specifically, Section 2860.5 of the Nurses Practice Act indicates: 
"A licensed vocational nurse when directed by a physician and surgeon may do all of the 
following: 
(a) Administer medications by hypodermic injection. 
(b) Withdraw blood from a patient, if prior thereto such nurse has been instructed by a 
physician and surgeon and has demonstrated competence to such physician and surgeon in the 
proper procedure to be employed when withdrawing blood, or has satisfactorily completed a 
prescribed course of instruction approved by the board, or has demonstrated competence to 
the satisfaction of the board. 
(c) Start and superimpose intravenous fluids if all of the following additional conditions exist: 

(1) The nurse has satisfactorily completed a prescribed course of instruction approved by the 
board or has demonstrated competence to the satisfaction of the board. 

(2) The procedure is performed in an organized health care system in accordance with the 
written standardized procedures adopted by the organized health care system as formulated by 
a committee which includes representatives of the medical, nursing) and administrative staffs. 
"Organized health care system," as used in this section, includes facilities licensed pursuant to 
Section 12 50 of the Health and Safety Code, clinics, home health agencies, physician's offices, 
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and public or community health services. Standardized procedures so adopted will be 
reproduced in writing and made available to total medical and nursing staffs. 

See the LVN Regulations, Article 8 (Intravenous Therapy), Section 2542-2542.5 for the details 
of these requirements at: hllp:/ /\~ vw.bv11pl.ca.gov/pdf/vnregs.pdf 

Further, home health regulations further limit the scope of an LVN in home health in Title 22, 
Section 74 707 (b), which essentially indicates that an LVN can not do the following in home 
health: 

1) Provide the initial nursing assessment prior to the provision of care, provide the 
ongoing periodic assessment of the patient and initiate preventative and rehabilitative 
nursing procedures (Section 74 707 (a) (2)) 

2) Assist in coordinating all services provided (Section 7 4 707 (a) (4)) 

TI1erefore: the difference between an LVN and RN are as follows, per our CAHSAH Health Care: 
A Health Care Cost Management Tool: 
An LVN can not: 

1. Perform initial assessments and reassessments (Home Health Specific Prohibition; 
allowed in LVN scope per Bd of LVN and PT) 

2. Develop and implement the plan of care (Source: Not allowed in Home Health or in 
Scope per Bd of LVN and PT) . 

3. Can't Administer IV medications or IV therapies through a central line. (Source: Bd of 
LVN and PT per scope of practice) 
[They can administer Cate.gory I IV fluids through a peripheral line if IV certified under 
very specific circumstances.] · 

1. Re,gulate Respirators - only under specific conditions can they adjust respirators. 
(Source: Bd of LVN and PT per scope of practice) 

To get the details of the re,gulations and the LVN practice Act, you should print out the 
resources below and you can call the Bd of LVN and PT at (916) 263-7800. 

Resources: 
1. California Code of Regulations, Licensed Vocational Nurses, Division 25, Chapter 1, 

Vocational Nurses, Article 8, Section 2542-2542.5 (Intravenous TI1erapy), Article 9, 
Section 2544-2544.4 (Blood Withdrawal), and Article 10, Section 2547-2556 
(Intravenous Therapy/Blood Withdrawal, and Section 2518.5 (Scope of Vocational 
Nursing Practices) located here: http:/ /www.bv11pl.ca .sov/ pdf/v11regs.pdf 

2. Vocational Nursing Practice Act located here: hl'lp:/ /www.bv11pt.ca .gov/b11pvn .ht 111 , 
most recent issue - updated as ofJanuary I, 2002 

3. CAHSAH Publication - Home Care: A Health Care Cost Management Tool (November 6, 
1992) - CAHSAH Office 

4. Home Health Regulations specifically specifying LYN services in a home health setting, 
Title 22, Division 5, Chapter 6, Section 74 707 (b) (Skilled Nursin,g Services) 
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BVNPT APPROVED PSYCHIATIC TECHNICIAN PROGRAMS1 

1. Cuesta College (CCC)* 

The Psychiatric Technician Program (PSYT) prepares students to utilize the nursing process in the 

provision of care and treatment to individuals with mental and/or intellectual impairment under the 

supervision of a physician, psychologist and/or registered nurse. Psychiatric Techn icians participate in 

rehabilitation and treatment programs, assist patients with activities of daily living, and administer 

medications and treatments. 

The Cuesta Psychiatric Technician courses are taught at the training facilities of the Department ofState 

Hospitals -Atascadero (DSH-A) in Atascadero, CA, located half way between Cuesta's San Luis Obispo 

and Paso Robles campuses. Hands-on internship experience is part of the training. 

The program will also provide you with the foundational knowledge and skill sets needed to administer 

medications, conduct relationship development and participate in group therapy.2 

2. Cypress College (CCC}* 

A Psychiatric Technician is a licensed member of the professional health services team who works with 

individuals who are mentally ill and/or developmentally disr;,bled. Psychiatric Technicians f ind jobs 

training developmentally disabled individuals in the community or at developmental centers, and 

caring for mentally ill people in the prison health system or private and state mental hospitals. 3 

3. Gurnick Academy Concord 

Psychiatric Technicians (PTs) are valued members of today's healthcare team. They provide care for 

clients who have mental illnesses and developmental disabilities. They work under the supervision of a 

director, such as a physician, psychologist, rehabilitation therapist, social worker, registered nurse, or 

other professional. Psychiatric Technicians observe patient behavior, record their condition, help admit 

and discharge patients, help patients with daily activities such as eating and bathing, and monitor 

patients' vital signs.4 

4. Hacienda La Puente Adult Education 

Summary Report for: 

29-2053.00 - Psychiatric Technicians 

Care for individuals with mental or emotional conditions or disabilities, following the instructions of 
physicians or other health practitioners. Monitor patients' physical and emotional well-being and report 

1 https://bvnpt.ca.gov/applicants/prograrn/psychiatric technician prograrns.shtml. Mission College has 
provisional approval only. 
2 https://www.cuesta .edu/academics/scimath/nah/alliedhealthdept/psychtech/psychtech -catalog.html. Expires 
02/01/21 (Emphasis added) 
3 https://www.cypresscollege.edu/academics/divisions•special-programs/health-science/psychiatric
technology/, Psychiatric Technology, Expires 8/25/22(Emphasis added) 
4 httos://www.gurnick.edu/psychiatric-technician-o·rogram/ . (Emphasis added) 

1 



to medical staff. May participate in rehabilitation and treatment programs, help with personal hygiene, 
and administer oral or injectable medications.5 

5. Mission College 

Career/Transfer Opportunities: Currently, skilled licensed psychiatric technicians are in high demand 

both locally and statewide. Career opportunities include the following: training developmentally 
disabled individuals in the community or developmental centers, and providing care for mentally ill 

people in the prison health system, private and municipal acute mental health facilities. 6 

6. Mt. San Antonio (CCC)* 

The Psychiatric Technician Program enables the student to gain the knowledge of basic nursing skills, 

mental health principles and psychodynamics that contribute to the student's comprehension and 

understanding of the mentally disordered and/or developmentally disabled client. 7 

7. Napa Valley College (CCC)* 

Psychiatric Technician. Lic~nsed Psychiatric Technicians are active members of interdisciplinary teams in 
the forefront of care and treatment of Californians with mental illnesses or developmental disabilities. 

This is a profession that attracts those who truly want to help improve the quality of life for some of the 

neediest individuals in today's society. 

Career Opportunities. Entry-level pay in California varies from $3,000 to $5,800/month, depending on 

certification or degree completion status. There is a shortage of trained and experienced psych techs in 

California, with constant demand in the public sector. Most jobs are concentrated near state hospitals 

such as Napa State Hospital and Sonoma Developmental Center, but there are many other jobs available 

within the prison systems, private mental health care facilities and also hospitals are recognizing the use 

of Psychiatric Technicians on mental health units.8 

8. Porterville College (CCC)* 

Psychiatric Technology includes the study of the developmentally disabled, the mentally ill and basic 
nursing skills. Courses included are: Fundamentals of Nursing, Medical/Surgical Nursing, Growth and 

Development, Communications, Developmental Disabilities and Psychiatric Nursing. 

This is a three semester certificate program with classes beginning each semester. The program includes 

classes on the college campus plus clinical training at Porterville Developmental Center, local mental 

health clinics, and other approved facilities. Individuals who successfully complete this program are 

eligible to take the examination to become a Licensed Psychiatric Technician. 

Program Learning Outcomes: Provider of Client Care: The Psychiatric Technician graduate will be able to 

provide safe client care by determining appropriate nursing interventions to clients with psychiatric 

5 https://h lpae-hlpusd-ca.schoolloop.com/gepsychtech, Program graduates are employed in the following fields: 
O*Net Online link to Summary Report for Psychiatric Technicians, Expires 8/25/22. 
6 http://www.missioncollege.edu/catalog/pt .pdf, Provisional Approval, Expires 11/16/19. (Emphasis added) 
7 https,//www.mtsac.edu/mental-health/psychiatric/, Expires 5/13/20. (Emphasis added) 
8 http://www.napavalley.edu/academics/HealthOccupations/PTEC/Pages/default.aspx. Napa Valley College has 2 
approved programs, "Traditional" and "Fast Track", Expires7 /28/22. (Emphasis added) 
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disorders and/or developmental disabilities. The care provided is characterized by consistent critical 

thinking and problem solving skills, clinical competence within the scope of practice, accountability, 

effective communication skills, respect for diverse cultures, a commitment to caring, and client 

education.9 

9. San Bernardino Valley College (CCC)* 

The Psychiatric Technology program is a one-year vt'lcational program that prepares students to work 

with emotionally, mentally and developmentally disabled clients in a variety of community agencies.10 

Nature of the Work: Psychiatric Technicians care for developmentally disabled, mentally disabled or 

emotionally disturbed individuals. They work with a team that may include psychiatrists, psychologists, 

psychiatric nurses; social workers, and therapists. In addition to helping clients/patients to dress, bathe, 

groom themselves, and eat, socialize with them and lead them in educational and recreational activities. 

Psychiatric technicians may play card games or other games with patients, watch television with them, 

or participate in group activities, such as playing sports or going on field trips. They observe 

clients/patients and report and document any physical or behavioral signs that might be important for 

the care of clients/patients. They escort/accompany patients to and from therapy and treatment. 

Because they have such close contact with clients/patients, psychiatric technicians can have a great deal 

of influence on their outlook and treatment outcomes.11 

10. San Joaquin Delta College (CCC)* 

A Psychiatric Technician is trained to care for mentally disordered and developmentally disabled clients. 

As a licensed psychiatric technician, you will work under the direction of a physician, psychologist, 

rehabilitation therapist, social worker, registered nurse or other professional personnel.12 

11. Santa Rosa Junior College (CCC)* 

Psychiatric Technicians perform services for the mentally ill, emotionally disturbed, or developmentally 

disabled. Under the direction of a physician, psychiatrist, or registered nurse, these services involve 

nursing and therapeutic procedures in the areas of interpersonal relationships, rehabilitation of the 

patient, and teaching social skills, as well as carrying out treatment measures prescribed by a physician 

or psychiatrist. Treatment measures include basic nursing care, administration of oral and injectable 

medications, use of specialized machinery and/or instruments and documentation of observations and 

care in nursing record. 

9 https:ljwww.portervillecollege.edu/general-educatlon/ psychlatric-technology-ca, Expires 6/19/23. (Emphasis 
added) 
10 h ttps ://www.va lleycollege .ed 11/academic-career-programs/ degrees-certificates/psychiat ric-technology/. Expires 
2/7/22. (Emphasis added) 
11 https://www.valleycollege.edu/""/Media/Files/SBCCD/SBVC/academic-divisions/science/psychiatric
technology/2Typical%20Task%20-%20Psychiatrlc%20Technology%20Program.pdf, Expires 2/7/22. (Emphasis 
added) 
12 https://www.deltacollege.edu/program/psychiatric-technician, Expires 9/9/20. (Emphasis added) 
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Employment can be found at state developmental centers and psychiatric and correctional facilities. In 

addition, program graduates find opportunities in private institutions and county psychiatric and 
addiction treatment centers. 13 

12. West Hills College Coalinga (CCC)* 

West Hills' Psychiatric Technician program aims to prepare students for employment in state hospitals or 
rehabilitation and treatment centers. Students will learn basic nursing skills and psychiatric principles in 

order to interact with and care for individuals.14 

13. Yuba College (CCC)* 

Yuba College offers a ~sychiatric Technology program at the Marysville Campus. Classes start in the Fall 

semester, and the program consists of four full semester and one summer session. The program 

includes clinical experience, under the direct supervision of a clinical instructor, in agencies that provide 
services to the developmentally, mentally, and physically dis_abled. 15 

* California Community College program. 

13https://portal.santarosa.edu/SRWeb/ProgramOfStudyPrinterFriendly.aspx?ProgramType=l&Program= 
003030&Verslon=04, Psychiatric Technician Certificate, at 1. Expires 6/19/23.(Emphasis added) 
14 https:ljwww.westh illscollege.com/coalinga/degrees-and-certificates/psychiat ric-technician/, Expires 6/28/22. 
(Emphasis added) 
15 https://yc.yccd .edu/academics/career-technical-education/psych-tech/, Expires 5/11/21. (Emphasis added) 
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• Health Workforce Initiative of the California Community Colleges 

Psychiatric technicians work with people who have emotional or mental illness or developmental 

disabilities. They care for and interact with patients under the supervision of psychiatrists, psychologists, 

psychiatric registered nurses and therapists. Psychiatric technicians help patients dress, bathe, groom 

and eat. In addition, they socialize with patients and lead them in their daily recreation, work and 

treatment activities. This may include playing games, doing crafts and assisting in therapy programs. 

They also perform simple nursing tasks, such as taking temperatures, giving medications and 

accompanying patients to andfrom patient care units for examination and treatment. Most important, 

psychiatric technicians act as companions and helpers to patients who are isolated from the outside 

world. They observe patients and report any physical or behavioral changes to the professional staff. 

Most psychiatric technicians work for state hospitals. Some work in psychiatric units in general hospitals, 

private psychiatric hospitals or community mental health centers. 1 

• American Association of Psychiatric Technicians 

Psychiatric Technicians provide care for mentally disordered or developmentally disabled clients. The 
term "Psychiatric Technician" includes a variety of employees with bachelors degrees or less who are 
providing direct care to those in need. Some examples of job titles are words such as psychiatric, mental 
health, or behavioral health, followed by technician, aide, worker, counselor, assistant or associate. 

The Psychiatric Technician utilizes scientific and technical expertise, and manual skills to provide care 
and training/or clients w'ith mental disorders and developmental disabilities. Psychiatric technicians 
work in hospitals or group homes and state mental hospitals. Duties include watching and reporting 
patient behavior, monitoring vital signs, and helping with basic needs, such as bathing, dressing, and 
feeding.2 

• Bureau of Labor Statistics 

Occupational Employment and Wages, May 2018. 29-2053 Psychiatric Technicians: Care for individuals 
with mental or emotional conditions or disabilities, following the instructions of physicians or other 
health practitioners. Monitor patients' physical and emotional well-being and report to medical staff. 
May participate in rehabilitation and treatment programs, help with personal hygiene, and administer 
oral or injectable medications.3 

• BVNPT 

An entry-level health care provider who is responsible for care of mentally disordered and 
developmentally disabled clients. 
A psychiatric technician practices under the direction of a physician, psychologist, rehabilitation . 
therapist, social worker, registered nurse or other professional personnel. 
The licensee is not an independent practitioner. 

► Where are PTs employed? 

1 https://ca-hwl.org/directory/programs/ psychlatric-technician. {Emphasis added) 
2 https://psychtechs.org/. (Emphasis added) 
3 https://www.bls.gov/oes/current/oes2920S3.htm. March 2019 Updated. (Emphasis added) 



o State Hospitals 
o Day Treatment Centers 
o Developmental Centers 
o Correctional Facilities 
o Psychiatric Hospitals & Clinics 
o Psychiatric Technician Programs 
o Geropsychiatric Centers 
o Residential Care Facilities 
o Vocational Training Centers4 

4 https://www.bvnpt.ca.gov/licensees/psychiatric technician.shtml. 1. What is a psychiatric technician (PR)i', 25. 
Where are PTs employed? 
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CALIFORNIA ASSOCIATION FOR HEALTH CARE SERVICES AT HOME 
Phone: (916) 641-5795 ♦ Fax: (916) 641-5881 ♦ www.cahsah.org 

Date: 2/13/07 
Title: Psych Tech vs. Licensed Vocational Nurse (LVN) 

The information included in this paper i, provided as general information only, This information should not be con•idered complete or 
dispositive guidance for legal or regulatory compliance. The specific application of laws and regulations to an organization requires a careful 
consideration of all the relevant facts and circumstances and may require as.\istance of competent legal counsel. 

Question: 
Can we use a Psych Tech in place of an LVN in our home health agency? 

Answer: 
Neither Title 22, nor the Medicare COPs allow for this. Title 22 Section 
74631 states that a "Licensed vocational nurse means a person licensed as such by the 
California Board of Vocational Nursing and Psychiatric Technician Examiners." Similarly, the 
Medicare COPs, section 484.4 states that a "Practical (vocational) Nurse is a person who is 
licensed as a practical (vocational) nurse by the State in which practicing." In many cases, 
home health regulations are vague, leaving room for interpretation-- but not in this case. 

Though the scope of practice for a Psych Tech and an LVN is very similar, the educational and 
experiential requirements for eligibility of licensure are different. According to the regulations 
governing these two professions, the two programs are not interchangeable. 

Please see links to the regulations below: 
http:/ / vvww.bvnpt.ca.gov/pdf/p11·egs.pdf Psych Tech regulations . 
http://www.bvnpt.ca.gov/pdf/vnregs.pdf LVN regulations 
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SUPERIOR COURT OF CALIFORNIA 
COUNTY OF SACRAMENTO 

DATE/nME 
JUDGE 

: JULY 14, 2005 
: JUDY HERSHER 

DEPT. NO 
CLERK 

: 16 
: D. AHEE 

REPORTER : NONE BAJUi=F : J. TRAVIS 
PRESENT: 

CALIFORNIA NURSES ASSOCIATION, PAMELA ALLEN . 
Petitioner, 

VS. Case No.: 00AS00900 

TERESA BELLO-JONES, in her official capacity, JESSICA AMGWERD 
CALIFORNIA BOARD OF VOCATIONAL NURSING AND JANICE LACHMAN 
PSYCHIATRIC TECHNICIANS, et al, 

Respondent. 

Nature of Proceedings: COURT'S RUUNG UNDER SUBMISSION 

The Court grants CNA's request for a peremptory writ of mandate commanding 
. Respondents to set aside the amended Regulations, and for a permanent 

Injunction enjoining the Implementation and enforcement of the amended 
Regulations. The Court denies CNA's request for declaratory relief In respect to 
the October 29, 2001, Advice Letter. 

Background Facts and Procedu@ 

This case Involves ch~llenges to the validity of (I) a fonnal regulation 
purportedly expanding the scope of practice of Licensed Vocational Nurses to 
lndude the administration of Intravenous medications In ceneln cllnlcal settings; 
and (II) alleged "underground regulations" which expand the scope of autt:ior1ty 
of Licensed Vocatlonal Nurses to Include performance of registered nursing 
functions of.patient assessment and access to central Intravenous lines. 

Prior to 1999, California regulations governing the practice of Licensed 
vocational Nurses (1'LVNs") did not permit LVNs to administer medication 
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CASE fflLE:. CNA V. BELLO JONES 
PROCEEDINGS: COURTS RULING UNDER.SUBMISSION 

Intravenously. In or about June 1999, the Board of Vocational Nursing and 
Psychlab1c Technicians ("Board11

) recommended amending the regulations to 
permit specially trained LVNs to administer Intravenously substances whlcA are 
routinely given .during the course of hemodlalysls, pheresis, and blood bank 
procedures. At a meetlng·on November 16, 2001, the Board adopted proposed 
changes to the canfornla Code of Regulations, title 16, sections 2542, ·2542.1, 
2547, 2547.1 (the "Regulations"), which would have allowed LVNs to administer 
specified Intravenous medications in hemodlalysls, pheresls and blood bank 
settings under certain conditions. On February 2~, 2002, the Board submitted 
the amended regulatlonsto the OAL for review and approval.. . 

·On April 12, 2002, OAL disapproved the Board's proposed regulatory 
action based on the following three grounds: (1) the proposed regulations 
enlarge the scope of practice of the LVN and appear to be Inconsistent with the 
Vocational Nursing Practice Act; (2) the Regulations require that a registered 

. nurse or licensed physician be In the "Immediate vicinity" of the LVN when the 
procedure is performed, but the term "Immediate vicinity" was not defined and 
was found to be susceptible to differing Interpretations by affected persons; and 
{3) the micro-cassette recordings of the public hearing included · In the 
rulemaklng file was mostly Inaudible and there was no transalpt or minutes in 
the file. Nothwlthstandlng OAL's denial, OAL's Decision of Disapproval of 
Regulatory Action lnduded the following statement: 

"We reall.ze that Business and Professions Code section 2860.5 was 
last amended In 1974, and that modern medlcal technology has 
advanced considerably since then. Old definitions and 
understandings may need to be changed If medical and nursing 
practice have evolved to the point where professionals In the field 
would consider such medications as an Integral component or 
Ingredient of Intravenous fluids. If the Board can supplement the 
record with facts, studies, expert opinion or other Information ·that 
tends to show this evolution in nursing practice, these regulations 
could be resubmitted within 120 days of receipt of thls decision for 
further OAL review and consideration." · 

On June s, 2002, in response to the OAL's Declslqn of Disapproval, the . 
Board proposed modifications to the Regulations and added documents to the 
BOOK : 16 S peri9r Court of California, 

... - ····· -··-----PAGE-··- ·-· - --1--·- · · - ·· · -- - ---·- ... · · eramento-- - -- ---
DATE 
CASE NO. 

: JULY 14, 2005 
: OOAS00900 

CASE TITLE : CNA V. BELLO JONES 

Page 2of 20 
00900 JULY ORDER 



07/20/05 12:35 FAX 510 883 2771 CNA BXBCUTIVB OFFICE Ii! 003 
_, 

CASE NUMBER: 00AS00900 DEPARTMENT: 16 
CASE mLE: CNA V. BELLO JONES 
PROCEEDINGS: COURTS RUUNG UNDE~ SUBMISSION 

rulemaklng record for the proposed regulatory amendments. To address OAL,'s 
, other concerns, the Board relied upon a legar· memorandum entitled Authority for 

Intravenous Toerapy ·Regulatory Amendment, · It modified the text .of the 
Regulations to provide that the definltlon of n;mmedlate vicinity" shall be set forth 
In the standardized procedures of the facility, and to address the Issue of missing 
or defective documents, the Board prepared minutes of .the public hearing of 
April 17, 2001. After giving notice of the proposed modifications to the 
Regulations, the Board received comments and prepared a Supplement to Anal 
Statement of Reasons. 

On June 28, 2002, the Board adopted proposed amendments to sections 
2542, 2542.1, 2547, and 2547.l of the Callfomla Code of Regulations. As 
before, the proposed amendments would allow LVNs who are Board-certified In . 
intravenous therapy to administer "specified Intravenous medications· In 
hemodlalysls, pheresls, and blood bank procedures" under certain conditions. 
On December 13, 2002, the Board submitted Its proposed Regulations to the 
Office of Administrative Law. The amended Regulations were approved by the 
OAL on January 29, 2003. 

On February 24, 2003, Petitioner CNA filed a Complaint for Declaratory 
and InjuncfJve Relfef against four defendants: Teresa Bello-Jones, the Board, 
Ruth Ann Terry, and the callfomla Board of Registered Nursing. CNA's 
Complaint challenged the regulations permitting LVNs to administer medications 
intravepousty. The Complaint also challenged two "underground regulations11 

allegedly promulgated by the Board In a October 29, 20.01, letter to the Callfomla 
Dialysis Council. 

. On March 21, 2003, CNA filed a First Amended Complaint. A demurrer to 
the First Amended Complaint was sustained with leave to amend on June 13, 
2003. 

On June 22, 2003, CNA flied a Second Amended Complaint against the 
original four defendants. Defendants Ruth Ann Terry and the California Board of 
Registered Nursing filed a demurrer to the Second Amended Complaint, which 
was susta1ned without leave to amend on October 9, 2003. Defendants Ruth 
Ann Terry and the California Board of Registered Nursing were dismissed with 
prejudice on October 15, 2003. 
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In or about Aprll 2004, CNA requested a preliminary injunction to halt 
implementation of the Regulations. CNA's request for prellmlnary Injunctive 
relief was denied. · 

On January 20, 2005, .CNA flied Its Petition for Writ of Mandamus and 
Third Amended Complaint for Declaratory and Injunctive Relief to Invalidate and 
Enjoil) Regulatory Action In Excess of Statutory Authority (the "Petition") • 

.Discussion. 

CNA brings this Petition to prevent what It dalms Is an unauthorized 
expansion of the scope .of ·pr:actlce of LVNs to permit LVNs to perform various 
nursing functions heretofore exclusively within the authority and scope of 
registered nurses. 

CNA's Petition alleges three causes of action. The First cause of Action, 
for Writ of Mandate, alleges that the Regulations authorizing LVNs to administer 
'IV medications are lnvalld for failure to comply with the Administrative 
Procedures Act. lhe Second Cause of Action seel4ii temporary and pennanent 
injunctive relief to enjoin the Regulations and thereby prohibit the administration 
of IV medications by LVNs. Jhe Third cause of Action seeks a declaratory 
judgment that the ~rd lacks the authority to amend the Regulations to exp_and 
the scope of LVN practice to Include the administration of N medications. The 
Third cause of Action for declaratory relief also challenges an October 29, 2001, 
Advice Letter from the Board to the califomla Dialysis Council on the grounds: 
(I) the letter constitutes an "underground regulation" not enacted In conformance· 
with the Administrative Procedures Act; and (II) the Board's advlc;~ In the letter 
that LVNs are pennltted central line access and to perform assessments on 

. hemodlalysls patients Is contrary to exl~lng law. 

A. Standard of Review 

When a court Inquires Into the validity of a quasl-legfslative administrative 
regulation, the· scope of review Is limited. ( C8I. Assn. ofPsychology Provlder.s v. 
Rank (1990) 51 Cal.3d 1, 11'.) The court's task Is to determine whether the 
regulation Is (1) within the scope of ttie authority conferred by the statute, and 
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(2) reasonably necessary to effectuate the purposes of the statute. (Ralphs 
Grocery Co. v. Reimel (1968) 69 cal.2d 172, 175; Agrtcultural Labor Relations 
Bd. v. SuperlorCourt(1976) 16 cal.3d 392, 411.) 

Judicial review of quasl-leglslatlve acts generally conslsw. of an 
examination of the proceedings before the agency to determine whether Its 
actions were -arbitrary, capricious, or entirely lacking·1n evldentfary support, or 
whether the ag_ency failed to follow the procedures and give the notices required 
by law. (Rank, supra, at p.11.) 

When, however, a regulation Is challenged as inconsistent with the tenns 
or Intent of the authorizing statute, the standard of review Is different. (Id.) In 
determining whether a regulation Is within the scope of the authority conferred 
by a statute, a court does not defer to an agency's view because the court, not 
the agency, has final responsibility for the Interpretation of the law under which 
the regulation was Issued. ( Yamaha Corp. v. State Bd. ofEqualization {1998) 19 
Cal.4th 1, 11 fn.4.) If the court determines that a challenged administrative 
action was not c,uthorlzed by or Is Inconsistent with acts of the Legislature, that 
action ts void. (Ameriean Ins. Assn. v. Ga1r1mend! {2005) 127 Cat.App.4th 228, 
236; see also Gov. Code§§ 11350, 11342.1, 11342.2.) 

The Callfomla Supreme Court has summarized the standard courts must 
apply.when reviewing an agency's Interpretation of a statute as follows: 

11Courts must; In short, Independently judge the text of the statute, 
taking into account and respecting the agency's interpretation of Its 
meaning, of course, whether embodied In a formal rule or less 
formal representation. Where the meaning and legal effect of a 
statute Is the issue, an agency's lnterpretaijon Is one among 
several tools available to the court. Depending on the context, It 
may be helpful, enllghtenlng, even convincing. It may sometimes 
be of little worth. Considered alone and apart from the context and 
circumstances· that produce them, agency Interpretations are not 
binding or necessarily even authoritative. To quote the statement 
of the Law Revision Commission In a recent report, 'the standard of 
judicial review of an agency Interpretation of law Is the Independent 
judgment of the· court, giving deference to the detennlnatlon of the · 
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agency appropriate to the circumstances of the agency action."' 
( Yamaha, supra, at p.8 [cltatlons omitted].) 

B. Were the Amended Regulations Adopted in Accordance with the 
,Law? 

According to CNA, the amended Regulations exceed the scope of the 
Board's authority under the Vocational Nursing Practice Act (Bus. & Prof. Code §§ 
2840 et seq.). Speclflcally, CNA contends the Regulatlons violate section 
2860.S(c) of lhe Act. Thus, the Court is called upon to interpret the intent of 
that starute. 

To determine leglslattve Intent, the Court turns first to the actual language 
of the statute. If the words of the statute are clear, a court should not add to or 
alter them to accomplish a purpose that does not appear on the face of the 
statute or from its legislative history. (Herman v. Los Angeles County 
Metropollt21n Transportation Authority (1999) 71 cal.App.4th 819; 826.) But if 
the meaning of the words ls not clear, courts must take the second step and 
refer to the leglslatJve history. The final step, which should be taken only if the 
first two steps fail to reveal clear meaning, ls to apply reason, practicality, and 
common sense to the language at hand. (Id.) The Court applies these rules of 
construction to the facts and the statute at Issue here. 

Business and Professions Code section 2860.5 sets forth the scope of 
practice of LVNs. It provides: 

"A licensed vocational nurse when directed by a physician and 
surgeon may do all of the following: 

(a) Administer medications by hypodermic Injection. 

{b) Withdraw blood from a patient, If prior thereto such nurse has 
been Instructed by a physician and surgeon and has demonstrated 
competence to such physician and surgeon In the proper procedure 
to be employed when withdrawing blood, or has satisfactorily 

-------~ ~~~cLa_pre~~~co.w:s~~Llos~~ctloJLa~~~cU ~ ~-----
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board, or has demonstrated competence to the satisfaction of the 
board. 

(c) Start and superimpose Intravenous fluids If all of the following 
additional conditions exist: 

(1) The nurse has satisfactorily completed a prescribed 
course of Instruction approved by the board or ·has 
demonstrated competence to the satisfaction of the board. 

(2) Toe procedure is perfonned In an organized health care 
system in accordance with the wrltt~n standardized 
procedures adopted ·by the organized health care system as 
formulated by a committee which lndudes representatives of 
the medical, nursing, and administrative staffs. norganlzed 
health care system,n as used In this section, lndudes 
faclllties licensed pursuant to Section 1250 of the .Health and 
Safety Code, clinics, home health agencies, physician's 
offices, and public or community health services. 
Standardized procedures. so adopted will be reproduced In 
writing and made available to total medical and nursing 
staffs." 

The Board ·contends that under the plain language of the statute, the 
phrase "Intravenous fluids" must be construed to include "medications that can 
be administered Intravenously." According to the Board, If the Legislature had 
intended to exclude nmedications" from the definition of "Intravenous fluids," this 
would have been dearly stated In the statute. B~1,1se. It was not, the Board 
contends, the Legislature rriust have Intended the definition of nlnb'avenous 

. fluids" to· have a broad meaning to _allow for the expanding nature of the LVN 
profession. Therefore, · the Board argues, the amended RegulatJons are within 
,the scope of the authority conferred by the statute and It Is unnecessary to refer 
to the leglslalive hi~ory· of the statute. 

The Court, however, does not find the statutory language to be free of 
ambiguity. To the contrary, the Legislature's use of the word "medications" In 
subsection (a) but not In subsection {c) renders the statute ambiguous on Its 
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face. Was subsection (a) added to llmlt the draimstances under which LVNs 
may administer medication to hypodermic Injections, or merely to clarify that 
LVNs shall be authorized to give hypo(lermlc Injections containing medications In 
addition to administering Intravenous fluids? 

The Court Is unable to answer this question by looking at the face of the 
statute. Neither the term "intravenous fluid," nor the term "medication" Is 
defined by the Vocational Nursing Practice Act, so the Court must resort to the 
"ordinary, everyday" meaning of- such terms. (Herman, supra, at p.826.) Toe 
Board contends that the ordinary, everyday meaning: of the .term "fluid" ls a 
s1,1bstance tending to flow or conform to the outline of Its container, and that the 
term "Intravenous fluids" Includes any flutd that can be administered . 

·tnbavenously, Including "fluids" of medlaetlons. The Board further contends that 
the ordinary, everyday meaning of the word "medication" lndudes substances 
used as a remedial treatment of a mental or bodily disorder, and that, under this 
definition, nutrients; electrolytes, and other fluids are all "medications." (See AG 
601-02.) 

However, as documented In the OAL's Decision of Disapproval; medical 
dictionaries and reference sources generally distinguish ·between the tenns 
"Intravenous fluids" and 11medlcatlons" by separating the words by an "and," "or," 
a comma, or other distinguishing words (e.g., "The label of each container of 
fluid or medication .•.•11

),. This suggests that, at least In the medical 
community, the term "intravenous fluids" does not necessarily Include 
"medications." (SeeAG 575-76.) 

In Its S~pplement to Anal Statement of Reasons, the Board contended 
that LVNs were authorized to administer medications Intravenously by section 
2860.S(a) because the term "hypodermic Injection" Includes 11lntravascular11 

lnjectJons. (AG 643.) The Court Is not persuaded by this argument Arst, It Is 
dubious that the ordinary, everyday meaning of a "hypodermic Injection" in 1974 
·included lntravascular injectJons. · (See, e.g.,· AG 575, 907.} Second, this 
Interpretation renders the statute absurd In that it would authorize an LVN to 
administer medications Intravenously without condition, but would authorize 
LVNs to administer fluids intravenously only If the nurse has satisfactorily 
completed a prescribed course of instruction and demonstrated competence and 
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the procedure Is performed In an organized health care system In accordance 
with written standardized procedures. (See Bus. & Prof. Code§ 2860.S(a), (c).) 

Slmllarly, the Court Is unable to rely on the principle of statutory 
construction that a specific provision relating to a particular subject govems as 
against a general provision, (Peopl~ v. Superior Court (2002) 28 cal.4th 798, 
809), because it is unclear from the face or the statute.. whether subsection (a) 
was Intended as a specific limitation on when LVNs may administer medications, 
or as general authorization for them to administer hypodermic Injections. 

Construing the statute In the context of the overall statutory scheme Is 
slmllarly unavailing. (CETA v. J.R. Woo4 Inc•. (1987) 196 cat.App.Jd 1372, 1375 
[holding that a statute is required· to be construed In context, keeping in mind 
the nature and purpose of the statutory scheme of which It Is a part].) 

It Is true that the statutory framework authorizes unlicensed 'hemodlalysis 
technician~ to administer medlcat1ons Intravenously under some circumstances. 
(See Health & Safety Code§ 1794.14(d); Bus. ·& Prof. Code§§ 1247.2, 1247.3.) 
Toe Board contends that because the ~eglslature authorized unlicensed 
tec.hnlclans to adminlster medications, It also must have Intended for Licensed 
Vocational Nurses to be authorized to do so. However, this does not necessarily 
follow. First, the Hemodlalysls Technician Training Act is a wholly 1,mrelated 
statute; there are any number of reasons why· the Legislature might pennlt 
unlicen$ed hemodlalys_is technicians to administer medications In hemodlalysls 
setttn~ but preclude Licensed Vocational Nurses from -doing so. Second, the 
Hernodlalysis Technician Training Act was enacted more than 13 years after AB 
3618. Thus, even if the Hemodlalysls Techn.llian Training Act could be construed 
as evidence that the Legislature was willing to permit personnel other than 
licensed RNs to admlnlster medications Intravenously In 1987, this sheds no light 
on what the Legislature Intended when It enacted AB 3618 In 1974~ · 

Finally, in response to the argument that the Legislature would have . 
expressly prohibited Intravenous medications ·If It had so intended, the Court 
notes that one could just as easily assert that the absence of authorization to 
administer Intravenous medications Is conspicuous and suggests the Legislature 
did not lntend.LVNs to have such authority. 
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In sum, the Court Is unable to resolve these conflicts and therefore 
· condudes the statute -Is ambiguous. 

case law holds that If the meaning of the words of a statute ~re oot clear, 
the second step· of statutory interpretation Is to refer to the legislative history. 
(Herman v. Los Angeles County Metropolitan Transportation Authority{1999) 71 
Cal.App.4th 819, 826.) In this case, the legislative history shows that section 
2860.S(c) was not Intended to Include medications. 

Section 2860.S was last amended in 1974 by AB 3618. The April 4, 1974, 
proposed version of subsection 2 of the bill provided: 

Sec. 2. Section 2860.5 of_ the Business and Professions Code Is 
·amended to read: 

A licensed vocational nurse when directed by· a physician and 
surgeon may do all of the following: 

(a) Administer medications by hypodermic lnjectjon. 

(c) Start and superimpose itJtravenous fluids, and administer 
medications, as part of Intravenous therapy. The above may only 
be done if prior thereto such nqrse has . completed a prescribed 
course of instruction by the board and demo(lsf:r?Jted competence 
and demonstrated understanding of the effect ofsuch medications 
and appropriate action 'to be taken if untoward reaction occurs. 
(AG 923-924.) 

CNA opposed the April 4, 1974, version of AB 3618 because, among other 
reasons, CNA w.anted "to strike the LVNs authority to 'administer medications"' as 
part of Intravenous therapy. (AG 926.) The Legislature subsequently amended 
AB 3618 on June 5, 1974, specifically to delete the langLJa·ge that would have 
glven LVNs · the quthorlty to administer medications as part of intravenous 
therapv. (AG 921-22, 92+25.) As amended, the bJII provided: 

Section 1. Section 2860~5 of the Business and Professions.Code is 
amended to read: 
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2860.5. A licensed vocational nurse when directed by a physician 
and surgeon may do all of the following: 

(a) Administer medlcatlons by hypodermic injection. 

(c) Start and superimpose Intravenous fluids, and administer 
ffleelleatloA, as part of lne=aveAous theropy. The above fflay-eAly-ee 
Elene if prior thereto such nurse has COFRJ;»eted a prescrlbed course 
of lns&-uctlon b)t the boaFd aOHemonstr-ated competenee and 
eernonst:rated understanding of M=le effect of sucl=l medications and 
appropriate action to be taken if untoward r-eaction occurs if all .of 
the following additional conditions exist: 

(1) The nurse has satisfactorily. completed prescribed course 
of Instruction approved by _the board or has demonstrated 
competence to the satisfaction of the board. 
(2) The· procedure Is performed in an organized tiealth care 
system In accordance with written standardized procedures 

- adopted by tfle health. care .system as formulated by the 
committee which Includes repres~ntatlves of. the .medical, 
nursing, and.administrative staffs••••n {AG 92+925.) 

. 
. It thus appears that -the Legislature amended t~e bill to delete ~e 

language that wo1:,1ld have lnduded administration of Intravenous medications 
within the LVN scope of practice. The amended blll was passed by tJ:,e Assembly 
and the Senate and signed into law by the Govemor on September 23, 1974. 
(AG 929.) 

The general rule is that when .the Legislature has rejected a specific 
provision which was part of an act when origin.ally Introduced, the law as .enacted 
should not be construed tQ contain that provlstor:a.1 { Ventura v. City ofSan Jose 

1 This rule has some exceptions. For Instance, It· does not apply if the spedflc language Is 
replaced by general language that fnctucfes the specific lnsll!nce. (~ll~m(a Ass~ ofPsychology 
Providers v. Rank (1990) 51 cal.3d 1, 17-18.) The example gfVen In R.ank ls that If a bnl were 
Introduced dealing with "teachers' salaries In Los Angeles County," then amended to deal ·with 
"teachers' salaries" generally, the court would not construe It to apply to all counties except Los 
~!es. (Jd.) This exce(Jtlon might apply here If the term a1ntravenous fluids" were oonstnred to 
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(1984) 151 cal.App.3d 1076, 1080.) Accordingly, this Court condudes that 
because the Legislature deleted the language authorizing LVNs to administer 
medications intravenously, the statute cannot" be construed to contain that 
provision. · 

The Board's early interpretation of the statute also appears to support the 
conduslon that LVNs were not authorized to administer IV ·medications. In a 
Notice from the Board Issued on or about March 10, 1978, the Board stated the 
followlng: 

11It has been brought to the attention of the Board that there may 
be Licensed Vocatlonal Nurses employed Jn facllltles who are 
administering Intravenous medications. This notice Is being sent In 
order to reach those facilities that are permitting the L.V.N.s to 
perform this Illegal procedure. 

''The regulations define those Intravenous solutions that L.V.N.s are 
permitted to start and superimpose. Medications are not lnduded 
since this was not the Intent of the law. Therefore, It must be 
pointed out that the L.V.N. Is not permitted by law to administer 
Intravenous medlcatlons1 add medications to an Intravenous 
solution, or start and/or superimpose solutions that contain 
medications,n (Declaratfon of Pamela Allen, EX. A-1.) 

The Board has attempted to explain Its 1978 interpretation of nthe law11 as 
a reference to the Board's then-existing regulations1 which excluded medications 
from the deflnltlon of Intravenous fluids, rather than a reference to the statute 
itself. The court finds this argument unpersuasive rn light of the fact that 
.elsewhere In the Notice, the Board appeared to dJstlngulsh "the law•• (I.e., the 
statute) from Its regulations: ''The Board Is concerned that Licensed Vocatronal 

fncl!,Jde "medlcaUons.• As discussed above, there Is no Indication that the Legislature Interpreted 
· a1ntravenous fluids" In such a manner, or that the Legislature deleted the reference to n, 

medications because It believed such words were supe,fluous. To the cxmtr.uy, the only 
evidence sugg~ the reference to IV medications was deleted In response to obJectJons by CNA 
that LVNs should not be authorized to administer medications as part of·n, therapy. Acwrdlngly, 
the Court concludes that the ex~tion discussed In Rankdoes not apply In this case. 
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Nurses practice within the scope of the law and regulations • . .•11 If "law" were 
Intended to encompass the Board's regulations, this latter reference to 
"regulations" would have been superfluous. 

Subse_quent legislative attempts to Interpret or amend section 2860.5 also 
appear to support the Court's Interpretation. In 1980, Assemblyman Alatorre 
requested a formal opinion from the Legislative Counsel of callfomla asking th~ 
specific question, "May ~e Board of Vocational Nurse and Psychiatric Technician 

. Examlners authorize, by regulation, llcensed vocaUonal nurses to administer 
medications by Intravenous Injection?" (AG 905-907,) The response by 
LeglslatJve Counsel provides, In relevant part: 

"We think it Is clear ·that the Leglslat~re has, by the provisions of 
Section 2860.5, llmlted licensed vocational nurses, Insofar as the 
administration of medications by Injection are.concerned, to that of 
the hypodermic Injection method ~nd has l!mlted the use of 
Intravenous method to that of the starting and superimposing of 
Intravenous fluids under specified condltJons. ·. · 

"Thus, a regulation of the [BVNPT] which would authorize licensed 
vocational nurses to administer medicatlons by Intravenous 
Injection would be authority which Is beyond that authorized by 
Section 2860.5 and, as such, would be Invalid." (/cl.) 

Whtie Opinions of the Legislative Counsel, like opinions of the Attorney 
General, are not ·binding, the caJifomla Supreme Court has held that In the 
absence of conb'olllng authority, they are persuasive. (Col Assn. ofPsychology 
Providers v. R.ank (1990) 51 Cal.3d 1, 17; see also Eli v. Chacon (1976) 16 
cal.3d '465, 470 ["Although a legislative expression of the Intent of an .earlier act 

· Is not binding on the courts • , . that expression may ·properly be considered 
together with other factors In arriving at the true l~lslatlve Intent exfstJng when 
the prior act was passed."].) · 

In response to the Leglslatjve Counsel's Opinion, ASsemblyman Alatorre 
Introduced legislation (AB 642) In the 1981-82 legislative session that would have 
"authorlze[d] a licensed vocational nurse to start and superimpose IAtravenous 
fluids containing medications under specifled conditions." (AG 908-910, 915-
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918.) AB 642 was sponsored by the Board. In a January 22, 1983 letter to 
hospital administrators, the Board stated: 

111le Board of Vocatlonal Nurse and Psychiatric Technician 
Examiners sponsored AB 642 authored by Assemblyman Richard 
Alatorre ln the 1981-82 leglslatlve session. This measure would 
have expanded the scope of Practice of Ucensed Vocational Nurses 
and authorized them to administer certain Intravenous medications 
after successful completion of a course of Instruction approved by 
the Board. .This legislation failed In the Senate Finance 

.Commlttee. 11 (Declaration of Pamela Allen, Ex. A-3.) 

The Legislature's failure to enact an amendment to a statutory scheme 
generally prov_ldes llttle guidance on the Issue of legislative intent. (American 
Ins, Assn, v. -Garamendl (2005) 127 cal.App.4th 228, 246.) This Is because the 
Legislature's fallure to amend a statute evo.kes contllq:Jng Inferences. (Id.) . 
However, when determining whether an admlnlstratfvely promulgated rule Is 
consistent with controlllng leglslatlon, legislative rejection of an· authorizing 
statute may prove more persuasive. (Id.) The Legislature is presumed to act 
with knowl.edge of an agency's ·adminlsbative Interpretation of the statute, and It 
Is reasonabl_e to assume the Legislature would have tak.en corrective action had It 
disagreed with the existing administrative Interpretation. (Jones v. Pierce (1988) 
199 Cal.App.3d 736, 745-46.) Thus, the Legislature's failure to change the law 
lends credence to the Board's administrative construction at the time AB 642 was 
rejected. Moreover, the Board's attempt to obtain legl_slatlve amendment of the 
governing statute can be construed as a.n Implicit admission that legislativ:e 
authorization was needed. (Garamendl, supra, at p.246.) 

Respondent Board argues that notwithstanding this leglslatlve history, the 
Court should defer to the Board's current ·interpretation of the statute. The 
Board cites cases holding that where an agency Is charged with enforcing a 
statute, Its Interpretation of the statute should be entitled to "great weight." 
{Opposition, p.11 [citing Lusardi Construction Co. v. Co/if. Occupational Safety & 
Health App. Bd. .(1991) 1 Cal.App.4th 639, 645; Paeific Legal Foundation v. 
Unemployment Ins. Appeals 8d. (1981) 29 cal.3d 101, 111; Sheyko v. .Sa.erl! 
(2003) 112 Cal-.App.4th 675, 686],) The Board contends the Court should defer 
to the agency's lnterpretatJon even If such Interpretation Is not consistent with 
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the agency's prior Interpretation. The Board cites ·cases holding that "[e]ven • 
. when an agency adopts a new Interpretation of a statute and rejedl. an old, a 
court must continue to apply a deferential standard· of review••••" (See, e.g., 
H~nnlng v. Industrial Welfare Commn. (1988) 46 Cal.3d 1262, 1270.) In the 
abstract, this appears to be a correct statement of the law. However, there Is an 
exception to this general rule. 

As held by the Supreme Court In the Henning case, which was relied upon 
by the Board: "When as here the construction In question Is not 'a 
contemporaneous Interpretation' of the relevant statute and In fact 'flatly 
contradicts the position which the agency had enunciated at an earlier date, 
closer to the enactment of the ••• statute[,]' It cannot command significant 
deference. 11 (Id. at p,1278.) This point was reiterated by the Supreme Court"ln 
Yamah~ Corp. ofAmerica v. State Board ofEql!al/z.atlon (1998) 19 cal.4th 1, 14, 
which held that the weight given to an agency's lnterpretatlQn of a statute 11 wlll 
depend upon the thoroughness evident in Its consideration, the validity of Its 
reasoning, Its consistency with earlier and later pronouncements, and al! those 
factors which give It power to persuade ••••" (See also Brewer v. Pate/(1993) 
20 Cal.App.4th 1017, 1022 [finding no reason to defer to Labor Commissioner's 
Interpretation of regulation where Interpretation was contrary_to plain meaning of 
~Me and Inconsistent with Commissioner's own prior Interpretation of the 
rule]; Whitcomb Hotel, Inc. v. Callfomla Emp. Commn. (1944) 24 Cal.2d 753, 
757 ["At most admlnlstratlVe practice Is a weight In the scale, to be considered 
but not to be Inevitably followed ...•"].) 

In this case, the evidence shows that the Board's current Interpretation of 
the statute Is of recent origin, and Is not consistent with the Board's earlier 
interpretation of the statute, which the Board made much closer In time to when 
the statute was enacted~ Therefore, the Board's Interpretation Is not entitled to 
the deference that it otherwise would be due. 

In any event, whatever the force of admlnlstratfve construction, relevant 
case law establlshes that final responslblllty for Interpretation of the law rests 
with the court. The ·Court condudes that the Board's Interpretation of section 
2860,5 is erroneous. As construed by this Court,· section 2860.5 prohibits the 
Board to adopt a regulation authorizing LVNs to administer Intravenous 
medications. Therefore, the amendments to Callfo~la Code of Regulations, title . 
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· 16, sections 2542, 2542.1, 2547, and 2547.1, allowing LVNs to administer J.V 
medications must be enjoined as Inconsistent with the Vocational Nursing 
Practice Act. 

c. ,Does the Board's October 29, 2001, Letter to the California 
Dialysis Council Constibrte a~ Underground Regulation? 

On October 29, 2001, the Board responded by letter to an "Inquiry" from 
the callfornia Dialysis Council ("CDC") asking whether LVNs were authorized to 
Initiate dialysis via a central line catheter and to perform patient assessments for 
the purposes of determining treatment. In Its letter, the Board stated that LVNs 
"are pennitted central llne access,11 and that" LVNs "can perform basic 
assessment, or data collection." There Is no dispute that these Interpretative 
statements were not adopted In accordance with the APA procedures. Thus, 
CNA correctly contends that If the Interpretations qualify as •~regulat1ons11 within 
the meaning of Government Code § 11342.6, the regulations are Invalid. 
( ca/lfom/a Advocates for Nursing Home reform v. Bonta (2003) 106 cal.App.4th 
498, 507.) . 

The Court Is not persuaded that the Board's statement In the October 29 
letter that "LVNs are permitted central llne access" constitutes a regulation 
subject to the APA. The APA d~flnes "regulation" to Include "every rule, 
regulation, order, or standard of general appllcatJon or the amendment, 
supplement, or revision of any rule, regulation, order, or standard adopted by 
any state agency to Implement, Interpret, or mak!;! specific the law enforced or 
i:!dmlnlstered by It, or to govern its procedure." (Gov, Code § 11342.600.) A 
regulation subject to the APA has two principal identJfylng characteristics. Fir~, 
the agency must Intend Its rule to apply generally, rather than In a specific case. 
Second, the rule must "Implement, Interpret, or make specific the law enforced 
or administered by [the agency], qr ••• govern [the agency's] procedure." 
(Bont:ai supra, at pp.506-07 [citing Tidewater Marine Western., Inc. v. Bradshaw 
(1996) 14 Cal.4th 557, 571].) 

CNA apparently contends that the Board's ·statement constitutes a 
"regulation" because It appears to conflict with a June 23, 1993, letter from the 
Board stating that LVNs may change site dressings but that "[n]o other 
procedures or manlpulatlon of central llnes are permitted." (Declaration of 
BOOK : 16 Superior Court of california, 
PAGE : 
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Pamela Allen, Ex.A-4.) Howev~r, the June 23 letter appears to have been 
responding to a question about bolus or "push" administration Into cenb"al llnes 
and the language must be read In this context. Moreover, sectJon 2860.5 
expressly authorizes LVNs to nstart and superimpose Intravenous fluids" If certain 
conditions are met, and does not llmlt LVN~; to accessing secondary infusion 
lines. Actorcllngly, the Court Interprets the statement In the Board's October 29 
letter as a statement of existing law and not as a new "regulatlon11 within the 
meaning of the APA. 

Slmllarly, the Court Is not persuaded that the Board's statement In the 
October 29 letter that "the LVN can perform basic assessment or data collection" 
Is an under.ground · regulation. The letter merely reiterates what Regulation 
2518.5 already provides, namely., that the scope of LVN practice Includes "basic 
assessment (data collettfon). 11 (See 16 C.C.R. § 2518.5.) 

The statements in the Board's October 29 letter do not constitute 
underground regulations. 

D. Conclusion 

The Court finds that the amended Regulations must be set aside because 
the Regulations are not within the scope of the authority conferred by the 

· statute. 

Accordingly, the Court grants CNA's request for a peremptory writ of 
mandate commanding Respondenl5 to set aside the Regulations, arid for a 
pennanent injunction enjoining the Implementation and enforcement of the 
Regulations. Respondents shall file a return to the peremptory writ of mandate 
within 30 days after It Is served on them describing what steps they have taken 
to comply with the writ. The Court denies CNA's request for declaratory relief In 
respect to the October 29, .2001, Advice Letter. 

CNA Is directed to prepare a formal judgment, attaching the Court's rullng 
as an exhlblt1 . and a writ of mandate consistent with th~ rulirig; submit them to 
opposing counsel for approval as ·to fonn; and thereafter submit- them to the 
Court for signa_ture and enby of.judgment in accordance with Rule of Court 391. 
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Any request for fees or costs shall comply with the Code of Civil Procedure 
and all stat~ and local rules. · 

Dated: July 14, 2005 
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CERTIFICATE OF SERVICE BY MAIUNG 
(C.C.P. SEC 1013QA(~)) 

I, the Clerk. of the Superior Court of California, County of Sacramento, certify that 
I am not a party to this cause, and on the date !!hown below I served the 
foregoing MINUTE ORDER by depo~itlng true copies thereof, enclosed in 
separate, sealed envelopes with the postage fully prepaid, In the United States· 
Mall at Sacramento, callfornla, each of which envelopes was addressed 
respectively to the persons and addressed shown. I, the undersigned deputy 
clerk, declare under penalty of peljL.iry that the forgoing is . ue and correct. 

Dated: July tl 2005 
D. Ahee, 

califomta Nurses Association 
Legal Department 
Pamela Allen 
2000 Franklin Street, Suite 300 
Oakland, CA 94612 

JESSICA M. AMGWERD 
califomla Department of Justice 
1300 I Street, Suite 125 · 
P.O. Box 944255 
Sacramento, CA 94244-2550 

BOOK : 16.PAGE •
DAT'=· : JULY 141. 2005 
CASE NO•. : 00AS00!f00 
CASETrrLE : CNA V. BELLO JONES 
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SUPERIOR COURT OF THE STATE OF CALIFORNIA 

COUNTY OF SACRAMENrO 

CALIFORNIA NURSES ASSOCIATION, Caso No.: 03AS00990 l 
Petitioner and Plaintiff, 

vs. PEREMPTORY WRIT OF MANDATE 

TERESA BELLO-JONES, in her official 
capacity, CALIFORNIA BOARD OF 

Case Filed: February 24, 2003VOCATIONAL NURSING AND 
PSYCHIATRIC TECHNICIANS, !Judge: Hon. Judy Holzer Hershor 

Responde~ts and Defendants. 

) ________________) 

To Respondents Teresa Bello-Jones and Board ofVocational Nursing and Psychiatric 

Technicians: 

• WHEREAS on 3- f'1.,,. c::5 ,judgment was entered in this actio~ ordering that a 

peremptory writ of m~date be issued from this Court, 

THEREFORE, YOU ARE HEREBY COMMANDED, to rescind the amendments to title 

16, California Code ofRegulations§§ 2542, 25~2.1, 2547 and 2547.1 that were effective 

February 28, 2003, and to refrain from implementing or enforcing the terms ofsaid amendments 

and shall, instead, implement and enforce the terms oftitle 16, California Code ofRegulations. . . 

§§ 2S42, 2542.1, 2S47 and 2547.1 as they existed prior to the February 28, 2003 amendments; 

1 
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AND ARE HEREBY FURTHER COMMANDED, within thirty days from the date that 

copy of this writ is served on you, to file a return to this peremptory writ ofmandate describing 

what steps have been taken to comply with the writ 
,• 

·' 

y: <---9.AL 
Deputy 

Honorable Judge Hohor:kc 
Judge of the Superior Court 
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CALIFORNIA 
NURSES 
ASSOCIATION 

A Voice for Nurses -A Vision for Hea//hcare 
www.ca/nurse.org 

November 22, 2005 

By Hand Delivery 

Diane Ahee, Clerk to 
The Honorable Judy Holzer Hersher 

Sacramento County Superior Court 
Department 16 
720 Ninth Street 
Sacramento, CA 95814 

RE: . California Nurses Association v. Teresa Bello-Jones, et al. 
Sacramento Superior Court Case Number: 03AS00990 

Dear Ms. Ahee: 

On August 15, 2005, in accordance with Judge Hersher's instruction in her ruling in the 
above-referenced case dated July 14, 2005, I sent the original plus one copy each for 
execution by the Court of a proposed Final Judgment and a proposed Peremptory Writ of 
Mandate. As I indicated at that time, drafts of both of those documents had been provided 
to and approved as to form by Jessica Amgwerd, counsel for the respondents. 

Judge Hersher signed the Final Judgment on August 17, but there was a delay in our 
receiving a copy, apparently due to confusion caused by the fad that some of the Court's 
records had the case number misidentified as 03AS00900, rather than the correct Case No. 
of 03AS009f!0. 

We still have not received the signed Peremptory Writ of Mandate. I am enclosing herewith 
two clean c_opies of the proposed Peremptory Writ of Mandate for the Court's consideration, 
in the event the originals have been misplaced. I am also enclosing a self-addressed, 
stamped envelope for return of an executed copy, assuming the Court signs the Writ as 
drafted. 

Once the Writ issues, I will prepare, file and serve a Notice of Entry of Judgment Granting 
Peremptory Writ, which should bring this case to a close. 

□ CNA OAKLAND O t:NA SAt:IUMENTO 0 CNA SANTA CLARA 0 CNA l'RESNO' 0 CNA GLENDALE 0 CNA SAN DIEGO 
HEADQUARll:RS 1107 91h S1rcc1, Ste 900 1961 Prunoridgc Al'c .. # n I25 E, 81us1ow, S1e I I 2 425 West Broadway, Ste 111 3 I 60 Camino dcl Rio So . # 305 
2000 r-ranklin 51., Ste. 300 Sacra111cn10. C,195814 Su111a Cl:ir:,. CA 95050 Fresno, CA 93710 Glendale, CA 91204 San Diego, CA 92108 
Oakl:md, CA 94612 (916) 44(1-5021 (408) 920-0290 (559) 2,18-1948 (818) 240- I 900 (619) 516-4917 
( IO) _5 273 2200 Fa>: (916) 446-6319 ro.: (408) 920-0362 Fax: (559) 248-9220 Fax: (818) 240-8336 • Fa,: (619) 516-4922 

Fox: (5 IOJ 663- I 625 © ~ - 0 



Letter to Diane Ahee 
November 22, 2005 
Page2 

I very much appreciate your time and assistance In this matter. Please contact me at (510) 
273-2271 If you have any questions or require revision of the enclosed proposed Writ. 

Very truly yours, 

CALIFORNIA NURSES ASSOCIATION 
LEGAL DEPARTMENT 

~~ 
Pamela Allen 
Legal Counsel 

Enclosures 
cc: Jessica M. Amgwerd, Deputy Attorney General 
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DEPARTMENT OF PUBLIC HEALTH f"'n n , _ _ 

1~1) PROV1DERJSUPPUEAICU. tllll D-'~ SURVEY 
4ND PW< Of' CORRECTION 
SIArEMENT OF CEFICIENCtES 

IDfllTIFIC-'IION NUMBER ccM,LETcD 

A. ~UILOING 

8 V>'NG050360 06/3012011 

STREET -'ODRESS. c rrr, STATE, ZIP CODENA"4E OF PROV1DER OR SUPPL IER 
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The followil"lg reAects the findings of the Depamient 

of Public Health during an rnspecllon visit: 

Complaint Intake Number 
CA00269065, CA00276079. CA0027'12B.:I • 

Substantiated 

Representing Ille Oepart,,,ent of Public Health; 

Su,veyor ID# 27294, HFEN 

The inspecfon was limited 10 lhe specil'ic facility 

e11ent investigated and does rot represent the 

I findings or a full inspaclion of the facility, 

I
IHearth and Safety CocJe Section 1280 1(c): For 
'. purposes cf !his Seeton "immediate jeopardy" 

means a &itualron rn which the licensee's 

nom;ompliance with one or more reQ1Jiremenlg of 

The following conslilutes Marin 
General Hospital 's plan of 
correction of Iha alleged 
dericiencies cited by the California 
Department of Public Health in 
the Statement of Deficiencies 
from Slate 2567 dated 5/29/2013. 
Preparation and/or execution of 
this evidence of corrective action 
does not constitute admission or 
agreement by the provider of the 
truth of the facts alleged or 
conclusions set forth on the 
Statement or Deficiencies. It has 
been prepared and/or executed 
solely because II is required by ' 
State law. 

Immediately after the event an 
licensure has caused. or is likely lo cause, serious 

injury or death to the patient. 

Penalty riumber 110009908 

A 001 Informed Ad11erse Event Notification 

! 
IHealth and Safety C0d11 Section 1279 1 (c), "The 

facility $hall inform ltlu patient or lhe party 
respcnsibl11 for the patient of tt,e adverse event by 
lhe lime the report 1s made· 

The COPH verified that the facility informed lhe 

palient or tile party respon!itlle for 1118 palient of the 

c1dverse e11ent by the time the reQOlt was made. 

A 010 1280.1(a) Heallll & Safely Code 1280 

investigation commenced. 

The involved Registered Nurses 
(RN) and Respiratory Therapist 
(RT} were interviewed for their 
accounting of the event, Hospital 
management carefully reviewed 
and documented its teview of any 
allegations made as to employees 
to determine whether any 
disciplinary or corrective action 
was warranted as lo acts ot 
omissions by or related to such 
employees. These reviews were 
completed as to the RN 
employees on 5/11/2011 and the 
RT on 5(12111. Employee matters 
are reviewed under the policies 
and crocedures or the 

5/29/2013 3:21'.27PM 
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CALIFORNIA llEAlfH ANO rlUMAN SERV1CES AGENCY 

DEPARTMENT OF PUBLIC HEALfH 

STAT~MFNT OF DEFICIENCIES 

AND Pl.AN OF CORRECTION 
(X1 I PnOVIDERIS\JPPLIEFl!CLIA 

rOE/<TIFICATION N\;"4BER 

Olla360 

(!<11 MUlTIPLE CONSlRUCTIOtl 

A tlt.:icDl~J 

D 1-.,MG 

(XJJ DATE SURVEY 
CCMPLETfD 

08/30/2011 

N.WE Of PROVIOfR OR SUPPLIEI\ 

Marin Gen1tr11I Ho•pillll 

STREET ADOAESti, c1rv, STATE UP CODE 

2&0 Son Alt Rd, Graenbrae, CA 9•904-1702 MARIN COUNTY 

\X•)lO SU.aMARY STATEMENT OF OEFICIEi'!CIES 10 PROIIIOER'S PLAN OF CORRECTI0'4 ('5) 

PREfl~ (EACH DHICIENCY 1,11.JS I OE PAECE£0Ea B'f FULL PREFIX !EACH CORFl!:Cll\/E AC110~ Sf<OU(O BE CROSS, 
TAG RE()IJL.AIORY OR LSC I.J~NTl>rn+G IN~ORMAJIOhll rAG RHEREtlCED TO THE APPROPRI/, TE OEFICIE~Y) 

(a) Subject lo subciv1sion (d), prior to me effedive 
date of 1eg1Jtalions adopted to implement Section 

1280.3, 1f ~ licensee or a heallh racility licensed 

under subdivision (a), [b). or (~ or Section 1250 

receives a riolic.B of deficiency constituting an 
immediate jeopa,dy la Iha health or sefaty of a 

paLent and is 1equired to submit a plan of 
correction. lhs depar1menl may assess lhe 
licensee an administrative penalty in an amount 
not to exi:.eed t,,,,,enty-live thousand doIIa1s 

($25,000) per violation. 

In,is RULE i5 not mal as evidena!d by 

IE 1158 T22 O:VS CH1 ARTS 70493(a) Intensive 
1Care Services General Requirements 

I 
(a) Written po/ides and prcced\Jres sha11 be 

de~etoped and mainlalned by the person 

respoMibla for the seniice in consultacion with other 
appropriate health professionals and administration . 
Policies shall be approved by the governing body. 
Procedures shall be ;ipproved by the administration 
and medical staff where such ·lll appropriate. 
Policies and procedures shall include, but not be 

limited lo: 

This RULE is not met as evidenced by: 
See Tag 1159, 1160, and 1164. 

E 1159 T22 DIVS CH1 ART5 704!i3(a) (3) 
Intensive Care Services Genera! Requirements 

(3) Routine procedures. 

Department of Human 
Resources. These include a 
system of progressi\/e disciplinary 
action for which the Executive 
Director of Human Resources is 
ultimately responsible. As 
required by the Respiratory Care 
Board the RT was reported to the 
licensing agency. Complete 
records of any such actions taken 
al the time are maintained and 
are available for on-site inspeclion 
in the Office of the Executive 
Director or Human Resources. In 
addition, management conducted 
an overall review of the applicable 
policies, procedures, bylaws and 
rules and regulations and any 
amendments thereto undertaken 
by the Department of Human 
Resources to ensure that the 
allegations contained in the 
deficiency report were adequately 
addressed by these policies, 

The policy and pfocedure entitled 
Patient Care Protocol Intubation. 
Assisling with, was revised to 
include time frames for 
assessment and reassessment of 
the patient during -the intubation 
process by nursing and · 
respiratory therapy, The policy 
was revised further to include a 
time-out procedure and 
assurance of adequate ventilation 
post-intubation. The lime-out 
process includes documenting the 

Evenl 1O:LHIM 11 5/2Ql2013 3;2U7PM 
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OEPARTMEN r OF PUBLIC HEAL TH 

51,'\:'EMC'~I OF OF.C1EPJC,E~ (X1) e~OVIOCRJ~UPPLIEF\ICUA (J'.J) MULTIPLE COIIS IRUcno11 (;l;ll DAI E SURVEY 
,.1,~Q f1LPt1 Of COi~REC !IOt-, 1DENflFICA noN NUl.<BER COMl'LErEO 

A 8Cl11,0ING 

050360 8 "'tfG 08/~0/2011 

NAME OF PROV IOER OR SLJPPLIER STREET •MRBS CITY, ST4TE l iP coo~ 
Ma,in G•n~rar Ho ■ pllal 250 So~ Air R~. GrunbtH, CA 94904•1102 MARIN COU"4TY 

( X ◄ ) 10 SU~IMARV STATEMENr a, OEFICIENCIE~ •O Pl\0\/IDE:R'S Pl.AN Of COR~ECTK)N iJll1 
P'IEFIX lEACt< OEflC IENCY !,<UST ae P"ECEE □ ED BY FULL 111-{E:.F'"IX. lfACtl CORRECTIVE ACT'ION SHOULO ee CROSS CO.,.PlfTl. 

!AG REOOUITORY OR LSC ,ornT<FYING INFORMATION) r-.G RHUilNC(O IO l"l<E APPROPRIATE OEFlCl[NCY) CATE 

size and placemen/ or the 
endotracheal ,ube, securing the 

This RUL!: Is not met as evidenced by: endotracheal lube, connecting the 
patient to the venlilator, 

seei.ig 1156, 1150, and 1164 observations of pulmonary,
1 cardiovascular and neurological I 

status (e.g., observing the patient I E 1160 122 DIVS CH1 ARTll 7C493(a) (4) 

now loop, chest rise, bilateral 
brea1h sounds, palient volume, 

1lntersIve Care Services General Reqi.,iremenls 

and peak inspiralion pressure , 
verifying pulse oximetry), 
observing heater settings and 

(4) Emergency procedures 

This RULE Is net mel as ev ,denced by: 
humidification. selling alarms, 
documentation and labeling ofSee Tag 1155, 1159, alld 1164 

I 
documents. The policy was 
approved by Nursing on 8/5/2011,E 1,54 T22DIV5CH1AIH6 ?Q495(a) (1) 
the Medical Execulive Committee 

Intensive Care SeMce Staff on B/15/2011 and lhe Quality and 
Patient Safety Committee on 

. (a) A pnys1c1a,~ with training in critical care 
8/23/2011 . It is approved by lhe 

medicine s~,a/1 have overall responsibility (or the Board of Directors on 9/1/2011 . 
\ 1nlensive care service. This physician or his 

desigr.atad alternate s"1all be respoMibl~ for The ventilator flow sheet was 
revised to include the RT and RN 

1 The hospital violated lhe regura~on by railing to signalure verifications of 
implement i11tensive care polic;ies and procedures participation in the lime-out 
when lhe respiratory lherap1st and three registered checklist. This checklist Is 
nurses did not provide reassessment and did not currently incorporated into the 

provide con~nued ongoing assessments with electronic health record (HER). 
dcx;umenlation of respiralOI)' care given: induding The time-out process includes 
llie intubation procedure. and Palient 11's response noting the !.ize and placement of 
lo the proceoure according to the acute care the endotracheal lube, securing 

hosp,taf's policies and procedures. These failures the endotracheal tube, connecting 

conlrlbuted to Palient 11's death. These fai!urea ol the patient to the ventilator, 
observing pulmonary. the violations al Section, 7049J(a) , 70493(a) (3), 
cardiovascular, and neurological7049l(a) (4) and 7049S(a) (1) of TiUe 22 cf /he 
status (e.g., observing the patientCahlorn,a Code of Regulations and was a denciency 
flow loop, chest rise, bilateral 

5129/2013 3:21 27PMEvent I0:LHIM11 
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I CfNTIFICATl □~ ~,UMB£A.A.' 10 PLM Of CCARECTION COMPUUO 
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s ,w,a030)60 06/30/2011 

SlRfEl ADORESS. C11'Y STATE, ZI• CODE 

Ma/111 Genoral Hol~ltal 

NN JE OF PR O\IIOfR CR SUPPi.i~~ 

250 San Air Rd, GrHnbrae, CA g4go1.1102 MARIN COUNTY 
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brealh sounds, patient volume, 
1r.a1 caused, or was likely lo cause, seriou!I Injury and peak inspiration pressure, 
and dealh 10 the patient, and lherelore c.onstilulcs verifying pulse oximetry ), 
an immediate 1eopardy within lhc meaning of Health observing heater setlings and 
&nd Safety Cede 1280 1 (a) humioification, selling alarms, 

documentation and labeling ofIFind,ngs documents , 

All respiratory therapists were 
!Mt indir.ated Patien: 11 was a 52 year old fem111e 
A medical char1 review was conducte-J on 06130(11 

trained on the time-out checklist 
adm1t1ed lo the rac,lily 011 _ ,1, w1lh di11gnoses and Ventilator Flow sheet revision 

,nc'ut11flg resoiralory failure due to pneumonia, by 5/19/2011, 

kidney failure, seizure disorCler, and sepsis. She 
Ventilator compe1ency for RT's isrequired a venlflalor (a mechenical deviee used lo 
done at hire and each lime a newprovide a,tificial vent,lalions crealh!I) as ?elienl 11 
ventilator series is purchased or wa~ um1ble lo breathe on her own 
leased. Competencies are filed 
.in the employee's personnel file . During an mterv1ew on 06130/11 at 10:45 a.m, 
The competency requires a sign.

UecnsecJ Nurse L s1.ite<1 fJaltant 11 tiad Deen 1n the 
off by the RT Manager or

lntensi.,e Care Uml {ICU) since lllllllmd had been 
designated RT evaluator. 

on a ventilator most ol Ulal time There had been B 

few attempts lo wean Patient , \ from the ventilator All RNs in ICU complele a 
w1Ihoul success. She slated on ...1. th8 vent ilator competency on h ire . 
decis,on was maoe to try again to wean Patient 11 The competency includes a case 
off Iha vent~ator. Patient 11 was extubaled aroun:l study, written test queslions and 
10 am , and placed on bi-pap (a non-invasive lor,'TI the time-out checkl ist. When the 

Iof crealhIng assistance) tlul con1inued to have lime-ou1 procedure was 
dilfirulty l'.>realning througr>out lhe day. The decis,ion developed RNs in ICU, ED, NICU, 

' ·Nas made to ro-inlubate Pobent 11 and put Iler and Nursing Supervisors 
bacll on 111e venti,ator L1c:ensoo Noo;e L sIate<1 compleled a competency. The 
Aesp1r.itory Tl'!eraplsl K and Physicrar, I (wllo competency requires a sign-off by 
performed lhe intubation) and herself were present the nurse evaluator. 

I in lhe room. The whole procedure look aboul 5 

minutes and was completed at 5'. 08 p m. The A time-out tool was developed lo 
perform on the intubated palientintuballori procedure wont well and llcel"ISed Nul"3e 
after connection to the \lenlilator.l gave repon to licensed Nurse N Licensed Nurse 
The tool consists of 12 

Event ID:LHIM11 512!1/2013 3:21:27P~ 
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PRff"' 
iX') 10 

[EAC>lOH•C IE,-CV >.l,IST Be PHECEEOEO 81 FUll 

fa.G R€<.i ,JU. 1CA'I' 0A LSC t0EHflF 'U' fG 11'(FO:fM~ TIOM 

L staled when she lett the room Resp,ralory 

Therapist K was taping the endo!racheal tube (ET) 

and then connected the 11entilalor lo the ET tube 
She st.alee ,,t u,at poinl lhe x-r;iy lecnnician Md 

, arrived to do a chest x,ray. so they lef1 the room 
: including Respiratory Therapist I<:. l.Jcensed Nurse 

1 L stared she did not know where Resp1ra1ory 

1Therapisl K ·..,onl, and st,e did not see him again 
I unnl 5 :2~5 24 p,m . when tney called the coc:e 

: Licensed Nu,se L staled stre had no! locked al trie 
venlllator monitor until she returned to the room at 
5:20 p.m, She stated ,t was then she looked at lhe 
monitor and saw no rcspiratoty wave Jorm9. Toe 
monitor read "wail ing lo be ,.onnected lo pa~enl ." 
She also slated none of lhe ventilator alarms had 

: sounded which indical!:!d lo her lhat the ventilator 

was not worlung. 1-iconsed Nurse L stale<l !he 
respiratory therapIsls are re5ponsible for tne 

functioning of the ventilators, including setting tl'le 
aiarms Patient 11's cardiac monitor alarmed at 

5 20 p m The monitor indica ted Patient 11 's heart 
rate 10 be low, in the 40's (normal range 60 · ao·s1 
and her oxygen levels were .Jbout 60% (normal 
range- 95%-100%). Licensed N1.rrse L and 
Physician I, \/\'ho were sl lhe desk ran to Iha room 
and noted the venl1IRtor monitor screen read 
"""ai: ing to be conriecled to pa!ien_l," whu:h meant 

, the vcntr:ator was on '"stand by" mode and was not 
provid ing orealhs lo Patient 11 Physician I 
immedialcly disconr.ected ltle venblatm rrom the 

I endotracheal rube and initialed bag/mask manual 

I breathing, and a chemical eode was called (only 
emerger.cy med11:ahons were g,ven) rhe code was 

started at 5:24 p.m. and ended al 5:37 p.m, 
re,ulllng 1n Paliont 11 's death. 'i\lhen Licensed 

,o 
PREF~ 

TAG 

i>R(lllllER'S PL.AN Of CORllECTIOH IJ<.>I 
(EA.ck COARECTM ACTIO>j S~OtAO BE CIIOSS CO..u>\ITE 

RHERE..CfD TO T><E APPROPRIATE OEFICIENCV) OAT£ 

assessment items to ensure 
proper oxygenation of the patient. 

The time-out eheclltisl was ::;-./1"-1/11 
laminated and placed on every 
ventilator by 5/19/2011 . The RT 
completes the lime-out verification 
process using the checklist 
immediately after the patient is 
attached to the ventilator. 

The lime-out checklist and ~/ 1 ✓ /11 
signature veri!ication for RT and 
RN's was implemented starting on 
6/1/11 by Respiratory Therapy. 
Staff received education on the 
new requirements, including, 
assessments and reassessments 
lime frames and documentation 
(RNs in ICU on 6/17/2011, RNs in 
NICU and ED by 7/1412011.) RNs 
and RTs were educated to the 
practice change prior lo the 
approval or the policy due to the 
significance of the event. 
Documentation of signature 
verification of the checklisl 
process by both RT and RN 's is in I 
the HER. "Critical Care Services
Patient Care Protocol -
Respirator,- Care Standards" and 
ICU Plan of Provision of Care" 
documentation requirements were 
also covered . 

Res ponsible Person 

Vice President, Nursing Services 
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I Nurse L was asked what the nur5es' 
respons1b1li!les were post-intubation. she staled the 

p11mar,, nurse shoula mal\e sure lha chest r•ses 

and fall~. listen lo lhe lung sounds, observe the 1 

ve11t1lalor ,nan,tcr \o make sure ,t ,s proY1ding 
ven11IJt1ons lo Ille patient. observe respiratory wave 

ro;m, on the monitor, make su,a ET tube is secu1e, 

make su10 oxyyen leve ls are within normal limits 

, During an interview on 06/30111 al 10:15 a.m., 
I Physician I stated that aRer Patient 11 was 
1intubated, he and Respiratory Therapist K ctieckei:l 

the 1-,ng sounds ;and checked the calt>on dioxitle 
, [C 02) monitor and everything was okay so he 

1ns1ructed Respiratory Therapist K lo connect Iha 

venUlator lo Patient 11'S ET tube, Physician I 

staled he then left ll,e room, and went back to the 

desk lo complete his ch,1rt,ng Physic1an I slated 

he did not look at the ven!llator monitor at that hme . 

He slated usually 1/se rasp,rato,y therapist stays in 

lhe room to make sure Iha v9<1hlator is funchoning 

properly. 

IOurmy an 1111t,rview on 0//0511 t at 2 p.m. Licensed 

Nurse M stated that M was helping L1censoo 

Nurse N reposition P3!1ant 11 on - 1 arter lhe 

posl intubation cnest • -ray . license<l Nu;sa M was 
• cisked ,t he ha<l looke<l at the ventilalor monitor 01 

i c!lecl<ed to see 1! Patient 11 was breathing he 
'. stated he hao not, unttl Phys,c,an I and Licensed 

Nurse L came back ,nto the room. 'Nrlen asked 

what were m.rses' responsibilities post-inlubalion, 
: L icensed Nurse M staled to listen to lhe pitien!s' 
brea\/1 sounds, rrake sur~ 111& vent,lator is giving 
vent1lalions to the patient observe the pa~enrs 

I 
I 

1 

!. 

Monilorinq 

The Manager, Respiratory Care 
or designee is auditing all 
venti lator cases for RT and RN 
compliance with signature 
verification of the time-out 
checklist. Immediate ac!ion is 
taken by the nurse manager and 
the respiratory manager with non
compliant staff, including 
appropriale re-education or 
discipline. Data is analyzed and 
reported to lhe Performance 
Improvement Committee quarterly 
or more frequently if indicated for 
action of any identified !rends. 

The respiratory therapists were 
re-educated regarding charting on 
all respiratory patients and the 
need to monitor closely for 
respiratory failure according to 
department policy "Respiratory 
Care Services Manual for Critical 
Care Department" page 4; and 
!he new requirements for the 
Ventilator Flow Sheet on 
6/15/2011. Charting is done at 
least every 2 hours on all 
ventilated patients , or any time 
the RT has an encounter with the 
patient and when any change in 
patient status occurs , 

Information Systems collaborated 
with nursin!4 and respiratory 

°i/~b /11 
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ID 
PREFIX 

chest for rise anct r11JI, look at the ventira1or monitor 
lor respiratory waves, and monitor blood pressure, 
hear1 rale, respiratory rate, and oxygen levels. 

Ounng an 1nlerview on 07/25/1, at 2:45 p.m., 
Lic1;msed Nurse N stared she had not assessed 
f'alient 11's breathing after the ventilator was 
conn&cled, but she had listened lo Patient l 1's 
lung sounds immediately following the intubation 
wtiile Respiratory rherapist K was still proyiding 
manual brealhing ror Patient 11 

During additional lnteNiew on 06/30/11 at 10:00 
a.m , Administrative Staff A staled Respiratory 
Therapist K no longer worl<ed at the hospital. 
Several attempts (06130/11, 
were made oy telephone 
Therap,sl K witlioul success 
staled tfiat on 1111111 the 
was e~amined by lhe 

07105/11 and 07/22/11) 
lo contact lle~piratory 

Admin istrative Staff A 
ventilator in question 
hospital's t:Jiomedical 

engineer! and the co~pany who 
Iventilators and was found to tie rn
Iconditior,, 

IDuring an interview on 07106/11 

seMccd the 
good working 

at 2:45 p.m., 
Adrninislrati..,e Sia" J staled their own inves!igation 

I re'Jealed the thermometer probe had been removoo 
from lhe Yenlilalor and the lubing had not been 

recapped which alerted Iha ventilator lo go on 

stand-by mode. 

During observation on 07108/11 al 3.00 p.m . 
Administrative Staff J demonslfl!ted how lhe 
~ent,iators are checked ror proper runclionlng. It 

\ was noled tnal when tile cap was open on the 

PROVIDER'S PLAN OF COIIREC flOH 

iEAC>-1 CORRECTl'VE ACTION St'OutO BE CROSS
R!F!I\ENCW 10 rHE APPROPRIATE OEFICIENCY1 

iXS) 
COMPlHE 

DATE 

therapy staff to help facilitate 
documentation with the new 
electronic medical record by 
building screens that include all 
required documentation for the 
time-out procedure and 
documentation on Iha ventilator 
flow sheet to reduce 
inconsistencies. The 
implementation or an electronic 
health record for nursing and 
clinical ancillary services was 
completed 9/2612011 . 

In the interim (July 2011 until 
9126/11 a monitoring process was 
established (see below 
"Monitoring") and feedback and/or 
disciplinary action for1hcoming to 
clin icians who are deficient on this 
standard. 

Responsible Person 

Manager, Respiralory Care 

Monitoring 

The Manager, Respiratory Care 
or designee is auditing all 
Ventilator Flow Sheets and 
counsels respiratory staff for 
compliance. Disciplinary action 
and/or education will be taken for 
repeated episodes of non
compliance. Data is analyzed 
and reported to the Performance 
Improvement Committee Quarterly 

S/2!312013 3:21:27F'MEYent ID Lliltl11 
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I 

I I 

or more frequently by the 
triermomelcr probe lubing, 1he ventilator slopped Manager, Respiratory Care 1f 
and the monitor repeatedty nashed in large yellow indicated for action of any 
leners, "•...,ailing to connect to patient." 'Mien identified trends. 
Admin,s1rat1ve Staff J was asked 11 !here was a 
ventilator check off sheet used when tile ventilatOfS The Chief Medical Officer mel 
ware checked prior to use, she stated before 1na with the involved physician after 
incident with Patient 11 the check ort was dona by the event lo discuss the ventilator 
rnernory. event. 

The Respiratory TheraP)S1 "ow sheet daled As part of the intubation process, ,..,_/ta/,, 
.,1 ,ndt~ted tt,at Reso1ratory Tharaoisl K's the intubating physician will 

had only documented on Patlen1 11 on ~1 ill ensure correct tube placement. as 
7·30 am No other documentation was found.

I 
well as ventilation and 

oxygenation of the patient. 

, Dunng · :nterview on 07/05/11 at 10.00 a.m.. 
Respiratory ft,crapisl O ~lated [My are required 10 Following completion of the 

'1ocument on lhe respiratory How sheet and the 

vent1lalor Mow sheet every two hours and as 
neede'1. Th15 was confirmed also by Adminislrati\/e 
Slaff J, who slated she did not know why 

intubation process. when the 
patient is immediately connected 
to a mechanical ventilator, unless 
called out of the room for an 
urgent patient care need, the 

Re-ralory Therapist K had only documented MO! physician will remain in lhe room 
on 11. during the time-out check list 

procedure for verification of 
/ The Hospital's Critical Care Services • Paiient Care ventilation and oxygenation of the 
!Protcc;ol- Respiratory Care Slandards. dated patient.,02/2000; ind1c nfed that the RNIRT ..ere toIrea~ess and document lung sounds beloce and When a physician is called out for 
: aller piacedure. patient's skin color before and after

Ithe prooidure. 
an urgent patient need, the 
responsible RT or RN. will verbally 
verify post-ventilator paflent 

The Respiratory Care Services Manual ror the ventilation and oxygenation lo the 

Critic;al Care Department dated 03/2008, indicaled intubating physician as soon as 

on page 4. ttlat 111e patient was to be monitored possible. The RT documents on 

clo~ly for respiratory failure. the ventilator tao in lhe electronic 
record that the physician's 
par1icipation in the time-out or 

5129/2013 J:21:27PM 
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verbal communication that the

ITM l-lospita1·s Cntical Care Patient Care Protocol patient is adequately ventilated . I 
ror Assisting with Intubation, dated 031201 O; page 

2, indicated (hat pre-procedure and post-procedure A memo from the Chief of Statt N/~/11j assessments should be documented and also the went out to all involved physicians 
patient's response to the procedure, as well as on 12/6/2011 listing the changes 
re-assessments of pulmonary, cardiova5cular, .ind rnade to the electronic medical 
neurological iitatu s. No time frames lor record for the documentation 
re-assessment were specified in ttie document required for physician 

participation in the time-out 
The Hospital's ICU Plan ol Provision ol Cara. dated process for patient who are 
2001, indicated a RN will complete a patient immediately connected to 
reassessment al least e1,1ery 15 minutes and with mechanical ventilation after 

Ichanges in pal1ent conditions and will assure the intubation. 
patients salety througnout their slay 

I Resgonsible Person 
Therefore, the .~ospital violated lhe regula~on by I 

Manager, Respiratory Services tailing 10 implement intensive care policies and 
procedures when respiratory therapist and the three 

Monitoring registered nurses did not provide reassessment and 

continued ongoing assessments with 
The Manager, Respiratorydocumentation of respiratory care given, including 
Services or designee reviews lhe 

the intubation procedure and Pallant 11'! response 
checklist on the ventilator tab or 

to lhe proceoure. according to the aa.ite care the electronic medical record to 

Ihospital~? policies and procedures. These failures ensure tne physician's
contributed Patient 11 's death This failure was a participation is documented. Data 
violation al Section, 70493(al. 7049J(a} (J), Is analyzed and reported lo the 

j !0493(0) (4) and 70d95(a) {1) at ntle 22 of the Performance Improvement 
Canlomia Code or Regulations and was a deficiency Committee, Chief of Staff, 

, lhal ca1.1sed. or was likely to causei. seiMous injury members of the Medical 
and death to the patient. and therefore conslitut11s EKecutive Commirtee, and Chair, 
an immediate jeopard)' within the meaning ol Heallh Pulmonary Division for non
and Safety Code 1280 1(a) compliance. A percentage of 

compliance Is reported to the 
Medical Executive Committee 
monthly for action of any identified 
trends and will be addressed 

5129(2013 .'.l:21:27PME11~nl 1O:LHIM1 I 
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rne Hospilal's. Crilical Care Patient C;ire Proloccl 1 

tor A5.!listing with Intubation. dated 0:l/W10; page 

2. inaicaled tMt pre-procedure and posl-procoourn 
assessments should be documenlod anc:J also lhe 
patient's response to the procedure, as well as 

re-assessments of pulmonary. cardiovaswtar, and 
neurological status. No timeframes tor 
re-asse!.3n'lent were specified in \he document. 

The HospilJl's ICU Plan of Provision of Care, dated 

12001, indicated a RN will complele a patient 

I reassessment et least every 15 m,nutea and with 

I changes in patient conditions and will c1ss-ire the 
patient's safely throughoul their stay 

fheretore, the hosprtal violated the regulation by 
t:11\ing to ,mplemenl intensive ca1e policies and j 
proc.edures when respiratory lherapist and the three 
regislered nurses did not provide reassessment and 

conlinued ongoing asseumenls with ! 

documenla~on ot rt'.)spiralory care given, including 

the intubation procedure and Patient 11's respon$e 
to !he procedure ;iccording 10 the acute care 
hospitals7 policies ;ind procedure:i. These failures 
contributed Patient 1 l's death. This failure was a 
v1ola~on of Seclion. 70493(a), 70493(a) (3), 

17049:l(:i) (4) and 70496(a) (1) ot Tille 22 of it,e 

California Code ol Regulations and was a deficiency 
that caused, or was likely lo c.ause, serious injury 
and death to the palienl, and therefore constitutes 

an immeoiate jeopardy within the meaning of Heallh 

arid Satety Code 1280 l(a). 

through the Medical Staff ongoing 
professional performance 
evaluation prm:ess. 

Immediately atter the event 
the ventilator was sequestered 
and placed out of service. 
Biomedical Engineering 
completed an evaluation on 
51512011. The manufacturer was 
contacted and completed an 
inspection and testing of the 
ventilator on 516/2011. The 
results or both evaluations 
indicated lhere 
was no ventilator malfunction, To 
prevent pieces being removed 
from cleaned ventilators not in 
use a new process was initialed. 

Ventilators are cleaned in the 

patient room with a disposable 2-
minute germicidal wipe after use 
and brought to the Respiratory 
Services workroom where they 
are cleaned again with a spray 
enzyme cleaner. A label is 
attached after the cleaning 
process is completed. The label 
incluaes the name of the 
respiratory lherapisl who cleaned 
and tested lhe ventilator, 
verification the ventilator passed 
the System Safety Test (SST), 
and the date the cleaning and test 
were completed. 

"/J !I /1 I 
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.\NO PLAN Uf CQRREC:TIO"f OENTIFICATIO~ ~W.◄ BEA : CO',IPLETEO 

050J50 06/30/2011 

N•ME OF P~OVIOfA OR SUPPLIER S!llfU OOORESS. c,rr. STAT!. ZIP Coot 

Marin Cieneral Ho,pllal l50 Bon Air Rd, Gr,enbru, CA g,904-1702 MA~IN COUNTY 

IDSUMMAflY STA!EMENT OF DfflCIENCIES{~•110 
(E,lC>t DEFICIEMCY MUST BE PRECEEOEO BY FULl PREFIXPREFIX 

TAGR£GUl..<TOII~ OR lSC l0f"11F'Yl,_G 1>1rO'l/,LG\nQN)TAG 

Tne rlospi1ars Cntical Care Pat,ent Care Protocol 

fa, Assisting wilh Intubation. u~ted 0312010; page 
2, inclicaled Iha! pre-procedu,e ar.d post-proceoure 

,._c;s.essments should be documented and also lhe 

patient's response ta tne procedure. as well as 

re-assessmer,ts of pulmonaf')', c.ardiovasCtJlar. af\d 

neurological ~talus No :imeframes lor 
re-assessment were 9pecifred •n lhe document. 

Tie Hospital's ICU Plan ol Provision of Care, daled 

2001, indicated a RN will complele a patienl
Ireassessmenl at least every 15 minutes and with 

changes 1n ;iahent conditions and will ~ss1.,re the 

pal1enrs safely througnoul their stay 

I 
Therefore, ltle hOspilal violated rhe regulation by 

1 

I 

la1l1ng to ,mplement intensil,e care policies and 

procedures when respira1ory therapist and lhe three 

registered nurse, cid not provide reassessment and 
continued ongoiflg assessmenls with 
document:itlon ol respiralory care given, including 

ttie intubation procedure and Patient 11'9 1esponse 

to !he procedure according lo the acute ca1e 
hospitals? policies ;;ind procedures These failures 

contribulcd Patient 11 •~ death This failure was a 

11iol~tion of Section, 7049'.l(a), 70493{a) (3), 

70493(a) (4) and 7C405(a) (1) of Title 22 of the 
California Code of Regulations and was a delicienc;y 

that cauMd, or was likely 10 cause. serious injury 
and death lo the p;itienl, and thf>relore canslitules 

an immedi~te ieoparcJy within \he meaning of Health 
and Safety Code ·,280.1(a) 

I 

P~OVIDER'~ PL..LN er CORA[CTION 

;EACH r.DRFECTIVE •CU>N 51i0.JU) B: CROSS

kfFERFhr.fD 10 THE APPAOPRtAff Of'ICltr«'.Y) 

The SST is a 6 point check that 
tests the funclion of the following: 
flow sensor; circuit pressure; 
system leak test; expiratory filler; 
circuit resistance; and compliance 
and calibralion. The resulls of the 
SST 'oire stored in the ventilator's 
memory. 
Upon completion of the cleaning, 
testing. and labeting of the 
ventilator a plastic cover is placed 
over the machine, 
As an additional safety measure, 
custom plastic covers with locks 
were obtained. 

Responsible Person 

Manager, Respiratory Services 

Monilnting 

If a label Is not present on a 
ventilator when the plastic cover 
is removed, the ventilator is 
retested before use. 

A log was de11eloped lo ensure all 
ventilators are cleaned and 
tested. 

Data is an-1lyzed and reported to 
the Performance Improvement 
Commillee Quarterly or more 
frequently if indicated for action of 

any identified \rends. 
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I 

The following reflects · the findings of the California 
IDepartment of Public Health during an Entity I 
Reported Incident investigation. 

Complaint No: CA 145843 
Category: State Monitoring, Deat~ General 

Representing the California Department of Public I 
Health was_ , HFEN. 

1280 1(a) HSC Section 1280 I 
If a licensee of a health facility licensed under 
subdivision (a), (b), or (f) of Sections 1250 receives 
a notice of deficiency constituting an immediate 
jeopardy to the health or safety of a patient and is 
required to submit a plan of correction the 
department may as_sess the licensee an 
administrative penalty in an amount not to exceed 
twenty-five thousand ($25,000) per violation. 

1280 1 (c) HSC Section 1280 
For purposes of the section, "immediate jeopardy" 
means a situation in which the licensee's 
noncompliance with one or more requirements of 
licensure has caused, or is likely to cause serious 
injury or death to the patient. 

DEFICIENCY CONSTITUTING IMMEDIATE 
JEOPARDY 

T22 DIVS CH1 ART6-70617(a) Respiratory Care 
Service General Requirements 

(a) Written policies and procedures shall be 
developed and maintained by the person 

Event ID:IGVVW11 8/14/2008 1:56:S0PM 
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 1 

responsible for the service in consultation with other 
appropriate health professionals and administration .
IPolicies shall be approved by the governing body. 
Procedures shall be approved by the administration 
and medical staff where such is appropriate 

Based on interview and record review the facility 
failed to have a policy and procedure in place to 
ensure safe transition of care of a venitilator 
dependent patient from the respiratory therapist to 
nursing staff. This failure resulted in the death ofIthe patient. 

1 

I 
Findings: 

Patient A was a 45-year-old male brought into the 
emergency room (ER) of the facility on 3/21/08 by 

Ithe paramedics at approximately 2:48 a.m. 
according to the ER notes. . The patient initially 
presented with signs and symptoms of a stroke . 

I1 
The paramedics reported that the patient had a 
syncopal (fainting) episode at home and was 
Iunable to lift his right arm. At 3:14 a.m., the nurse 
documented that the patient was awake and
Ioriented x 3 (person, place, and time) speech was 
clear and coherent with no facial droop, no drift, or 
drop of any extremity, and equal grips. 

IAt 3:43 a.m., the patient was noted to have snoring 
respirations, severely slurred speech, unable to 
follow commands well and had an episode of 
vomiting per the ER nurses notes. At 3:45 a.m. I 
Patient A was noted to have changes on his EKGI(electrocardiogram). The EKG changes indicated 

ID 

PREFIX 

TAG I 
PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE CROSS-

REFERENCED TO THE APPROPRIATE DEFICIENCY) I 
(XS) 

COMPLETE 

DATE 

I 

I 
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Continued From page 2 

an Acute Ml (myocardial infarction). At 4:00 a.m., 
the patient was medicated with Versed 5 mg (a 
narcotic) and Pavulon 5 mg (a paralytic medication 
use to facilitate mechanical ventilation /breathing) 
and an ETT (endotracheal tube) was placed. A 
continuous propofol (a short-acting intravenous 
anesthetic agent used for the induction of general 
anesthesia in adults) drip was started at 20 
mcg(micrograms)/kg(kilogram)/min(minute). Patient 
A was connected to a ventilator (automatic 
machine that provides respiration for a patient who 
is physically unable to breathe or breathing

Iinsufficiently). The ventilator settings ordered were 
60 % oxygen, a tidal volume of 600 and CMV 
(controlled mechanical ventilation) of 12 with a 
PEEP (peak end expiratory pressure) of 5 
according to the ER nurses notes. The ER nurse 
assessed Patient A to have "bilateral lung sounds, 
skin color pink." The Propofol drip was increased to 
40 mcg/kg/min at 4:41 A.M. per the ER notes. 

At 4:44 A.M., Patient A was transferred to the Gath 

lab via gurney with a portable transport ventilator, 

accompanied by the Gath lab nurse and I 
Respiratory Technician "X" as well as the 
cardiologist according to the ER nurses notes. 

The Cardiac Gatheterization report dated 3/21 /08 by 
the cardiologist was reviewed. According to the 
report, " ... The patient was brought emergently to 
the cardiac catheterization lab.. . in intubated 
fashion ... continued to be biting on the ET 

(endotracheal) tube. Given this, we decided to go 
ahead and give the patient some vecuronium 
(paralyzing medication use to facilitate mechanical 

STREET ADDRESS, CITY, STATE, ZIP CODE 

5555 GROSSMONT CENTER DRIVE, LA MESA, CA 91942 SAN DIEGO COUNTY 

(XS) 

COMPLETE 

DATE 
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IContinued From page 3 

ventilation /breathing)... the patient was being 
prepped and draped in the usual sterile fashion. 
After I retrieved my lead and came in the room, it 
was noted the patient was acutely bradycardic. I 
noticed then, as we were draping the patient, that 
the patient's ventilator was placed on standby. It 
was unclear about the duration of this event, and 
emergently the patient was disconnected from the 
mechanical ventilator and was manually ventilated 
with an Ambu bag. There was no pulse at this 
time.. . we then started CPR (cardiopulmonary 
resuscitation), I initially placed one venous sheath, 
as there was no pulse present, and suddenly the 
power went out at that moment..." 

Cardiopulmonary resuscitation was instituted but I 
there was a failure to revive the patient. After
Iapproximately 31 minutes, according to the Code 

Blue Record, Patient A was pronounced dead at 
5:34 a.m. 

According to an interview on 4/4/08 at 3:10 p.m. , 
with Respiratory Technician (RT) "W," the 
emergency room ventilator (vent) had been taken to 
the Cath lab, the settings had been dialed in, and 
the Cath Lab vent was placed on "stand by." RT 
"W' stated that the "stand by" mode is much like 
having a car in "idle ," it's ready to go but you need IIto push the pedal to get it moving. RT "W' stated 
the stand by button needs to be pushed again in 
order to activate the ventilator. RT "W' stated that ,. 
the RT working the morning of 3/21/08 (RT "X") 
could not recall if he had taken the ventilator out of 
"stand by" mode after transferring Patient A from 
the portable transport vent to the Gath lab vent the 
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I I 

I Continued From page 4 ! 
morning of 3/21 /08. He stated that after connecting 
Patient A to the Cath lab vent RT "X" was called 
back to the ER for a pediatric code. 

RT "W'' stated that there is no written policy for 
respiratory staff to provide a verbal report to the 
nursing staff regarding the care and function of the 
ventilator. Facility administrative staff confirmed 
this on 4/4/08. RT "W' stated that it is understood 
that RT staff must do a visual and verbal check off 
with the nur.se before leaving the Cath lab. There 
was no documentation in the medical record to 
indicate that Patient A had been assessed after 
connection to the ventilator in the Cath lab, or that 
anyone had verified the vent was turned on. 

On 4/4/08 at 4:25 p.m., Immediate Jeopardy was 
called as the facility failed to have a system in 
place to ensure safe transition of care of patients 
who are receiving mechanical ventilation. 

The Immediate Jeopardy was abated on 4/4/08 at 
5:10 p.m., after the D_epartment had received an 
acceptable plan of correction from facility 

Iadministrative staff. 
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I 
The following reflects the findings of the California 
Department of Public Health during an Entity Self 
Reported event visit. 

(XS) 

COMPLETE 

DATE 

For Entity Self Reported event CA00131082 
regarding State Monitoring, oxygen line used for 
wrong gas/toxic substance, a State deficiency was 
identified (see California Code of Regulations, Title 
22, Section 70617(a) ). 

Inspection was limited to the specific Entity Self 
Reported event investigated and does not represent 
the findings of a full inspection of the hospital. 

Representing the California Department of Public 

Health was - - Health Facilities 
Evaluator Nurse. 

The above regulation was not met as evidenced by: 

I 
DEFICIENCY CONSTITUTING IMMEDIATE 
JEOPARDY. 

I 

I70617(a) Respiratory Care Service General 
Requirements 
(a) Written policies and procedures shall be 
developed and maintained by the person I 
responsible for the service in consultation with other 
appropriate health professionals and administration . 
Policies shall be approved by the governing body . 
Procedures shall be approved by the administration 
and medical staff where such is appropriate. 

Based on interviews, record and document review, 
the hospital failed to implement their policies and I 
procedures for the storage and assembly of 
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I
IContinued From page 1 ' 

nitrogen gas used for the Nitrogen blend procedure I 
for one patient (A). The hospital failed to ensure 
diagrams accurately illustrated the setup of the 
nitrogen gas for the ventilator. 

I 
Patient A, a nine day old infant, had a diagnosis of 
Epstein's anomaly, a rare congenital defect of the 
heart involving the tricuspid valve which pumps 
blood through the heart's upper chamber. Patient A I 
was admitted to the Neonatal Intensive Care Unit 
(NICU) for cardiac evaluation and treatment. The 
record documented he was placed on the heart 
transplant recipient list on 10/12/07. 

The physician documented on the History Progress 1 

I 

IRecord dated 10/16/07 at 4:00 a.m. the following: 
The patient "returned from the catheterization (cath) 
lab after stent replacement... for severe Epstein's 
anomaly before heart transplant. Patient was stable 
durin·g the procedure according to 
anesthesia.... Tried to place patient on Nitrogen to 
decrease over circulation and decreas·e high SAT's 

I(oxygen in the blood) but every time put on a I 
ventilator, rapid bradycardia (low heart rate) followed I 
by profound desaturation.... One episode of brady 
to 54- gave chest compressions x 3 (~ 30 seconds) 

1 until bagging (providing ventilation manually) 
brought HR and SAT up.... Stabilized on ventilator 
once Nitrogen taken out of circuit.. .. " 

' 
On 11/05/07 at 12:30 p.m. the respiratory therapy 
manager (RTM) was interviewed. He stated the 
Nitrogen Blend procedure is used to decrease 
atmospheric oxygen to decrease oxygenation to I 
the pulmonary system and increase systemic, 
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I 

Continued From page 2 

circulation. The goal is for the patient to receive 
16% to 18% oxygen (02) instead · of 21 %, which is •I 

received in room air. 

The RTM stated this procedure is used for heart 
transplant patients. The hospital uses the I 
equipment 1Oor less times a year. He stated on 
10/16/07 the respiratory equipment used to blend 
nitrogen for Patient A was incorrectly assembled by 
the respiratory therapist 1 (RT 1). 

He stated the hospital had five setups for nitrogen 
administration and they were to be ready for use at 
all times. Only one could be located in the 
respiratory department on 10/16/07 because of new 
construction being done. He said the equipment 
used for Patient A had been disassembled; the 
hoses used in Nitrogen delivery were not connected I 
before use, as per policy. The connectors to the 
hoses that were supposed to be 
noninterchangeable had been removed which 
allowed the hoses to be connected incorrectly. 

The Nursing Neonatal Intensive Care Flow Sheet 
dated 10/16/07 from 2:25 a.m. to 3:50 a.m . 
documented the patient was removed from the I 
ventilator and had to be manually ventilated a total 
of five times when the nitrogen was added to the 
patient ventilator circuit. The patient's heart rated 
dropped as low as 62 beats per minute (normal 
range is 100 to 160 for a newborn). The 02 Sat 
dropped as low as 56 percent. The record 
documented the for the 02 Sat wasgoal patient's 

Event ID:9EQ811 5/8/2008 11 :16:37AM 
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The hospital policy and procedure on Nitrogen 
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COMPLETE 
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Blend documented the following: "all equipment I 
(blender, regulators etc.- except hood or ventilator), 
when not at bedside, should be stored together in 
the department." The hospital fa iled to follow their 
policy on storage of equipment. 

The above policy also documented the equipment j 
should include a modified blender, H- cylinder of 
100% medical grade nitrogen, nitrogen tank 
regulator (to check · pressure in tank) , and 2 
alarmed oxygen analyzers capable of monitoring I 
oxygen concentrations of less than 20.~%. 

On 11/09/07 at 9:00 a.m. RT 1 who set up the 
nitrogen blend equipment was interviewed by 
telephone. She stated the following: On 10/16/07 
she was told Patient A was being transferred from I 

I 

the cardiac cath lab in 1Ominutes and would need 
to be on the nitrogen blend. She got the equipment 
from the respiratory department. The equipment 
had a clear plastic bag over it which is placed by 

Ithe technicians to signify it is assembled and ready 
for use. She later discovered the bag was placed 
over the machine to protect it from dust during 
construction, but was not assembled. I 

RT 1 stated when she took the plastic bag off the 
equipment the two hoses were hanging on the side 
of the machine instead of being connected to the 
blender. She had never set up the equipment so I 
she had _to rely on a diagram. The adaptors to 
connect the hoses to the blender inlets had been 
removed. The regulators, flowmeters and the I 
analyzers needed for the equipment set up were 
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Continued From page 4 

not in the bag used to store these items. The 
hospital failed to implement their policy on 
equipment to be available for the nitrogen blend 
procedure. 

RT 1 stated each time the nitrogen was used the 
patient immediately had significant changes so the 
patient was removed from the ventilator and the 
patient was hand bagged . RT 2 found an analyzer 
to use but the readings were questionable so he 
looked for another analyzer which could not be 
found until the procedure was stopped. RT 1 stated, I 
"analyzers are hard to come by." The nitrogen was 
removed when RT 2 discovered the hoses to the 
blender had been incorrectly connected. 

RT 1 stated the diagram she used to set up the 
equipment was drawn backwards so she incorrectly 
connected the hose with the 100% nitrogen to the 
room air inlet side of the blender instead of the 
oxygen inlet. She connected the compressed air 
hose to the oxygel'I inlet side of the blender instead 
of the room air inlet. Instead of 100% nitrogen 
blended to less than 40% and 21 % compressed 
air, the patient received 100% nitrogen and an 
undetermined percentage of oxygen. She stated 
she reported the above to the physicians and to the 
department manager immediately, 

The hospital policy and procedures for Nitrogen 
Blend documented, "diagrams depicting set ups for 
the ventilator...should be available with the 
equipment. ..." On 11/16/07the Nitrogen Vent 
Setup diagram was reviewed . The diagram 
illustrated the hose from the nitrogen tank 
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IContinued From page 5 I 
connected to inlet on the left side of the blender 
and the hose for compressed air connected the 
inlet on the right side of the blender. The hospital 
failed to have diagrams that accurately depicted
Icorrect set ups for the nitrogen blend procedure. 

On 11 /14/07 at 10:45 a.m. the NICU attending I 
physician was interviewed by telephone. He stated 
he was called at home around 3:00 a.m. on 
10/16/07 because the staff was having difficulty 
stabilizing the patient on the ventilator. After 
attempts to place the patient on the ventilator were 
unsuccessful RT 2 stated, "I am not sure the I 
nitrogen set up is correct." RT 1 pulled the nitrogen 
out and the patient was able to be stabilized with 

Ioxygen Sais in the mid BO's. When asked if the 
1above incident had a potential for hanm the 

1 
physician stated, "potentially it could have been a 
disaster, a catastrophe." 

1 
On 11 /14/07 at 12 noon RT 2 was interviewed by 
telephone. He stated on 10/16/07 he was called to 
assist RT 1. He stated the equipment for the 
nitrogen set up was in "pieces." There was no 
analyzer with the equipment so he found one in 
another location. The analyzer when connected 
showed oxygen readings in the teens and dropping 
to zero. 

RT 2 stated he left to find a second analyzer and 
when it was connected it gave the same readings .

IHe then realized the set up must be wrong so he 
removed the nitrogen and notified the physician who 
was at the bedside. 

1 

Event ID:9EQ811 5/8/2008 11 :16:37AM 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XS) DATE 

Any deficiency statement ending with an asterisk (') denotes a deficiency which the institution may be excused from correcting providing it is determined 

that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days following the date 

of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following 

the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 

participation. 

State-2567 6 of 7 



CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY 
DEPARTMENT OF PUBLIC HEALTH 

STATEMENT OF DEFICIENCIES 

AND PtAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION 

IDENTIFICATION NUMBER: 

A BUILDING 

053305 B. WING 

(X3) DATE SURVEY 

COMPLETED 

11/16/2007 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

725 WELCH ROAD, PALO AL TO, CA 94304 SANTA CLARA COUNTY LUCILE SALTER PACKARD CHILDREN'S HOSP AT 

STANFORD 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 

PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 

I 
Continued From page 6 

On 11 /16/07 at 12 noon a licensed nurse (LN) was 

Iinterviewed t;>y telephone. She stated she was at 
Patient A's bedside on 10/16/07 during the time the 
nitrogen blend procedure was administered. She 
stated the patient was stable on the "conventional 
ventilator" but became bradycardic (slow heart rate) 

I and his oxygen Sat's dropped when he was placed 
on the ventilator with nitrogen added. The patient 
needed to be taken off the ventilator with nitrogen 
and hand bagged "multiple times." V\/hen the 
nitrogen was removed and the patient was placed 
back on the "conventional ventilator'' he appeared to 
stabilize. 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTI ON SHo'ULD BE CRO SS
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STATE OF CALIFORNIA- STATE AND cc:JMER SERVICES AGENCY GRAY DAVIS, Governor 

BOARD OF REGISTERED NURSING 
P O Box 944210, Sacramento, CA 94244-2100 

TDD (916) 322-1700 
Tefaphcnt (916) 322-3350 

www.m.ca.gcw 

Ruth Ann Teny, MPH, RN 
Executive Officer 

STATEMENT ON SUPERVISION OF LVNs IN DIALYSIS 
SETTINGS 

Background 
The Board of Registered Nursing (BRN) has received inquiries from nursing 
organizations and lndivldual nurses about the legal scope of practice for an RN who 
m.ay be asked to: delegate to the LVN patient assessment for the purpose of 
determining a treatment; delegate to the LVN intravenous medication administration as 
the treatment; and direct the LVN to administer intravenous medication through a 
~entral line. These questions have arisen in part due to practices at free standing 
dialysis facilities. 

Business and Profession Code, Section 2725, Nursing Practice Act, authorizes registered 
nurses to assess patients, determine abnormality, implement a medical treabnent plan, 
refer, repo~ or implement a standardized procedure, and administer ~edication by all 
routes. Cr:91ifomia·Code of Regulations 1443.5 ( 4) states that the RN delegates tasks to 
suboi'dln~tes.based on the legal scoi,e ofpradice of the subordinates and-on the 
preparalfon and capability needed-in the tasks.to be delegated, :and effectively 
supervises nursing care being given bysub,,.rdlnates•. 

Interpr~tat_lon . 
The BRN's Interpretation of law governing the practice of registered nursing Is that the 
RN function of assessment to determine abnonnallty, determine the appropriate 
treabnent; and lmpletnent a treatment for the abnom,anty sti~ as administration of an 
Intravenous medication for a hemodlalysls patient"cannot be delegated ·by the RN to · 
th~ LVN. ·The RN Is not authorized under thi:i Nursing Practice Ad: to delegate or 
supelVise the LVN administering ln~venous· medication. The .BRN continues to 
interpret the law that ~ can delegate and -supervise Intravenous Therapy certified . 
LVNs in accord with Business and Professions Code, Section 2860S and Califomia Code 
of Regulations, Artide 8, Section 2542, whlcJ:) gives certifi~ LVNs the authority-to·. 
superimpose Intravenous solutions of electrolytes, riubients, vitamins~ blood ·and blood 
products. 

BOARD APPROVED 2/01 
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~ STATE OF CAUFORNIA-STATEANDCONSUM&R SERVICES AGENCY GRAY DAVltt, -•-

BOARD OP REGISTERED NURSING 
Po Box 844210, Sa.cl'ameftto, CA 1424'4100 

TDD (918) m.1100 
.Telephofle (916) 322-a350 

·www.m.ca.gov 

RIJlh Ann Teny, MPH, RN 
Executive Officer 

April 11, 2001 

Teresa Bello-Jones, R.N., J.D. 
Executive Officer 
Board ofVocational Nursing and Psychiatric Tocbniclans 
:ZS3S Capitol Oaks Drive, Sulte20S 
Sacramento, CA9S833 

Dear Ms. Bello-Jones: 

We have reviewed the BVNPT's regulatmy proposal to adopt Sections 2542.6 and 2547,6 related 
to vocational nurses administering intravenous medications. The proposal permits licensed 
vocational nunes, under specified condidons, to infuse intravenous medications that arc integral 
to hemodialysis, pheresis, or blood bank procedures. 

Tbe Board ofRegistered Nursing ls unable to support adoption ofthe proposed regulations. The 
regulatory proposal is inconsistent with the Nursing Practice Act (NPA), which regulates 
registered nurse praatlce. Fmthetmore, we believe the proposal lacks statutory authority and 
clarity, and ~s inconsistent with existing BVNPT regulations, 

lncomlstencywitli NPA & CCR: Business and Professions Code (B&P), Section 2725, 
authorizes registered.nurses to assess patients, determine abnormality, implement a medic:al 
treatment plan, refer, report, or implement a standardized procedure, ancl administer medication 
by all routes. California Code ofRegulations (CCR), Section 1443.S(4), states 1hat the registered 
nurse de/egat,s laslrs to subordinates basedon the legal scope ofpractice ofthe 3Ubordlnatu 
andon rhe preparation and capability ,welled in the task, to he delegated, andeffectively 
supervises nursing care beinggiven by subordlnares. 

The BRN's interpietation of laws governing the practice ofregistered nursing is that the RN 
Amctlon ofassessment to determine abnormality, determine tho appropriate ueatment. and 
implement a treatmont for'thc abnormality such as administration ofan intravenous medicatlon 
for hemodialyals patient camaot be delegated by tho RN to the LVN. The RN is not authori7.ed 
by the NPA to delegate or superllso the L VN irt admjnistering intravenous madlcad.ons. RNs 
may delegato to and supervise lntravenosus (lV) Certified L VNs the tasks ofstarting and 
superimposing lntt&Venous solutions ofeleetrolytos, nutrients, vitamins, blood, and bl~ 
prodUC1S. B&P Code Section 2860,S and CCR Section 2542 specfically awhorizes the IV 
certified LVN .to perform these tasks, 

(See attached BRN Advisory, "Statement ofSupervision ofLVNs in Dialysis Settings".) 
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GEORGE DEU~~iMII 

Attorney Gener·a1 
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Attorney General 
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THE UOI10RAI3LE MICII:\r::L R. .3T GGY, R. ·1. , n·~:r.U'T'I\':": sr:c
ru::Tl\.RY, BOARD OF REGISTERED ~mnSI?JG, .hc1s requested an oninion 
on the following questions: 

"l. Can psychiatric technicians be plaaed 
in a position where they ari. supervising
registered nurses? . . 

I 

"2. Can a psychiatric technician overrule a 
nursing decision made by a 'registered nurse? 

"3. Can a psychiatric technician perform 
those nursing functions whi;ch have not lleen 
delegated by a registerec1 n!llrse?" 

The conclusions are: 

1. Psychi"1tric technicians• may be placen in a posi
tion where they are supervising rcgisfered nursP.s. 

. : 

2. Psychiatric techni~ia.ns may overrul e nursing ueci -
sions ~ade by a registered nurse so l r ng as such nursin9 decisions 
are ones which fall within the scope f the licensing µrevisions for 
psychiatric technicians. 

3. Psychiatric technicians · may ,?erfoni ·nursing f1mc
tions which have 1'0t been delegated by a registered nnrs~ so 
long as such nursing functions are on~s which fall within the _scope
of the licensing provisions for psychiatric technicians. 

I . 

l. 



.r 

' 1/ 

ANALYSIS 

The reason for this request for our opinion is to a 
degree summarized by the requester in his supplemental "views 
letter" as follows: !/ 

"The Board [of Registered Nursing] con
tinues to be concerned about the quality of 
nursing care being given to the patients in 
the state hospitals and is of the opinion that 
the psychiatric technician is not legally per
mitted nor adequately educated to supervise 
the practice of nursing." 

The concerns of the Board .of Registered Nursing, how
ever, go beyond the scope of this office's functions. Our role 
is solely to determine the question whether a psychiatric 
technician may legally supervise a registered nurse, and to what 
extent. Whether a reg1stered nurse has a superior educational 
background to that of a psychiatric technician is not pertinent 
to our inquiry if the Legislature in fact has decreed that psy
chiatric technicians may supervise registered nurses in certain 
situations. Likewise the level of care being given patients at 
state hospitals is not pertinent to our inquiry~ That is 
essentially an administrative and policy question which is deter
mined by a combination of factors. These factors would include 
such matters as the laws relating to the licensure of the various 
disciplines which treat such patients and staffing decisions made 
by the appropriate departmental directors within budgetary limita
tions. And finally, the conclusion we ultimately reach is not 
that psychiatric technicians may supervise the practice of nursing, 
but that psychiatric tecnhicians may, under appropriate circum
stances, supervise registeren nurses who are performing services, 
nursing or otherwise, which a psychiatric technician may also 
legally perform. 

We note also at the outset that the request is couchea 
in very general terms. 110 particular type of "supervision" is 
delineated for our decision, though that terrn has various connota-

1. In reaching our conclusions herein we have care
fully considered the views received from the requester, an· ' 
additionally those received from or on behalf of 1) the Board 
of Vocational Nurse and Psychiatric Technician Examiners, 2) the 
California Association of Human Services Technologists, 3) the 
California Medical Association, 4) the California Nurses Associa
tion, 5) the Department of Consumer Affairs, 6) the Department 
of Developmental Services, and 7) the Department of Mental Health. 
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tions both within and outside a hosp1ital setting. For example,
both registered nurses and psychiatric technicians provide care 
to patients under a treatment regim~ prescribed by a physician. 
(Bus. & Prof. Code, §~ 2725, subd. (b1

), 4502, subd. (b) .) 2/ To 
the extent that they are under the c:$, rection and control-of a 
·physician in this regard, nurses and psychiatric technicians are 
in a sense 1.mder the "supervision" of the prescribing physician. 
However, this clearly is not the typ~ of sup~rvision with which 
we are concemed herein. Also, psycpiatric technicians may 
legally be placed in administrative ~ositions as "program managers" 
in state hospitals, where the parti®l ar program would be staffed 
by all disciplines including registered nurses.. (Welf. & Inst. Code, 
§§ 4308, 4_488 . ) 3/ This general "a ' nistrative 11 type of super-

2. All section references are to the Business and 
Professions Code unless otherwise i~di cated. 

3. For example, section J3.08 of ~e Welfare and 
Institutions Code provides in part ~s to the staffing of state 
hospitals under the jurisdiction of the Director of Mental Health: 

"The standards for the professional qnali
fications of a·prograrn dir~ctor shall be estab
lished by the Director of :Z·1ental Health for each 
patient program. The dire1ctor shall not adopt 
any regulations which proh[ bi t a licensed psy
chiatrist, psychologist, psychiatric technician, 
or clinical social worker '.from employment in a 
patient program in any professional, administra
tive, or technical positioh ; provicled, however, 
that the program director ~f n medical-surgical 
Wlit shall bP. a licensed pr ysician. 

"If the program cliredtor i~ not .:i ph~lsi
cian, a physician shall bel~available to assume 
responsibility for all thof e acts of diagnosis, 
treatment, or prescribing or ordering of drugs 
which may onli• be parforrne by ;i licensed phys
isican. n 

A similar provision is fo~d in section 4489 of t.'li.e 'Iel
fare and Institutions Code with resp ct tC'I hospitals under the 
Department of Developmental Services Interestingly, in t:1ose 
hospitals a psychiatric technician my ev~n be clinical director 
of the hospital. 
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vision necessarily is not the type the requester has in mind, since 
the law specifically contemplates and permits this. Accordingly, 
it would appear that the requesteJ:- envisions "supervision" in the 
more traditional sense. This would be where an individual has 
the authority to assign tasks to others and then continuously 
monitors the activities of the subordinates, with the power to 
direct and control the manner in which the assignments are 
carried out. This type of supervision-would be "immediate super
vision," or could be once, twice or many times removed in a dir
ect "chain of command." 

1. Can Psychiatric Technicians Supervise 
Registered Nurses? 

The first question presented is whether psychiatric 
technicians may legally supervise the activitiP.s of registered 

· nurses. We conclude that a psychiatric technician may do so pro
vided that the activities supervised are those which a psychiatric 
technician may himself perform under his own licensing law. We 
believe this conclusion flows from an examination of the language 
of both the Psychiatric Technicians Law (§ 4500 et seq.) and 
the i~ursing Practice Act, Vi 2700 et seq.) taken in their his
torical _perspective. 

The Psychiatric Tec~nicians Law was initially enacted 
in 1959 after extensive legislative hearings. Its purpose was 
to grant professional status to the large nw:tber of individuals 
who were working in that civil service classification in state 
hospitals, and the relatively smaller number of individuals who 
were perfoJ:mi.ng similar duties in the private sector. (See 
Subcommittee Report on Psychiatric Technicians (1959) Appendix to 
Sen. J. (1959 Reg. Sess.).) The law was initially a "certification 
law" (see Stats. 1959, ch. 1851, 5 1, p. 4402 et seq.), but in 1968 
was amended to provide for the licensing of psychiatric tech
nicians (see Stats. 1968, ch. 1323, S 8, p. 2503 et seq.). Signifi-. 
cantly, at the time the law as ~nitially passed, psychiatric 
technicians were acting in supervisory roles in state hospitals. 
For example, at the senate subcommittee hearings held in 1959 one 
psychiatric technician testified that she had been in charge 
of the "Chronic Disturbed Unit" for six years, which had 
130 patients and 38 employees. · She was a "charge technician." 
Another testified that as a "supervising psychiatric technician" 
he had 15 wards, approximately a thousand patients, and approxi
mately 64 to 100 technicians under him. Finally, another, who 
was an "area supervisor," testified as to the · role of psychiatric 
technicians, including intensive observation of patients over a 
24 hour period, taking blood and preparing specimens, taking
and testing urine specimens, taking blood pressures, providing 
the ordin~ nursi~ care, and weighing· and measuring the · 
patient'scSod int e and output, etc. (Subcommittee Report,
22.• cit. supra., at pp. 41-47.). 
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· Section 4502 of the Psvch~atric Technicians Act, as 
enacted in 1959, def~ned a psychiat~ic technicians as follows: 

"As used in thiJ chapter, 'psychiatric 
technician' means any per~on who, under the 
direction of a licensed l't sician or ps cnI'a- · 
trist or a registered pro _ess on nurse, per
forms services in caring for and treatment of 
the mentally ill or menta]ly retarded for com
pensation or personal profl t, which services: 

'(a) Involve res~onsible nursin~ ann 
therapeutic procenur~s ro~ sucli mentaIIy 
ill or ment;1IIy ret:ari!ed patients reqni ri.ng 
interpersonal and technica~ skills in the 
obsei:vation and recognitiob of symptoms and 
reactions of such patiantsl, and the accurate 
recording of the same, and! the carrying out 
of treatments and medications as prescribed 
by a licensed physician or! psychiatrist: and 

'Cb) Require the application of such 
1techniques and procedures as involve under

standing of cause and effect arid the safe
guarding of life ann health of the patient 
and others: and r 

I 

' (c) Require the' pi::!rforrnance of such 
other duties as are necess~ry to facilitate 
rehabilitation of the patient or are necessary 
in the physical, therapeutf' c, anr.1 psychiatric 
care of the patient: and . 

'(d) ·Require the i r.1.pplication of principles 
of treatment based upon biological, ~hysical, 
and social sciences.'a (Brn 1 hasis added.) 

Thus, in 1959 when the Psy(l:hiatric Technicians Law 
was enacted, it is clear that psychiatric t~chnicians performed 
a certain level of responsible nursi~q services. It is also 
abundantly clear t]J.at psychiatric technicians were not "locken 
in" at the lowest level of practice,· but could progress to res
ponsible supervisory positions. Didisection 4502, as original
ly enacted, intend to change this? Xt could ue argue~ that th~ 
introductory paragraph of section 4Sd2 was intended to do so 
in requiring practice under the oiredtion of a physician or 
ps.ychiatrist or registered nurse. iidwever, we conclude tnat 
such was not tne intent of the Legis ature. 

I 
I 
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In construing a statute "it is ?roper to consider the 
history and purpose of the enactment[]." (Stafford v. Realty 
Bond Service Corp. (1952) 39 Cal.2d 797, 805; see also, e.g. _,· 
People v. Ventura Refinin~ co. (1928) 204 Cal 286, 291, and 
Stat e Compensati on Ins. Fund v . Workers' Comp. Appeals lld. (1979)
88 cal.App.Jd 43, 53. As already noted, the liistory of the Psy
chiatric Techniciai.,s Law demonstrates that its purpose was 
basically to grant professional status to the thousands of such 
persons who were staffing state hospitals, and was not to chanqe 
existing staffing procedures at such hospitals. A reading of 
the Senate ·Interim Committee Report, cited above, discloses 
no evidence of any dissatisfaction with the use of f)sychiatric 
technicians in supervisory positions. _In fact, all the testimony 
was laudatory of the role of the psychiatric technician in state 
hospitals. Additionally, material furnished to us by the Oepart
ment of Developmental Services discloses that psychiatric tech
nicians continued in responsible supervisory roles under 
the then existing civil service classifications after enact
ment of the law. Thus, the contemporaneous administrative con
struction of the statute (5 4502, as enacted in 1959) by those 
responsible for its implementation indicated that no change 
in the law was intended with respect to the supervisory role 
of psychiatric technicians. "[W]hen an administrati,,e agP.ncy is 
charged with enforcing a pa.i::ticular statute, its interpretation 
of the statute will be accorded great respect by the courts 
'and will be followed if not clearly erroneous.'" (Judson Ste(!l 
c~. v. Workers' Comp. Appeals 13d. (1979) 22 Cal.Jd 658, 
bblr.') Apparently, insorar as section 4502 indicated that 
psychiatric technicians would be under the direction of a 
registered nurse, this was complied with by continuing the 
practice that the classification "Superintendent of Nursing 
Services" he a registered professional nurse, with Assistant 
Superintendents of Nursing Services being ei thnr Psychiatric 
Technicians or Registered nurses. 4/ 

In short, when the Psychiatric Technicians Law was 
enacted in 1959, psychiatric technicians held responsible s 11per
visory positions in state hospitals. There is nothin9 in che 
history of the act or its imple1i,entation which indicates that 
it was intendea to change the existing organization and opera
tion of the state hospital system. 

Of additional significance is the fact that i~ 1959 
the Legislature apparently saw no need ta aI:ien,..:i the 7Jursing 

4. Our source is -materials furnished by the Depart
ment of Developmental Services indicating that the "Superinten
dent of Nursing Services" classification requiring an "'R."I." was 
established on 5/7/42 and abolished 10/17/73. 
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Practice Act to e=-:ccLJt i)Sychiatrir. 1 t'",r.hnic~ianr. .Eroi, ti1,:::- l.i.c(rnsi~~-r 
requirements of that act. It was no~ •mti l 1"71, or 1., -r~,,rs 
later, that thn Jursing Practicl!s i ct w;u; amen~1ac1 to evP.n mention 
nsychiatric tec~nicians hy the arne~r lment of S"'r.tion 1nB of 
that net, and the ac:dition of S"!cti:on 2720.5 thereto. 'let those 
who argue that a psychiatric techn~cinn may not supervise a 
r~')istered nursF.! r~l•_.r h~avily upon jthc worrUn 1J of section 27:rn. 
:-ro•,-,ev~r, before :·1e anal:1 ze aP.ction j2720 and 2723.5 of tin .:ursin9" 
PracticP. Act, we h~liev~ a furti.1er 1discussion of historical ::>ack
'Jrou.,-:1 is pertinent. 

I 
In 1959, w!1nn t!1e P;.;y'=hiatric ·:•eclrnicians .1 ,a~-1 ·.\fas 

enacted, psychiatric tech~ician.s lldd bnen actin~, in s,1p'lrvisory 
roles on "residential or behavioral' 1-1::trd3," for almost two de
cades. ~-1e are .:tclvi:.-;~rl :,rith regarn to the situation in 1j5') and 
also ~,i t.11 regard to changes which occurred around l~G0 as follows: 

I 
"Until the mid part of the century, 

the hospitals wnre pri1,1arily organized 
around the residential ca~' e !'lO<lel and very 
few Registered 1iurses wer e,nployed. In 
the late l!>S0s, as hospit ls Wl:!re organiz-
ing around the r:edical mopel, the nw:i1tP.r of 
'Register~d l·?urses began incrP.asing but their 
assignments were predominately within physical 
care units. ~he PsychiatFic Technician con
tinue<l to function as le~l-of-care staff as 
well as s11pervising psychiatric and behavioral 
units. l 

"In l~r,o, hospi als still had their 
behavioral !_)rograms staffed e:-:clusively by 
Psychiatric T~chnicians. I Registerecl £,lurses 
pegan to be used on the behavioral wards 
along with Psychiatric Tebhnicians evP.n thot1gh 
these wards were supervis+- d by Senior Psychia
tric Technicians. Such s~pervision by Senior 
Psyciatric Technicians wa not inconsistent 
with the civil service cl sification which 
provided for: ••supervis ng nursing 
care on a ward for mental ,Y ill or 
deficient. In 1969 antl 1~70, the specification 
was revised and each time Jcontinued to provide 
for: .•. giving and sup,rvising a basic 
level of general and psycqiatric nursing care. 
The Senior Psychiatric Te1hnician I (shift 
charge) is supervised by re Senior Psychiatric 
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Technician II or Registered Hurse III (nnit 
manager) who is allowed (according co the 
class specification) overall responsibility 
of unit management and supervision." 5/ 

Thus, about 1960, psychiatric technicians began snpervising 
registered nurses. or stated otherwise, the state hospital 
system began using psychiatric technicians and registered nurses 
interchangeably on non-medical units. 6/ A 1960 organizational 

5. Views letter received by this office from Depart
ment of Developmental Services. See also views letter, Calif
ornia Association of Human Services Technologists (CAHST) in
dicating that psychiatric technicians have been supervising 
registered nurses for at least 15 years. 

6. For instance, the views letter received by this office 
from CAIIST points this out as follows: 

"Three other objective sources comment on 
PT-R~ comparability -- (Source: AppendiY. 
o. Volume 1, Staffing Standards for Pub
lic Mental Hosp1.ta!s, Report to Hie Senate 
by the cah.fornia commission on Staffing 
Standards, Califomia Department of Mental 
Hygiene, February 1967.) 

'Registered nurses and psychia
tric technicians show sufficiently 
similar behavior that one may con
clude they are used interchangeably. 
The -sfflall differences (about lOt) 
are in medication, charting, and con
ferring with off-ward and other pers
sonnel which is done slightly more 
by registered nurses and is balanced 
by more psychiatric technician time 
in daily living activities.' 

"(Source: Nursinq Education in California, 
Coordinating Council for Higher Etlucation, 
July 1966.) · 

'However, civil s~rvice categories 
of Psychiatric Technicians are i9u~
valent to those of RNs. (Under in ng 
is ours). If a Psychiatric Technician 
stays in the civil service system long 
enough and passes appropriate civil ser
vice examinations, he may be promoted 
to the equivalent of categories estab
lished for charge nurses and oth~r 
supervisory personnel." 
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c.~art supplied to us by the Departru;~t of ~velopmental s~rvices 
for a state hospital sets forth beneath the positions of 
Superintendent, Associate Superint~~dent and Superintendent of 
Nursinc;T Services in a direct line o. authority the following 

1 

Fn. 6 Cont'd. · I 
"Source: Statement to r-1r , Samuel J. Leask, 
President, California Statie Personnel Board, 
by Mr. Leland F. Erbacher;, Chief, Bureau of 
Personnel, California De1;>artment of iiental 
Hygiene, rtay 3,_ 1967.) I 

'In summary, the organization and 
staffing of our~1hospitals · gives
Psychiatric Te nicians and Registered 
nurses in State service a unique re
lationship. Th s relationship can · 
only continue td be reflected ade
quately in te~ of dollar value of 
services by inc~ensing Psyd1iatric
Technician s~laries and Registered 
aurse salaries the same nuuber of 
salary steps. This is particularly 
essential at ths level of Assistant 
Superintendent of ~ursing Services 
which the Board staff in past years 
has agreed represents the same level . 
of responsibili~y regardle:ls of whether 
a specific posi ion if filled by a 
nurse or a Psyc iatric Technician.' 

"The suggos ted recognitio~ of cornparabi-li ty 
expressed in terms of dollar value was con
finned by the legislature [in th~ forrr. of sn 
481 (!larks) Chapter l-179 t\lo yc.:trs later whiC"..ll 
appropriated S3,676,633 for salary equity of 
which $1,838 ,Jl7 wai:. approved by the Govemor. 
The bill was an ernerg~ncy imeasure to be qivcn 
immediate affect [sic]." 
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positions, which were positions filled by either psxchiatric 
technicians or registered nurses: 1) Assistant Supervisor
6I Nursing Services~ 2J Nursing Supervisor: -3) t·lard Charge; 
4) Shift Lead; and 5) Registered Nurses and Psychiatric Tech-
nicians at the ward level. · 

Retuming to sections 2728 and 2728.5 after this further 
historical background, we believe some statutory background as to 
these sections is now pertinent. Section 2728 was contained in 
the :.-1ursing Practice Act when that act was enacted in 193~. (Stats. 
1939, ch. 807, S 2, p. 2350). As originally enacted it provided: 

"If adequate medical a.11d nursing 
supervision by a professional nurs~ or 
nurses is provided, nursing service may 
be given by attendants in institutions 
under the jurisdiction of or subject to 
visitation by the State !>epartrnent of 
Public- Health or the State Department of 
Institutions. 

"The Director of Institutions s:.all '1etcr
mine what shall constitute adequate r.P.dical 
and nursinq supervision in any institution 
under tile j1Jrisdiction of the State Department 
of Insit!.i.tutions." 7/ 

Thus, under adequate supervision ily professional nursc~s, 
hospital attendants were pi3rmitted to provide "nursing SF;r,1ice" 
in virtually any hospital or clinic, public or private, with 
respect to any type ~atient. Thereafter section 2728 wa~ 
amended in 1957 to rellect the rP.organization of the Stat9 
:oepattment of Institutions into the Department of !·~ntal i:lyrJiene 
and the Department of Corrections. Paragraph one was anenued 
to include these two n~w departrna11ts; paragraph two \t~s ru-1en.-letl 
to include only the Department of rrental IIygier:.e, and its 

7. Interestingly, h~t:1ecn the years 1!)37 and 1°47 
there was a certificated group called "trained attena.ants." 
These "trained attendants" t·1ere obviously to be found in all 
types of hospital settings, since section 4519 required appli
cants to be examineu in "elernentar"J anatomy anc physiology, hy
giene, diet for the sick, nursing methods in the care of the 
sick, including children and aged people, and obstetrics. (Se~ 
general.\r, Stats. 1937, ch. 417, pp. 1377-1378, as repealed by 
Stats. 1947, ch. 234, 5 1, p. 805). 
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director (Stats. 1957, ch. SSQ, § l, pp. 1649-1650). 8/ Bow
ever, not until 1971 9/ was the N~sing Practice Act amended to 
allude to psychiatric technicians for the first time. S.tatutes 
of 1971, Chapter 1007, amended sect~on 2728 and added section 
2728.5 to read as follows: I 

i 
"2728. If adequate medical and nursing

supervision by a professiQnal nurse or nurses is 
provided, nursing service !may be given by 

8. The background suppli~d to us by the Director of 
Developmental Services shows a procp:iession in state hospitals 
from "Hospital Attendant" to "Psyctiilatric Technicians. n Thus 
he · states in his views letter: 

"Prior to 1951, the classification 
of 'Psychiatric Technician!' was not in 
existence. The predominatjt class used in 
State hospitals was Hospital Attendant. 
Although the incwnbents h~d only 45 hours 
of in-service training, t~e duties performed 
by the IIospital Attendant !included adminis
tration of medication and [treatment usually
wider the supervision of 1 psychiatrist. 
In 1951, the title of Hosp~tal Attendant was 
changed to Psychiatric Tedtlnician and over 
the next years the amount !of formal train
ing was increased and the !Psychiatric· Tech
nician developed in~o a lijcensed clinical 
profession." 

We would presume that unt~l the Psychiatric Technician 
Law was passed in 1959, a psychiatri;c technician would have been 
an "attendant" within the meaning ofi the Nursing Practice Act. 
The former act would then have remov'.ed psychiatric technicians 

1from the scope of the latter act in 1959. 

9. In the interim, section 4502 had been ilJilended 
several times to read as it presently does (Stats. 1968, ch. 
1323, § 2, pp. 2501-2502; Stats, 1970, ch. 1058, § 2, pp. ·1889-
1890). It now reads: . 1 

flAs ·used in this chapter, 'psychiatric tech
nician' means any person who, for compensation 
or personal profit, im!?lements procedures and 
techniques which involve upderstanding of causr. 
and effect and which are used in the care, 
treatment, and rehabilitat~on of mentally ill, 
emotionally disturbed, or mentally retarded 
persons and who has one or more of the follow
ing: 
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attendants or psychiatric technicians in 
institutions under the jurisdiction of or 
subject to visitation by the State Depart
ment of Public Health, the'State Depart
ment ol Mental ilyg!ene or the Department 
or Corrections~ Services so given by a 

Fn. 9 Cont'd. 

{a) nirect reseonsibilit~ for administering 
or implementing specI¥.Ic 'therapeutic proce
dures, techniques, treatments, or medications 
with the aim of enabling recipients or patients 
to make optimal use of their therapeutic re
gime, their social ana personal resources, and 
their ;esidential care. 

(b) Direct responsibility for the applica-
tion of interpersonal and technical skills in 
the observation and recognition of symptoms 
and reactions of recipients or patients, for 
the accurate recording of such symptoms and 
reactions, and for the carrying out of treat
ments and medications as prescribed· by a 
licensed physician and surgeon or a psychiatrist. 

'The psychiatric technician in the performance 
of such procedures and techniques is respon
sible to the director of the service in which 
his duties are performed. The director may be 
a licensed physician and surgeon, psychiatrist, 
psychologist, rehabilitation therapist, social 
worker, registered nurse, or other professional 
personnel. 

"~~othing herein shall authorize a licensed psy
chiatric technician to practice medicine or 
surgery or to undertake the prevention, treat
ment or cur.e of disease, pain, injury, deformity, 
or mental or physical condition in violation 
of the law. n (F.tnphasis added.) 
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psychiatric technician shall be limi tecl to 
services which he is authorized to perform
Sy his license as a psychiatric technician. 

I 

"The Director of 1=-1ental ilygiene st.all 
determine what shall constitute adequate 
medical and nursing superyision in any instit
ution under the jurisdiction of the State 
Department of Mental, Hygi~ne. n (Emphasis added.) 

"2727.S. Excepi for those provisions of 
law relating to direc€ors 1of nursing services, 
notlHng in this _chapter or any otfier provision 
of law shall prevent the utilization of a 
licensed psychiatric tecMician in perfo:cming 
services used in the care J treatment, and re
habilitation of mentally ill, emotionally dis
turbed, or mentally retar4ed persons within the 
scope of practice for which he is licensed i'!'l 
facilities under the~jurisdictio~ of or licensed 
by the Department Mental aygiene or the 
Department of Public Beal'1, or their successor 
agency or agencies, that He is licensed to 
perform as a psychiatric ~echnician, including 
any nursing services under Section 2728, in · 
facilities under the jurisdiction of the nepart
ment of !.·lental iiygiene. 11. i(J.::.mphasis added) 1'1/ 

' -
As noted, those ,•fao ar;-ue :that a psychiatric t•~c.,..mician 

may not supervise a registered nurs':! rely heavily, if not primarily, 
1 

upon the language of section 2723. They additionally rely u;on 
the present wording of section 4502 ito the extent that that section 
gives a psychiatric technician "direct responsibility" for various 
functions. They argue that such !Jguage negates the legal ability
of a psychiatric technician to act s a supervisor. This latter 
argument, of course, would ~an tha a psychiatric technician not 
onl y could not supervise registered 1nurses but could not sup~rvise 
psychiatric technicians as well. W reject these arguments for a 
nwnber of reasons. 

The argument that saction 2726 precludes a psychia
tric technician fron supervising a r j gistered nurse relies upon 

10. These sections have Jeen amended several times 
to reflect the subsequent reorganiza!tions of the functions of 
the then Department of Public Health! and the Department of }lental 
Hygiene, which now repose in the Dep.artments of IIealth Services, 
i•!ental Health an• Developmental services. 
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the premise that the language of that section states a~d requires 
that psychiatric technicians must be supe-rvised by regist,ered 
nurses when providing a.i:1a nursing services. Or stated other
wise, section 2728 provi es an exception to·the Nursing Practice 
Act for psychiatric technicians, as long as they are supervised 
by registered nurses. This argument is not persuasive for a 
number of reasons: 

1. This argument ignores the fact that for decades 
psychiatric technicians had been s•.1pervising othe7 psychi~tric 
technicians as to "nursing services." These nursing services 
9roperly fell within the ambit of their traditional hospital func
tions, and subsequently within the ambit of their certification 
and licensing laws. It also ignores the fact that for about ten 
years before section 2728 was amended, psychiatric technicians 
had been supervising those registered nurses who were being used 
interchangeably with psychiatric technicians on non-medical wards. 

2. This argument ignores the fact that section 2728 
essentially ives somethin tops chiatric technicians. As al-
ready noted, ___ years psyc iatric te n1c1ans a oeen pro-
viding "nursing services" which fell within the scope of their 
9ractice as to those persons designated to be within the scope of 
their act. Such persons were those who were and are "mentally 
ill, emotionally disturbed, or mentally retarded." Section 2728 
would then seem to have been 'lll111ecessary legislation unless t:he 
reason was to e:g?and the scope of what a psychiatric teclmician· 
may legally ao. As noted above, section 2728 as first enacted 
basically permitted the "supervised" rendering of nursing services
ny hospital attendants as to any type of patient in any type of 
hos!ital. When this is consiciere?r, it is seen that section 2728 
rea Iy granss. psychiatric technicians the power to rendeL supeL•
vised ''nursing· services II in virtually. any hospital for any type of 
patient provided that the services are the type provided for in 
their own licensing act. In shore, section 2728 provides that a 
psychiatric technician is not restricted to caring for persons 
who are "mentally ill, emotionally disturbed or mentally rP-tarded" 
if he is adequately supervised. 11/ 

3. Finally, the argument ignores the provisions of sec
tion 2720.S. It is this section, and not section 2728 which really 
provides the exception to the t;ursing Practices Act for psychiatric 

11. Interestingly, on January 28, 1J77 the counsel 
for the Department of Consumer Affairs rendered his opinion to 
the effect that section 2728 permits "services" oy a psychiatric 
technician as to patients other than those in the three specified 
categories found in their act. (Legal Op. 77~7.) 
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technicians, if needed. 12/ The 1language of section 2728.5 to 
the effect that "nothing in this cliapter • • • prevents ••• , ,ate" 
makes this clear. However, it is ~ot that language, but the · 
introductory phrase "[e]xcept for tihose provisions of law relating 
to directors of nursing services" \>/hich is the most significant. 
In fact, that phrase, when read in lits historical perspective, 
virtual.ly conclusively answers aff:Urmatively the question whether 
psychiatric technicians may superv~se other psychiatric t~ch
nicians, or even those registered ~urses who are providing the 
same type of patient care. As to e meaning of the introductory 
j_Jhrase, an examination of the law d-tscloses a nwaber. of situations 
where administrative regulations have been enacted with respect to 
"directors of nursing services," al\d which require that such posi
tions be filled by a registered nurse. (See Cal. Admin. Code, 
tit. 22, § 70215, general acute cai e hospital~ S 71215, acute 
psychiatric hospitali § 72323, ski led nursing facility.) Addi
tionally, at this point in time (1 ,71) the superintendent or 
supervisor of nursing services in , tate hospitals had been 

12. The absence of the proviso for 12 years casts 
serious doubt upon such need. · j 

The views submitted by the California i:furses Asso
ciation attempt to explain away thd presence of section 2720.5 
in the law as follows: 

"Section 2728.5 was apparently placed 
in the Nursina Prac ice Act to reiterate 
that the provisions !of the Act should 
not be interpreted as preventing the 
performance by psycWiatric technicians 
of the services theYj are authorized to 
perform under sections 2728 and 4502." 
(I'!Iiiphasis added.) j 

Such argument ignor~s thel cardinal rule of statut~ry 
construction that a statute should jbe construed to avoicl making 
some of the words surplusage. {People v. Gilbert (1969) 1 Cal. 
3d 475, 480. Sections 2728.S's ro~e merely as 6 reiterationa 
of a rule would render the whole selction surplusage. Such argu
ment also ignores the introductory ,phrase of section 2728 .s. 
That phrase, when put in its histor;ical perspective, indicates 
that psychiatric technicians may continue as supervisors, con
trary to the possible opposite infe~ence which might arise 
from reading section 2728 above. S~e further the discussion 
ante and infra on this point, and the argument also raised by 
tne'californ1a Nurse·s Association, land others, that only ref)'is
tered nurses may supervise nursing services by virtue of not 
only section 2728, but the present ~ording of 4502 and the case 
law and opinions of this office. 

Such argument also would l ail to give section 2728 
any independent significance. 1 
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a registered nurse. Psychiatric technicians were limited to 
advancement only to the position of assistant supervisor of 
nursing services under civil service prov1s1ons. Thus, although 
section 2728.S is not the most clearly drafted section, 13/ 
it is seen that it has independent significance, and it is not 
a mere reiteration of portions ·of section 27213. 

t-7hat then was the . purpose of section 2728.S which 
was enacted 1) 12 years after the Psychiatric Technicians Law 
was enacted, and 2) 20 years after the establishment of super
visory psychiatric technicians' classes in state hospitals, and 
3) 1~ years after the initiation of the practice of placing reg
istered nurses under the supervision of psychiatric technicians 
in "residential or behavioral" wards? 

The openirig phrase is the clue. That phrasP. would not 
have been necessary unless the section was intended to mean that 
psychiatric technicians were to continue to be utilized in state 
hospitals in supervisory roles. Section 2720.S then sets forth 
its limitation, which is that nothing should prevent the "utiliza
tiai" of psychiatric technicians within the scope of their usual 
practice, (which section 2728 had expanded somewhat with respect 
to the classes of patients.) 14/ Stated otherwise, it appears 
that section 2728.S was intendea to maintain the status quo with 
regard to the usual scope of practice of psychiatric technicians. 

1~. For e:cample, the last clause in the section would 
appear to be redundant and searching for something to modify.. 
An examination of Assembly Bill Number 1076, 1971 Regular Ses
sion, discloses that this is the result of the piecemeal amend
ment of the section as it progressed through the Legislature. 

14. Also, insofar as one might point out that section 
2728, paragraph two, alludes solely to hospitals under the juris
diction of the Department of Uental Hygiene; that ·therefore, one 
would normally only expect to find persons therein who were "mentally 
ill, emotionally disturbP.d, or mentally retarded, we conclude 
that the Director of Mental Hygiene could determine that, insofar 
as Section 2728 might require adequate nursing supervision by a 
registered nurse for such patients, this was satisfied by the con
tinued requirements that the supervisor of nursing services in state 
hospitals be a registered nurse. Also, patients in state hospitals 
have not necessarily been restricted to the three categories set forth 
in section 4502. See 62 Ops.Cal.Atty.Gen. 21 (1979), Opinion No. 78/98,
dated January s, 1979. 
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That this is the case is ~lraphically demonstrated by
the earlier versions of section 272 .s as it progressed through 
·the Legislature. For example, the ill as amended on May 26, 1971, 
provided that section 2728.S should read as follows: 

"Sec. 2. Section 2728.S is added to 
the Business and Professions Code, to reao: 

! 

"2720.S. Nothing in this chapter 
or any other prdvision of law shall 
prevent the utilization of a licens
ed psychiatric ~chnician in perform
ing services in ;facilities under the 
jurisdiction of ior licensed by uy 
a~eftey 4!Jlae ~a ~fte e~eeeee~ the 
Department of Mental Hygiene or the 
Department of Public Health, or their 
successor agen~ or.agencies, Enat ne 
currently pP,rrorms in rac1Iit1es under 
the jursidiction! of or licensed by the 
Department of ~ier~al Hygiene eS!' ehe 
Bepe.nMeft4! ef P~ie Hea-lot=k." 

There were three successive ar.iendmerl{ts to the bill thereafter. 
For example, the Jl:llle 30, ·1971 amend~n-t; first declared the 
necessity to insure that directors qf nursing sarvices were to 
be excepted from the scope of a psycpiatric tachnicir.Ut's ~raetice. 
That version read: · 

"Section 2728.5 is added to the Dusiness 
and Professions Code, to 7ead: 

'!'fe~kift~ Exceut !for those T.>rovisions 
of law relating ~o directors of nurs-
ina services, no~hing in this chapter 
or any other pro:vision of law shall 
prevent the util~zation of a license« 
psychiatric techhician in l,)erforminq
services in faciili ties tmdcr the j1lris
diction of or li~ensP.d by th~ Depart
ment of Hental Hygiene or the Depart
ment of Public Hj9alth, or their s:..,.c-:::os
sor agency or agf=!ncies, that he currfmtl.y 
?erforrns in faci~ities under the j~ris
diction of the D~part~nt of r•lental 
iiygiene. " 1 

l 

Successive amendments, however, chan~ed the .plain language used 
to that of a more legalized format. : ~.lso, morn caveats W!;!re added. 
However, the thrust of the l)ill could not havP- ~~en much clearer 
~-,hen examined as above, that is, to maintain at least the status auo 
'th _ tt_ __ps~c 1.atr1.c. __ c . , I s. -wi_ _raspec o h' te. h'nici 
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The various versions of a bill as it progressed ti1rough 
the Legislature may be used in ascertaining thP. legislative in
tent. (See Prudential Insurance Co. v. Workers' Comp. Appeals 
.Rd. (1978) 22 cal. 3d 776, 782-783; Bragg v. Cit* of Auburn {1967) 
15'3 Cal.App.2d SO, 52-53; Dami v. Dept. of Alco olic Div. Control 
( 1959) 176 Cal.App. 2d 144,~-149; 59 Ops .Cal.Atty.Gen. 266', 
270-271 (1976).) We conclude from an examination of these changes, when 
compared with the final version of the statute, that section 2728.5 
was intended to insure that the scope of practice of psychiatric· 
technicians with respect to those for whom they normally provided 
care (mentally ill, etc.) was not altered by the enactment of 
section 272 8, or any other law. As described at length above·, the 
scope of that practice included responsible supervision of othei:. 
psychiatric technicians, and registered nurses who performed com
parable service. 

We will, however, address several other contentions 
which have been advanced to support the argument that psychiatric
technicians may not supervise registered nurses. One contention 
is that section 4502 was amended in 1968 to provide that a psy
chiatric technician has "direct responsibility" for providing the 
services enumerated in section 4502 (see text of section at note 9 ,. 
supra); that, therefore, such language precludes supervision, 
which is the indirect providing of services. However, consider
ing the histo.ry of the use of psychiatric technicians as supervi
sors for decades before this 1968 aliendment, we believe another 
reason for the use of this language -must be sought. It is to 
be recalled that, as originally enacted, section 4502 placed the 
psychiatric technician's prac~ice "under the direction of a 
licensed physician or psychiatrist or a registered professional
nurse." The section now contains no ·such language, ·b11t makes 
the psychiatric technician responsible "to the director of. the 
service in which his duties are performed, 11 who "may be a licensed 
physician and surgeon, psychiatrist, psychologist, rehabilation 
therapist, social worker, registered nurse, or other professional 
personnel. 11 we· believe that this addition of the language "dir:-
ect responsibility" was intended to upgrade psychiatric technicians,. 
to provide specifically that they perfo:rmed their services pursuant 
to their own professional licensing laws, and not derivatively 
through others. The expansion of ~~e language to include numerous 
disciplines other than physicians, psychiatrists and nurses, 
indicates the change in the mode of treatment in recent years 
under the "program management" concept. This e:(:pansion of 
disciplines also militates against the 9oncept that psy~hiatric 
technicians must always be responsible to registered nurses,- one 
of t..,e "linchpins" for the various arguments that psychiatr±.c 
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technicians may ~ot supervise registered nurses. !?./ 
Another variation of this \ 0 cdirect versus indirect" argu

ment emanates from the t-rursing Practice Aet, case law, and ouin
ions of this office. Section 2725 ~efines the practice of nursing 
as including "direct and indirect patient care services." In 59 
Ops.cal.Atty.Gen. 537 (1976) this of fice held that "st.1p~rvision" 
fell within the meaning of "indirect" patient care. This w~s sig
nificruit in determining if the .3oar~ of Registered !Jursing had jur
isniction to discipline one of its licensees for inadequate super
vision of other nurses. In I.L. 74~26, this office considered a 
11umber of questions relating to the inability of psychiatric 
technicians to delegate functions to

1 
wilicensetl personnel. This 

letter opinion relied heavil11 upon ~!a~it v. Board of ~-Iedical 
~xaminers (1961) 57 Cal.2d 74 16/ iq oiding, i nter ili a, tnat 
psycfiiatric teclmicians could not delegate their prof~ssional 
duties to unlicensed "center technicians.a This letter opinion 
is sometimes cited for the propositi on that the ndirect responsibility" 
language of section 4502 means a psychiatric technician must 
personal!~ perform all services. THerefore, so goes the argument, 
a psycliia ric technician w!lo acts L I a supervisory capacity is 
illegally practicing nursing by ren ering indirect patient ser-
vices. A fortiori , a psychiatric t chnician may not supervise 
a registered nurse. 

This argument, of course, i(Jllores the his.tory of the 
Psychiatric Technicians .r.aw to the e:ffeet that psychiatric tech
nicians have supervised others, inc~uding registered nurses, for 
many years, and that that law was en;acted and amended in this 
hi storical context. •Additionally, this argument does not disclose 

15. '!'he "upgrading" cons t!ruction of the 19 70 ar-i.end
ment is fortified by an examination of Statutes of 196 8, Chapter 
1323, ~11here it is seen that in 196 ll the statute still provided 
for practice under the direction of a ~hysicia~, psychiatris~ or 
registered nurse yet provided ~ha~ their practice.would require
"close work" with"arl the disciplines anurnerated in the presl!nt 
section. 

In short, as of 1970, the "accountability" of a psychiatric 
technician solely to an :i. n. or an R.~l. was eliminated fror.i the 
statute, weakening the argument that! psychiatric technicians ~ 
!:!:. supervised by R. :,1. s 

16. The na*i t case held t hat a licensed_phy~ician! 
in such case an anesE es':iologist, coh;d not dele1ate his r.tedical 
functions {administration of anesthe~ics) to unlicensed persons, 
no matter how competent such parsons r.dght be. 
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that in I.L. 74-26 this office held only that a psychiatric tech
nician could not delegate duties to an unlicensed p~rson (as in 
(ila.9:it, supra). That this is clear is exemplified in the following 
quote from Ehat opinion (Id. at p. 5). 

"• •• Thus, keeping in mind that there 
are no other subordinate healing art licensees 
to whom the described functions and responsi
bilities could be delegated and the fact that 
the psychiatric technician is responsible to his 
director of service for the performances of his 
duties, it must be concluded that unless the 
described functions and responsibilities are 
being performed bS other authorized licensed 
aarsonne!, a psyc iatric tecnnician in being
irectly responsible for his functions and 

responsibilities must be presUJ'led to be per
sonalll responsible for performing his duties." 
(First er:,phasis added.) 

This language is consistent with the idea that a psychiatric
technician may delegate responsibilities to another psychiatric 
technician, or registered nurse, or even a physician. It i:1 no 
way holds that a psychiatric technician must always personally 
per~orrn his ~uties. 17/ Nor is it contrary to Magit, v. Board of 
~~edical Examiners, supra, 57 Cal. 2d 74 to conclu e that a psy
duatric Eecliiilcian may supervise other personnel who are also 
licen:;cd. We essentially so held in our 1974 letter opinion. 

Accordingly, it is concluded from an exar.ri.nation of the 
historical background of the Psychiatric Tcchniciam Law, its 

17. The confusion may have been engenderP.n .because con
clusion 
the· 

three, 
analysis. 

at page one 
It states : 

of the opinion, is not as complete as 

11 3. The tern "direct responsibility" 
as used in section 4502 requires a psychiatric 
technician to personal!~ perform the nescribed 
functions and responsihiliti~s." 

See, however, conclusion 2 to that letter opinion, at 
page one: 

"2. The described functions and res
ponsibilities performed by licensed psychiatric 
technicians under saction 4502 cannot be dele
gated unless delegated to someone license.d to 
perform those functions." 
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administrative construction ana the I amendments thereto read in 
juxtaposition with the l~ursing Prac1;ice Act, that psychiatric 
technicians may supervise registere4 nurses within the scope of 
the practice of a psychiatric techni.cian. i'le realize tlie line is 
vague as to those nursing services~ psychiatric technician mny 
perform. However, that fact would tlot justify holding that a 
psychiatric technician must always t emain at the lowest level of 
patient care service, when, as a matter of administrative practice,
psychiatric technicians and registered nurses have been used 
interchangeably both at the ward level and as supsrvisors for over 

115 years. 
i 

Il1 so concluding, wa of c4urse are in no way holui.ng 
t!i.at a psychiatric technician may a¢t as a S1Ji,)ervisor of a maJi
cal-tmit, where intensive nursing s~rvice is required. And it 
is our understanding that psychiatric technicians have never 
been so utilized, hut that register~d nurses are properly assigned
such supervisory roles. I 

2. Can !?sychiatric Technicians overrule 
11 Nursing Decision? 

I
The foregoinc; analysis should make it clear t hat when 

a psychiatric technician perfor!!\S a lbasic level of nursing care 
in a state hospital or sir:tilar institution, he does so under 
his o\>m licensing act, the Psychiatl¼ic 'l.1echnicians Law, and not 
at the sufferance of the Hursing Prcictice Act, although t.'le two 
acts r1ay overlap to some degree. T~is has been graphically
demonstrated by the fact that for 12 years the ~lursing Practice 
Act did not even allude to psychiat~ic technicians as a li:nited 
exception to its licensing requirements. (Cf. Mains v. Bel. of 
J3c>.mer Examiners (1967) 249 cal.App.~2d 459,463, overlap between 
prac£ice of Earoering and cosmetology; Lehmann v. Dalis · (1953) 
119 Cal.App.2d 152, 154, overlap be tiween practice ol archit~cture 
and civil engineering.) 1 

The second question prese~ted is whether a psychiatric
technician may overrule a "nursing ecision." No particular
nursing decision is presented for r solution. However, in that 
1) psychiatric technicians may lega ly perfom certain nursing 
services, and 2) psychiatric technidians may supervise other 
psychiatric technicians, or other l ~censees such as registered 
nurses performing the same services, it follows that a 
psychiatric technician could overrule a •nursing decision" if such 
a decision falls within the purview ~Ethe licensing provisions of 
the Psychiatric Technician Law. If 1~ue "nursing decision" is 
one beyond the ligal competence of l psychiatric technician, the 
opposite conclus on would follow. 

, In so . concluding, we again realize that the line may 
be difficult to draw or ascertain• his problem, if it is a 
problem, is one which should be diref ted to the Legislature. 
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In so concluding, we note that in reality this may be 
more an administrative problem than a legal problem - that is -
to have an immediate and effective appeal by a registered nurse 
when· a decision she makes is overruled by a supervising psychiatric· 
technician. This procedure should also insure that there would 
be no reprisals for its use. Such a procedure would then provide 
the registered nurse at the ward care level assurance that the 
supervisor is not acting beyond his or her legal competence. 18/ 

3. Can A Psychiatric Technician Perform 
Those Nursing Functions l'lhich Have ~ot 
Been _Del~i~ted B~ a Re2istered Nurse?_ 

The third question presented is whether a psychiatric 
technician may perfo;rm nursing functions which have not been 
delegated by a registered nurse. 

It should be clear from the discussion on question one 
above that the Psychiatric Technicians Law has contemplated this 
result from its enactment in 1959. Psychiatric technicians have 
been legally supervising other psychiatric technicians and 
registered nurses under that act for approximately two decades. 
That act pennits psychiatric technicians to perform a certain 
level o? nursing services with respect to patients who are Amentally 
ill;. emotionally disturbed or mentally retarded.n So long as the 
parameters of that act are not exceeded, it follows that such 
nursing functions need not be delegated by a registered nurse. 
In short, the Psychiatric Technicians Law and the Nursing Practice 
Act overlap -- the former is not subservient to the latter. As 
held in the analogous situation in Lehmann v. Dalis, supra, 119 
Cal.App.2d at page 154: "(t]o the extent that architectural ser
vices and civil engineering services overlap, they may be rendered 
either by a licensed architect or by a registered civil engineer." 
Likewise, to the extent that the Psxchiatric Technicians Law and 

18. For example, the views letter submitted to this 
office by the Department of Mental Iteal th stated: 

"Question number (2) is handled by an appeal 
process system within the State hospital. If a 
decision is made by a supervisor and the working 
staff does not agree with that decision, the staff 
has the right to appeal through the hospital chain 
of command. This appeal process is available on a 
twenty-four hour basis and it includes the hospital 
executive nirector. Tho Department cannot conceive 
of a situation so drastic that the working staff 
could not place a telephone call to the appropriate 
party for a decision. This then means that both 
psychiatric technicians and registered nurses can 
avail themselves to [sic] the hospital appeal process."· 
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the Nursing Practice Act overlap, /the overlapping services may 
be performed by either a psychiat~ic technician or a registered 
nurse. I 

Accordingly, a psychiatriic technician may perfom nurs
ing services which have not been delegated by a registered nurse 
so long as such nursing services f,all within the scope of the 
licensing provisions for psychiatr~c technicians. 

I 
SUMMl\RY 

I 
The psychiatric technicilan evolved as a civil service 

classification in 1951 from the previous position of hospital 
attendant ip the state hospital sijstem. 

' . 
In 1959, after extensi vej legislati1re hearings, the 

Legislature enacted the Psychiatrip Technicians Law to grant pro
fessional status to psychiatric tebl hnicians. It was initially 
a "certification law," but in 1968 became a "licensing law." 

At the time the Psychiatkic Technicians Law was enacted, 
psychiatric technicians had worked! not only the ward lev~l, but 
had held responsible supervisory ppsitons supervising other psy
chiatric technicians. There is noj indication ' in the legislative 
history of the law that the Legislature was dissatisfied with 
this or intended to ehange it. Ini fact, the administrative con
struction of the statute by those ~equired to implement it was 
otherwise, since they continued to permit psychiatric technicians 
to fill supervisory positions, to ~nd including the position of 
Assistant Supervisor of Nursing Services. . 

The Psychiatric Technicians Law as initially enacted 
provided in section 4502 that the psychiatric technician perform
ed his services under the directio; of a physician or psychia
trist or registered nursl!. As ori inally enacted, t'ne law pro
vided Uiat such services included responsible nursing services," 
and enumerated (as it now does) ma~y services which traditionally
have been basic nursing servt-ces. IThe-Psychi~atric-Techni:ci-ans 
Law was amended in 1968, and becaine a licensing act. The 1968 
amendments to section 4502 retaine4 the language regarding the 
performance of services under direction of a physician or a 
psychiatrist or a registered nursei but added language that in 
performing their patient servicei:;, :psyclliatric technicians would 
be required to work closely with ~ 

1 
ny disciplines, to wit, "licen

sed physicians and surgeons, psych atrists, psycologists, rehab
ilitation therapists, 
personnel." 

social worke s, registered nurses, 
I 

and other 
• 

I 

' In 1970, the Psychiatric Technicians Law was aqain
amended. The language requiring services to be rendered.under 
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the direction of a physician or I)Sychiatrist or a registered 
nurse was deleted, and the psychiatric technician was given 
"direct responsibility" for the performance of his services, 
with, however, ultimate responsibility to the director of his 
service. The "director of service" was to be and is defined as 
an~ of the many disciplines enumerated in the 1968 amendment, 

· forth above. The 1970 amendment also continued in section 
4502 the language which it has had from its inception that a 
psychiatric technician will be "carrying out treatrnents and 
medicati·ons as prescribed by a licensed physician or surgeon or 
a psychiatrist." 

Thus, the Psychiatric Technicians Law itself has never 
provided that a psychiatric technician must always be super
vised by a registered nurse, and the language that he must be 
under the direction of a phsysician or psychiatrist or a regis
tered nurse in performing all services was deleted inl970. 

Insofar as the Nursing Practice Act is concerned, it 
was not until 1971 that it even mentioned psychiatric technicians. 
Thus, for 12 years, psychiatric technicians practiced as a certi
ficated profession, and subsequently as a licensed profession with 
no indication that they did so at the sufferance of the Nursing 
Practice Act, or only as delegatees of nurses. In 1971 the ~urs
ing Practice Act was amended so as to amend section 272A thereof 
and to add section 2728.5 thereto. Section 2728, which had since 
1939 basically provided that "hospital attendants" could provide 
nursing services in any hospital with respect to any type of 
patient, if adequate medical or nursing supervision was provided, 
was· amended to include psychiatric technicians so long as -the 
nursing services they provided were of the type falling within the 
scope of their own licensing law. 

Although many argue that the wording of section 2728 
means that psychiatric technicians may only provide nursing services 
under the supervision of a registered nurse, such an inference is 
not persuasive for several reasons. First of all, section 
2728 must have been intended to grant psychiatric technicians 
something, since for 12 years they nad already had been providing 
the "services" specified in section 2728 under their own certification 
and, later, licensing law. In short, section 2728 would have been 
unnecessary legislation unless it was intended to increase the scope 
of practice for psychiatric technicians. Secondly, an analysis 
of section 2728.5 demonstrates that section 2728 was clearly not 
intended to restrict the psychiatric technicians' powers in any 
way. Section 2728.S provides that, insofar as psychiatric
technicians had been rendering patient care to the •mentally ill, 
emotionally disturbed and mentally retarded," the status 1uo was 
to be maintained. This status quo included supervision o other 

24. 
r:v 78/63 



. . •·-· ,. 

psychiatric technicians and registe~]ed nurses. This being so, 
the true intent of the amendment to section 2728 appears to have 
been to remove any restrictions upon psychiatric technicians as 

• I •to the type of patient for whom thei may provide care. 

From the foregoing analysis, it follows that psy
chiatric technicians may ·supervise * gistered nurses within the 
proper scope of the psychiatric technician's practice. It also 
follows that, within that proper scope of their practice, psy
chiatric technicians may overrule "n11rsing decisions." Finally, 
it follow·s from the above analysis, t hat psychiatric technicians 
practice under their own licensing p~visions, which happen to 
overlap with the Nursing Practice Ac~. Therefore, they .may 
perform nursing services within the r.roper scope of that practice
without a delegation therefor from a registered nurse. 

If the scope of such pract~cc is too vague and uncertain, 
it would appear that the solution is eit.~er an administrative 

1probleM to be resolved within the hospital organizational structure, 
or is a problem to be directed to th~ tegislature for clarification. · 

** * 
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Agenda Item #18 .A 
BUSINESS. CONSUMER SERVICES.ANO HOUSING AGENCY • GAVIN NEWSOM.GOVERNOR. 
Board of Vocational Nursing and Psychiatric Technicians cic:a 2535 Capitol Oaks Drive Suite 205, Sacramento, CA 95833-2945 

DEPARTMENT OF CONSUMER AFFAIRS Phone 916s263-7800 Fax 916-263-7855 www.bvnpt.ca.gov 

MEMORANDUM 

DATE February 8, 2019 

TO Board Members 

FROM 
Vicki Lyman 
Assistant Executive Officer 

SUBJECT Licensing Division Report . 

STAFFING UPDATE: 
Since the last Board Meeting, there are four Licensing Services Technician vacancies 
and one Staff Services Analyst vacancy. Interviews will be held in late February/early 
March to fill these five vacancies. Vicky Saavedra, one of the ev~luation analysts 
accepted a newly created position in the Administration and Support Services Unit as of 
February 11 th . The Board is fortunate to retain her institutional knowledge and provide a 
promotional opportunity. 

CE AUDIT UPDATE: 
The CE Audit cannot move forward until the Licensing vacancies are filled and the new 
team members receive adequate training . Without the proper resources, the audit will 
fail. We anticipate starting the audit in late March/early April. 

LICENSING STATICS: 
Board members received the Licensing Division Statistical Data - Executive Summary 
with the other Board materials. These comprehensive Licensing statistics show the 
difference between 2017 and 2018. Two areas are highlighted as challenges: the 
number of incoming telephone calls/calls answered and processing times for 
equivalency applications. As mentioned in the Executive Summary, the Organizational 
Change Management team is presenting their findings/recommendations regarding all 
Licensing processes to the Executive Officer and Assistant Executive Officer in late 
February. This information will be shared at the next Licensing Committee meeting. 



BOARD OF VOCATIONAL NURSING 
AND PSYCHIATRIC TECHNICIANS 

Licensing Division 

Statistical Data 
January 1, 2017 thru December 31, 2018 

Executive Summary 
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·sackground 

The Board of Vocational Nursing and Psychiatric Technicians (BVNPT) started 
reorganizing the Licensing Division (Licensing) in March 2018. The desired outcome of 
the reorganization is having the correct processing functions in the correct units and 
increasing the number of team members answering incoming telephone calls and 
processing applications. 

Before the reorganization, the reception team answered all incoming telephone calls, 
responded to general BVNPT emails, assisted applicants and licensees at the public 
counter.and reviewed online renewals. Each function is licensing related. However, 
this team was organizationally assigned to Administration and Support Services which 
provided oversight for personnel, budgets, and other tasks supporting BVNPT. The 
reorganization moved the reception team to Licensing . 

The reorganization became effective in late October 2018 as each step had to be 
reviewed and approved by the Department of Consumer Affairs' (DCAs) Office of 
Human Resources (OHR). The reception team members were reclassified from Office 
Technicians (OTs) to Program Technician lls (PT lls) for consistency since most of the 
Licensing positions are PT lls. Each duty statement is updated to reflect the new 
classification and additional duties. Additionally, the Bargaining Units (BUs) had to be 
notified and approve the position reclassifications, and the team members were given a 
30-day notice of the reclassification and subsequent move to Licensing. 

From January 2018 thru December 31, 2018, the five-member reception team changed 
dramatically. One team member took an assignment in BVNPT's Enforcement Division, 
two were promoted to analyst positions with other agencies, one returned to a previous 
position and one retired. A new team member started in November and another started 
in December. Currently, these two new team members are doing an outstanding job. 
Recruiting team members is challenging and takes several months, and our Licensing 
Manager and Supervisor are doing their best to build a dedicated and hardworking 
team. 

Statistical Highlights 

There are 63 sets of statistical data in this Executive Summary representing the period 
from January 1, 2017 through December 31, 2018. Highlights include areas with 
outstanding progress and areas with room for improvement with explanations for both . 

Thirteen of the data sets depict processing times while 50 depict number of items 
received, processed and/or issued. The data sets reflect both in-hou~e and online 
processing. The online services reduce processing times even though team members 
still "touch" the items. 
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The two biggest challenges for Licensing are reducing/answering the number of 
incoming telephone calls and reducing the amount of time to process equivalency 
applications. 

Certain events impact the number of incoming telephone calls. For example, the abrupt 
closure of a vocational nursing (VN) or psychiatric technician (PT) program increases 
incoming telephone calls as frantic students call BVNPT for answers. 

(Continue to next page) 
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lncomin~ Telephone Cla Is to BVNPT 
Year Apr May JuneJan Feb Mar TotalJul Aua Seo Nov DecOct 

14,076 12,049 25,305 32,723 18,72329,472 17,989 19,070 19,526 8,267 6,696 215,879 11 ,983 2018 
10,14822,847 11 ,990 9,269 9,31545,669 19,494 20,275 25,477 11,485 31 ,455 34,783 252 207 2017 

A significant event impacting incoming calls occurred in December 2016, when BVNPT mailed 52,000 letters to licensees 
for an unsuccessful Continuing Education (CE) Audit. This impact was felt throughout 2017, and BVNPT finally 
terminated work on the audit after all Licensing functions were impaired. Work backlogs continued throughout the first 
quarter of 2018 , and in November 2018 , the number of incoming calls decreased by 57 percent from the previous month 
and decreased 76 percent from November 2017. December 2018 shows a decrease of 19 percent from the previous 
month and a 73 percent decrease from the previous year. Overall, there were 36,328 fewer incoming calls in 2018 which 
is a 14 percent decrease. These high numbers also reflect the phenomenon of repetitive hang ups. Applicants/licensees 
call in, are on hold in the queue for up to an hour, hang up, and call again. Then repeat the cycle. The Licensing staffs 
hard work in reducing processing backlogs contributes to the decrease the number of incoming telephone calls to BVNPT. 

ncomma TI heeo one a sC II Answered 
Year Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec 
2018 2,051 1,944 1,913 2,354 2,579 2,158 2,197 1,811 1,259 1,478 2,516 2,234 

2017 2,687 2,045 3,368 3,387 3,447 2,620 2,338 2,663 1 591 1,693 1,224 1,610 

Total 

24494 

28 673 

The challenge continues as we look at the actual number of incoming telephone calls answered in 2017 and 2018. There 
are five team members assigned to answering the telephones , plus responding to general BVNPT emails, assisting 
applicants and licensees at the public counter and reviewing online renewals. In 2018, there were 4,179 less calls 
answered which we attribute to absences (vacation and illness) and vacancies. When a new team member is hired, it 
takes considerable time and training to bring the team member up to speed to answer specific licensing questions. 
Currently, there are three vacancies on the reception team and other Licensing team members assist as they can. If team 
members are pulled from other processing functions, backlogs start and the number of incoming calls increases. The 
remedy is fully staffing, training and retaining the reception team. Once this team is fully staffed and trained, the "on hold" 
queue in the telephone system can be reconfigured and more callers will be placed on hold . 

The next Licensing challenge is processing VN/PT equivalency applications received online and via mail (in house) . The 
processing times listed in the charts represent the time in weeks it takes to process the applications. For example, if a VN 
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application is submitted in December 2018, it will take the analyst approximately 43 weeks to process the applications 
received in December 2018. The length of time to process applications is based on the complexity of the documents 
related to the application, the amount of time the applicant and schools take to provide the required documents, and the 
amount of time needed to analyze and verify the documents. · 

In 2017 the new Licensing Manager discovered that PT lls were processing VN/PT equivalency applications. Due to the 
complexity of the applications, all equivalency applications were pulled from the PT lls and reassigned to the Licensing 
analysts. Moving forward, all equivalency applications are assigned to the three analysts which dramatically increased 
the processing time. The processing time for VN equivalency applications went from an average of 22 weeks in 2017 to 
an average of 40 weeks in 2018. The number of PT equivalency applications received is less and the processing times 
dramatically improved. · 

VNE ':auIva Iencv A 10I'IcatIons processma 1me mT' . Wee s -k n meanO r din House 
Year Jan Feb Mar Apr May June Jul Aug Sep 
2018 31.70 '35.50 40.00 40.00 38.00 38.00 39.60 41.60 43.00 

2017 20.25 21.50 22.75 23.80 28.00 17.35 18.00 18.00 20.00 

Oct 
42.00 

22.00 

Nov 
43.00 

25.00 

Dec 
43.00 

28 .00 

PTE .:au,va Iencv ,110 ,ca ionsA I' f processma ,me mT' . eeW ks - n meanO r din House 
Year Jan Feb Mar Apr May June Jul Aua Sep 
2018 16.10 19.10 23.60 23.00 22 .50 10.00 5.60 2.40 1.00 

2017 8.00 12.50 15.50 16.25 10.40 4.25 4 .80 6.00 10.00 

Oct 
0.40 

15.60 

Nov 
0.50 
18.10 

Dec 
0.20 

22.10 

VN E . I:auiva encv A,1pp1ca tons R . d OrI' f ece1ve - n meandin House 
Year Feb AprJan Mar May June Sep Nov TotalJul Aua Oct Dec 

143 136 158 150 156 143 147 115 1,737 2018 126 168 170 125 
133 147 173 132 161 157 149 170 116 108174 156 1,776 2017 

PTE . R . d -O I':au,va Iencv A,1pp1caI' fions ece1ve n meandin House 
Year Feb AprJan Mar May June Sep NovJul Aua Oct Dec Total 

0 4 3 1 10 42018 1 3 0 2 190 
42017 0 4 0 2 4 0 320 3 5 6 4 
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These two challenges continue to be a top priority for Licensing. Rebuilding the reception team after the vacancies and 
training the team will improve the number of calls answered and improve BVNPT's customer satisfaction. Additional 
customer service training will be scheduled for all Licensing team members in March 2019. 

The challenge with the processing times for equivalency applications underwent an in-depth review by DCA's 
Organizational Change Management (OCM) team. The OCM team is presenting their findings/recommendations to the 
Executive Officer and Assistant Executive Officer in late February. The Licensing Committee will receive this information 
at their next meeting . This information will also be provided to the entire Board at the May Board meeting. 

In October 2018 , the NECs surveyed 152 schools to determine the projected number of students graduating in November 
and December 2018 and January 1 thru December 31 , 2019. A total of 124 schools re_sponded . The number of projected 
graduates is listed in the table. The Licensing Division is using this information to anticipate workload as graduations 
impact several areas in Licensing . Specifically, there will be an increase in the number of incoming telephone calls, faxes , 
emails and mail, examination requests, examination retakes and initial applications. The cashiers will also be affected if 
applicants do not use the online services. 

This information is also shared with the Enforcement Division since some applicants may need a background review. 

Number of Projected Graduates from Schools (124 schools report.ed - 28 schools did not report) : 
Jan Feb Mar Apr May June Jul Auo Seo Oct Nov Dec Total 

Total 2019 468 346 496 540 767 554 601 711 615 506 474 795 6,873 
Total 2018 441 963 1 404 

There are two notable improvements listed below. The remainder of the Executive Summary contains all data sets for 
Licensing and begins on page 6. 

► The was a 30 percent decrease in the number of applicants/licensees visiting the BVNPT offices in 2018. This can 
be attributed to the reduced backlogs. (Page 12) 

► In 2018, there 42,583 fewer pieces of incoming mail which is a 54 percent decrease in the amount of incoming 
mail. The CE Audit of December 2016 greatly impacted the first half of 2017. BVNPT hopes to increase online 
services in 2019 and further decrease the amount of incoming mail. (Page 13) 
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BVNPT Licensing Division Statistics 
January 2017 thru December 2018 

Vocational Nurses and Psychiatric Technicians 

VN Exammat1on Rte< uest Rece1ve. d : 
Jan Feb Mar Apr JuneMay Aug Sep 

Total 2018 
Jul 

654576 600 679 892 489 563 
Total 2017 

531 609 
449 648 504691 893 590 535 900 603 

Oct Nov Dec Total 

653 590 858 7,694 

642· 491 770 7,716 

PT Examinat ion Rec uests Received: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total 

Total 2018 74 15 11 3 60 13 47 65 55 12 11 110 476 

Total 2017 68 15 8 3 81 5 79 50 55 9 8 116 497 

VN Examination Retakes· 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2018 448 420 453 421 433 378 363 700 409 422 331 301 5,079 

Total 2017 419 414 514 388 454 390 405 423 437 401 375 330 4,950 

PT Examination Retakes: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total 

Total 2018 28 32 29 35 24 35 26 51 30 29 23 21 363 

Total 2017 30 27 35 34 32 31 26 33 17 34 22 23 344 

VN Interim Permits Issued· 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total 

Total 2018 20 15 14 10 18 11 15 20 11 13 3 12 162 

Total 2017 15 14 9 15 16 17 18 17 28 7 11 16 183 
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VN Examination Results: 
Jan Feb Mar Apr May June Aug SepJul Oct Nov Dec Total 

Total 2018 662 661 913 850 919 858 984 969 818 10,089 831 781 843 
916 916 758656 772 1179 773 863 941 952 889 803 10,418 Total 201 7 

PT Interim Permits Issued: 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2018 0 0 0 1 3 0 3 0 ·o 0 0 11 18 

Total 2017 0 0 0 0 0 0 0 0 0 0 0 0 0 

PT Examination Results· 
Jan Feb Mar Apr May June Jul AUCI Seo Oct Nov Dec Total 

Total 2018 40 49 85 97 62 50 60 57 50 77 63 36 726 

Total 2017 42 44 49 77 68 55 75 66 59 46 66 55 702 

VN I Tm 1aI A I" f,DD 1ca ions ece1veR . d: 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

·Total 2018 508 490 619 655 548 623 578 953 551 603 497 527 7152 

Total 2017 581 502 605 639 519 546 517 646 624 582 488 490 6 739 

PT Initial Annlications Rece1ved: 
Jan Feb Mar Apr May June Jul Aug Seo Oct Nov Dec Total 

Total 2018 17 28 33 54 48 26 30 51 27 35 45 23 417 

Total 2017 24 28 17 3~ 49 26 38 31 29 34 41 27 375 

VN Endorsements Received· 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2018 · 46 48 53 49 47 63 43 88 59 44 35 36 611 

Total 2017 49 43 65 42 46 52 56 63 61 83 37 41 63B 
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PT Renewals Received· 
Jan Feb Mar Apr May June Aug Sep Dec TotalJul Oct Nov 
384 376 372 346 361 351 4,670 Total 2018 401 614 383 358356 368 

384 411320 356 410 356Total 2017 378 430 347 383 382 333 4,490 

BVNPT Licensing Division Statistics 
January 2017 thru December 2018 

Vocational Nurses and Psychiatric Technic ians - Processing Times in Weeks 

C 00 ,0011cat1ons - ornine: 
Jan 

VNSh IA r 
AprFeb Mar May June AugJul Oct Nov Dec 

Total 2018 4.40 
Seo 

1.70 1.00 0.40 0.503.70 0.10 0.30 0.10 0.00 0.20 
Total 2017 

0.00 
4.50 4.25 2.75 1.50 4.00 2.00 1.30 3.40 5.501.50 1.00 2.80 

PT school Acollcations - Online: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec 

Total 2018 5.10 5.20 4.90 1.00 0.50 1.00 1.30 0.80 0.20 0.70 0.20 0.32 
Total 2017 3.75 11 .50 10.50 7.00 2.00 1.50 1.40 1.50 5.50 10.00 7.00 3.00 

,oo ,ca ions - nVN S Ch00I A r f I House: 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec 

Total 2018 1.70 3.00 1.70 1.80 1.00 1.00 0.30 0.20 0.10 0.20 0.30 0.20 

Total 2017 8.50 8.75 6.50 4.00 3.60 2.70 1.80 1.30 1.30 2.80 3.00 2.00 

PT Shc ool A,o ohcat1ons - In House: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec 

Total 2018 5.10 5.20 4.70 1.00 5.00 0.80 1.70 0.70 0.70 0.70 0.30 0.20 
Total 2017 4.50 7.00 8.50 6.00 1.00 2.00 1.70 3.50 7.50 7.80 4.50 2.70 
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PT Re-Examination· 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

Total 2018 5.00 2.40 2.50 1.00 1.10 1.10 1.50 1.00 0.90 1.00 0.60 0.50 
Total 2017 3.50 5.75 7.00 3.00 4.00 2.25 2.00 1.50 5.50 5.10 3.30 1.80 

VN E :au1va . Iency - onrmeandin House: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

Total 2018 31.70 35.50 40.00 40.00 38.00 38.00 39.60 41.60 43.00 42.00 43.00 43.00 
Total 2017 20.25 21.50 22.75 23.80 28.00 17.35 18.00 18.00 20.00 22.00 25.00 28.00 

PT • IEau1va encv - onrme and In House: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

Total 2018 16.10 19.10 23.60 23.00 22.50 10.00 5.60 2.40 1.00 0.40 0.50 0.20 
Total 2017 8.00 12.50 15.50 16.25 10.40 4 .25 4.80 6.00 10.00 15.60 18.10 22.10 

VN Verification - Online· 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

Total 2018 15.20 19.20 16.60 1.80 0.50 0.90 1.20 0.80 1.20 0.90 0 .70 1.00 
Total 2017 14.50 13.00 7.00 2.80 4.10 3.60 4.70 6.00 10.00 8.50 12.00 13.00 

VN Verification - In House: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

Total 2018 13.90 16.50 15.30 2.10 1.60 1.90 1.70 1.70 1.50 1.90 1.60 2.80 
Total 2017 13.00 12.75 8.00 7.25 6.50 5.50 3.50 4.50 8.00 7.00 9.00 12.00 

VN Endorsements - Online· 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

Total 2018 2.60 2.90 4.00 1.00 0.60 1.00 1.00 1.60 1.20 1.20 1.70 3.70 
Total 2017 2.25 1.25 0.08 1.00 1.00 1.00 1.00 1.00 1.00 1.30 2.00 1.00 
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VN Endorsements - In House· 
Jan Feb Mar Apr May June Jul AuQ Sep Oct Nov Dec 

Total 2018 1.40 1.90 2.00 1.00 2.00 0.70 1.00 1.60 1.20 1.20 1.70 3.70 
Total 2017 3.25 4.25 4.75 2.60 2.10 1.70 2.00 1.00 1.00 ·1.00 2.00 2.00 

VN Initial Licensure: 
Jan Feb Mar Apr May June Jul Aug Seo Oct Nov Dec 

Total 2018 1.40 1.90 2.00 1.00 2.00 0.70 1.00 1.60 1.20 0.90 1.00 0.80 

Total 2017 3.25 4.25 4.75 2.60 2.10 1.70 2.00 1.00 1.00 1.00 2.00 2.00 

PT Initial Licensure: 
Jan Feb Mar Apr May June Jul AUQ Sep Oct Nov Dec 

Total 2018 3.40 0.60 1.30 1.00 5.00 1.10 1.30 0.60 0.50 0.80 0.50 0.30 
Total 2017 5.00 5.50 4.25 1.80 1.40 1.25 1.70 2.40 6.40 1.40 2.50 2.40 

Name ChanQes: 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2018 19 36 24 25 39 14 24 27 40 121 107 149 625 
Total 2017 46 64 33 37 36 23 33 23 38 27 34 19 413 

Address Chan :ies: 
Jan Feb Mar Apr . May June Jul AuQ Sep Oct Nov Dec Total 

Total 2018 806 1,306 1,022 929 961 870 751 795 591 763 569 518 9,881

Total 2017 1,500 1,727 1,881 1,331 1,345 1,402 1,215 1 307 508 721 642 458 14 037 

Number of Projected Graduates from Schools (124 schools reported - 28 schools did not report): 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2019 468 346 496 540 767 554 601 711 615 506 474 795 6 873 
Total 2018 441 963 1,404 

Page I 12 



BVNPT Licensing Division Statistics 
January 2017 thru September 2018 

Public Counter and Customer Service 

Annlicants/Licensees Assisted at the Public Counter: 
Jan Feb Mar Apr May June Sep Nov Total 

Total 2018 
Jul Auo Oct Dec 

449 364 440 151 56 440 242289 281 308 217 3,543 306 
990 515 426 352 338Total 2017 368 384 363 406 343 5,109 315 309 

Temporarv Licenses Issued at the Public Counter: 
Jan Feb Mar Apr May June Jul Auo Seo Oct Nov Dec Total 

Total 2018 30 36 62 152 57 9 6 16 0 4 2 7 381 
Total 2017 38 30 24 36 39 50 36 26 27 306 

·1 lncomina Ema, s to the General BVNPT Email Box: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total 

Total 2018 2, 051 1,483 1,832 1,548 1.426 1.449 1.462 1,690 1,484 1,646 1,253 1.228 18,552 
Total 2017 2,846 2,237 1,921 890 974 1,050 1,051 1,393 1,264 1.807 2.758 1,445 19,636 

lncomina Teleohone Calls: 
Jan Feb Mar Apr May June Jul Auo Sep Oct Nov Dec Total 

Total 2018 29,472 25,305 32 ,723 18,723 14,076 12,049 11 ,983 17,989 19,070 19,526 8,267 6,696 215,879 

Total 2017 45,669 22,847 11,990 9,269 9,315 10,148 11,485 19 494 20,275 31 ,455 34,783 25,477 252,207 

lncomina Calls Answered: 
Jan Feb Mar Apr . May June Jul Auo Sep Oct Nov Dec Total 

Total 2018 2,051 1,944 1,913 2,354 2,579 2,158 2,197 1,811 1,259 1,478 2,516 2 234 24,494 

Total 2017 2,687 2,045 3,368 3,387 3,447 2,620 2,338 2,663 1,591 1,693 1,224 1,610 28,673 
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Averaae Time on H0 Id.m M'mutes: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec 

On Hold 2018 39.75 36.75 42.50 32.75 29.75 32.50 32.25 42.00 50.00 49.25 24.25 25.75 

On Hold 2017 30.00 36.50 22.25 19.50 20.50 27.25 27.00 31 .50 43.50 46.00 54.00 43.00 

BVNPT Administrative and Support Services Statistics 
January 2017 thru December 2018 

ncomina Mail: 

Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2018 2,878 2,566 2,717 3,274 3,060 3,060 2,913 2,657 3,085 3,254 3,226 
2,719 

2.556 
1,998 

35,246 
77,829 Total 2017 34,241 5,787 4 747 4,598 4,533 4,135 4,565 3 748 3,1 29 3,629 

Cashiering 

In House p rocessedPayments - VNRenewa: 
Jan Feb Mar Apr May June Jul Auo Sep Oct Nov Dec Total 

Total 2018 209 445 1,037 644 140 71 165 181 119 171 158 136 3.476 
Total 2017 344 121 285 271 117 167 203 213 194 220 202 188 2 525 

Online Processed Pavments - VN Renewal : 
Jan Feb Mar Apr May June Jul Aug Seo Oct Nov Dec Total 

Total 2018 3,052 2,671 2,843 2,632 2,193 1,431 2,144 3,157 2,978 3,257 3,198 3,231 32 787 

Total 2017 2,985 2,302 2,703 2,305 2,017 1,276 1,915 2,651 2,745 2 623 2,697 2,497 28,716 

In House Processed Pavments - PT Renewal: 

Total 2018 

Total 2017 

Jan 
26 
46 

Feb 
37 
20 

Mar 
112 

23 

Apr 
69 
22 

May 
14 

10 

June 

11 
22 

Jul 
18 

24 

Auo 
12 

15 

Seo 
15 
21 

Oct 
27 

28 

Nov 
14 
20 

Dec 
15 

17 

Total 
370 

268 
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onrme ProcessedPavments - PT R enewa : 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total 

Total 2018 294 275 298 275 240 157 245 304 292 281 307 301 3,269

Total 2017 267 229 274 269 199 144 218 313 251 268 271 258 2,961 

In House Processed pavments - VN Examinations: 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total

Total 2018 229 232 284 225 358 190 207 227 132 231 179 137 2 631 

Total 2017 694 320 514 703 295 492 260 305 264 306 189 209 4 551 

Online Processed Pavments - VN Examinations: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec Total 

Total 2018 336 326 343 381 556 319 282 519 386 408 354 660 4,870 

Total 2017 251 281 295 283 489 361 330 452 333 331 332 555 4,293 

In House processedPavments - PTExammat,ons: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec Total 

Total 2018 53 6 8 1 29 4 21 3 29 1 3 24 182 

Total 2017 27 4 45 2 4 32 73 22 29 6 2 7 253 

Online Processed Pavments - PT Examinations: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total

Total 2018 22 10 4 1 39 9 27 28 6 16 8 87 257 

Total 2017 10 6 3 1 48 4 7 27 27 2 7 112 254 

In House ProcessedPavments - VN Reexammat,ons: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec Total 

Total 2018 145 143 109 120 124 91 107 96 89 127 79 59 1,289 

Total 2017 155 74 151 316 109 153 91 116 114 91 87 89 1,546 
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0 nline Processed Payments - VN Reexaminations: 
Jan Feb Mar Apr May June Jul Aug Seo Oct Nov Dec Total 

Total 2018 331 294 349 328 340 288 288 357 314 313 262 238 3,702 
Total 2017 305 286 362 282 347 291 334 321 326 326 295 252 3 727 

In House ProcessedPavments - PT R eexammatIons: 
Jan Feb Mar Apr May June Jul Aua Seo Oct Nov Dec Total 

Total 2018 15 20 15 16 13 18 15 12 13 17 11 13 178 
Total 2017 10 15 55 19 27 29 22 29 15 24 13 14 272 

o r rocessedPayments - PTReexammat,ons : nine P 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec Total 

Total 2018 9 15 11 18 12 14 14 14 13 19 11 3 153 
Total 2017 4 2 6 13 7 9 4 5 5 11 8 9 83 

In House Processed Payments - VN Interim Permit: 
Jan Feb Mar Apr May June Jul Aug Sep Oct Nov Dec Total 

Total 2018 5 4 2 2 4 2 3 2 1 2 2 0 29 
Total 2017 3 3 1 3 11 8 1 3 10 3 5 1 52 

ornme P . p "trocessedPavments - VNInter,m erm,: 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec Total 

Total 2018 15 8 11 8 15 12 0 9 9 10 2 9 108 
Total 2017 23 16 10 11 11 9 17 13 21 4 6 13 154 

In House p rocessedPavmen st - VNVeri ,ca 10n:T f 
Jan Feb Mar Apr May June Jul Aua Sep Oct Nov Dec Total 

Total 2018 70 61 59 69 107 62 68 81 48 41 64 34 764 
Total 2017 4 7 3 166 103 97 59 66 54 79 47 34 719 
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0 nline processedP .. Iavments - PT lmt1a Licensure: 
Jan Feb Mar Apr May June Jul AUQ Seo Oct Nov Dec Total 

Total 2018 16 26 16 50 43 23 28 32 25 30 41 20 350 
Total 2017 14 22 14 26 41 23 34 29 26 33 34 23 319 

onrme ProcessedPavments - VNVeriT1cat1on: 
Jan Feb Mar Apr May June SepAuQ Oct Nov Dec Total 

Total 2018 
Jul 

105 79 85 83 8796 104 88 101 92 77 1,084 87 
11 15 18 95 76 91Total 2017 7691 84 68 5189 765 

In House Processed Pavments - VN Initial Li censure: 
Jan Feb Mar Apr May June Aua Sep Nov Dec Total 

Total 2018 
Jul Oct 

4356 63 79 77 48 47 30 40 41 2851 603 
Total 2017 27 110 146 60 10183 56 73 4759 80 53 895 

Jan Feb Mar Apr May June Jul AuQ Sep Oct Nov Dec Total 
Total 2018 450 437 515 571 475 563 525 581 513 561 450 490 6 131 

VN I •• IL"0 nline p rocessedPavments - mt1a 1censure: 

465 430 535 559 453 454Total 2017 484 567 556 432512 436 5,883 

In House Processed Pavments - PT Initial Licensure: 
Jan Feb Mar Apr May June Aug Sep NovJul Oct Dec Total 
1 2 15 8 2Total 2018 15 6 3 4 413 
7 5 9 3 10 3Total 2017 3 79 2 1 4 63 
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AGENDA ITEM 20.C 
GTAT# O P CAt.lflQANl4' 

.c:1c a 
DEPARTMENT OF CONSUMER AFFAIRS 

BUSllltSS co11su1.1[P SERtlUS AHO ttOUSl!G lG!IICY • GO'/fRUO! EO'IUNO GBPOWH JP 

Board of Vocational Nursing and Psychiatric Technicians 
2535 Capitol Oaks Dr Suite 205 Sacramento CA 95833-2945 
Phone: (916) 263-7827 Fax: (916) 263-7857 www.bvnpt.ca.gov 

DATE: January 25, 2018 

TO: Education Committee Members 

FROM: Board Staff 

SUBJECT: Proposed Regulatory Action to Amend California Code of Regulations 
(CCR) Title 16, Division 25, Chapter 1, Article 5, Section 2530 for (VN) 
and Chapter 2, Article 5, Section 2585 for (PT) 

BACKGROUND 

Board of Vocational Nursing and Psychiatric Technicians (Board) pass rates for first time 
test taker candidates rank among the lowest in the nation. For example, California's VN 
pass rates ranked between 47th and 50th out of 50 states over the past 10 years, 
making this issue a strong concern regarding the safety and the protection of the public. 

At their meeting on November 17, 2017, the Board voted on the motion: To amend CCR 
sections 2530 (VN) and 2585 (PT) be amended and that a pass rate percentage of a 
least 75% be adopted. 

By comparison, Texas counts pass rate percentage during the examination year. Texas 
Administration Code, Title 22, Part 11, Chapter 214, Rule§ 214.4(2)(A) states: 

(2) NCLEX-PN® Pass Rates. The annual NCLEX-PN® examination pass rate for each 
vocational nursing education program is determined by the percentage of first time 
test-takers who pass the examination during the examination year. 

(A) Eighty percent (80%) of first-time NCLEX-PN® candidates are required to achieve 
a passing score on the NCLEX-PN® examination during the examination year. 

At the upcoming February 2018 Board Meeting, the committee will recommend revised 
language to CCR sections 2530(1) for VN and 2585(1) for PT. 

Using CCR § 2530(1) for VN as an example, staff recommends revising language as follows: 

Current The program shall maintain a yearly average minimum pass rate on the 
language: licensure examination that does not fall below 10 percentage points of the 

state average pass rate for first time candidates of approved vocational 
nursinq schools for the same period. 
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Proposed The program shall maintain a yeafly average minimum pass rate 
revised percentage of at least 75% on the licensure examination that does not fall 
language: below 10 percentage points of the state a>.ierage pass rate for first time 

candidates of approved vocational nursing schools for the same period. 

EDUCATION COMMITTEE MEETING - JANUARY 25, 2018 

Currently, VN and PT programs may be placed on provisional status if they fail to 
maintain the required pass rate for eight consecutive quarters. 

At the upcoming February 2018 Board Meeting, the committee will recommend proposed 
revised language to CCR sections 2530(1)(1) for VN and 2585(1)(1) for PT for review and 
adoption. This is how it will look for the VN code, and the corresponding change for the 
PT regulation will be presented for the final vote in February: 

Current 
language: 

Failure to maintain the required yearly average minimum pass rate for 
two years or eight consecutive quarters may be cause to place a 
program on provisional approval. 

Option 1 Failure to maintain the required yeafly average minimum pass rate 
revised 
language: 

percentage for two years or eight consecutive quarters one year or the 
four most recent guarters in which the program had first-time test takers 
may be cause to place a program on provisional approval. 

Option 2 
revised 
language: 

Failure to maintain the required yearly average minimum pass rate 
percentage for twe one years or~ four consecutive quarters may be 
cause to place a program on provisional approval. 

Option 3 Failure to maintain the required yearly average minimum pass rate 
revised 
language: 

percentage for t\t.10 years or eight consecutii.ce quarters in a ca lendar yea r 
may be cause to place a program on provisional approval. 

. 

IMPLEMENTATION OF REVISED LANGUAGE 

Board staff recommends implementation of Option 1 for the following reasons: 

❖ The newly proposed regulations would hold VN and PT programs to a consistently 
higher pass rate standard than the current regulations. Programs would be 
required to maintain pass rate percentages of at least 75% every quarterly-period of 
time. This is in strong contrast to comparable states that calculate program pass rate 
percentages of at least 80% based on a one-year period of time . 

❖ After the implementation of the new regulations, VN and PT programs, regardless of 
their approval status, would be given a period of two years to reach compliance. 
Thereafter, the new regulations would apply. 
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❖ There would be no need for "grandfathering in", as all VN and PT programs, including 
those on provisional status, would have the first two years to reach compliance. 

❖ Board staff recommends implementation to begin after the first quarter after the 
regulation is enacted and monitoring of the outcomes to be ongoing. 
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BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY  •  GAVIN NEWSOM, GOVERNOR 

BOARD OF REGISTERED NURSING 
PO Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350 | www.rn.ca.gov 

BOARD OF REGISTERED NURSING 

LEGISLATIVE COMMITTEE 

MEETING MINUTES 

DATE: October 17, 2019 

TIME: 12:11 p.m. 

LOCATION: Bakersfield Marriott at the Convention Center, Salon A 

801 Truxtun Avenue 

Bakersfield, California 93301 

MEMBERS PRESENT: Donna Gerber, Chair 

Michael Jackson 

Trande Phillips 

MEMBERS ABSENT: Imelda Ceja-Butkiewicz 

STAFF PRESENT: Dr. Joseph Morris, Executive Officer 

Evon Lenerd, Assistant Executive Officer 

Thelma Harris, Chief of Legislation 

Ann Salisbury, Legal Counsel 

8.0 Call to Order, Roll Call, Establishment of a Quorum, and Approval of Minutes: 

Donna Gerber called the meeting to order at 12:11 p.m. following the conclusion of the 

Education/Licensing Committee. 

8.0.1 Review and Vote on Whether to Approve Previous Meeting’s Minutes: 
➢ August 15, 2019 

Motion: Michael Jackson to Approve the Minutes of August 15, 2019 

Second: Trande Phillips 

DG: Abstain MJ: Yes TP: Yes 

8.1 Discussion of Bills of Interest to the Board of Registered Nursing(Board) and 

Recommendation that the Board Adopt or Modify positions on the Bills Introduced 

during the 2019-2020 Legislative Session 

Due to the timing in the legislative session, there were no bills presented for consideration. 

The members were referred to the tables of Bill Status for those bills recently chaptered. 



8.2 Public Comment for Items Not on the Agenda; Items for a Future Agenda 

Kathy Hughes, SEID Nurse Alliance re SB 227: Thanks the Board for its support of this 

bill. 

8.3 The meeting adjourned at 12:17 p.m. 

Submitted by:~~ Approved by:.-1,....L-_ :___:___~ +~===::___ 
Thelma Harris, Chief of Legislation Donna Gerber, Chair 



 
 
 

 
             

                   

 
 
 
 

   
 

 
 

  
    

  
   

 
 

  
  

  
  

 
   

 
   

  
  

 
 

 

  
  

    
  

  

BOARD OF REGISTERED NURSING 
Legislative Committee 
Agenda Item Summary 

ACTION REQUESTED: 

REQUESTED BY: 

BACKGROUND: 

NEXT STEPS: 

FINANCIAL 
IMPLICATIONS, 
IF ANY: 

PERSON TO CONTACT: 

AGENDA ITEM: 8.1 
DATE: March 12, 2020 

Discussion of Bills of Interest to the Board of Registered Nursing 
(Board) and Possible Vote to Recommend that the Board Adopt or 
Modify Positions on Bills Introduced during the 2019-2020 
Legislative Session, Including But Not Limited To the Following 
Bills: 

Donna Gerber, Chair, Legislative Committee 

Bills of interest for the 2019-2020 legislative session are listed on the 
attached tables. 

Bold denotes a new bill for Committee or Board consideration, is one that 
has been amended since the last Committee or Board meeting,or is one about 
which the Board has taken a position and may wish to discuss further and 
restate or modify its position. 

An analysis of and the bill text for these bills are included for further 
review. 

Present recommendations to the Board 

As reflected by the proposed legislation 

Thelma Harris, RN, PHN, MSN 
Chief of Legislation 
(916) 574-7600 



2020 TENTATIVE LEGISLATIVE CALENDAR 
COMPILED BY THE OFFICE OF THE ASSEMBLY CHIEF CLERK AND THE OFFICE OF THE SECRETARY OF THE SENATE 

Revised 10-18-19 

JANUARY 
S M T W TH F S 

1 2 3 4 

Wk. 1 5 6 7 8 9 10 11 

Wk. 2 12 13 14 15 16 17 18 

Wk. 3 19 20 21 22 23 24 25 

Wk. 4 26 27 28 29 30 31 

Jan. 1 
DEADLINES 

Statutes take effect (Art. IV, Sec. 8(c)). 

Jan. 6 Legislature reconvenes (J.R. 51(a)(4)). 

Jan. 10 Budget must be submitted by Governor (Art. IV, Sec. 12(a)). 

Jan. 17 Last day for policy committees to hear and report to fiscal committees 
fiscal bills introduced in their house in the odd-numbered year 
(J.R. 61(b)(1)). 

Jan. 20 Martin Luther King, Jr. Day. 

Jan. 24 Last day for any committee to hear and report to the floor bills introduced 
in that house in the odd-numbered year. (J.R. 61(b)(2)). Last day to submit 
bill requests to the Office of Legislative Counsel. 

Jan. 31 Last day for each house to pass bills introduced in that house in the odd-
numbered year (J.R. 61(b)(3)) (Art. IV, Sec. 10(c)). 

FEBRUARY 
S M T W TH F S 

Wk. 4 1 
Wk. 1 2 3 4 5 6 7 8 
Wk. 2 9 10 11 12 13 14 15 

Wk. 3 16 17 18 19 20 21 22 

Wk. 4 23 24 25 26 27 28 29 

MARCH 

S M T W TH F S 
Wk. 1 1 2 3 4 5 6 7 
Wk. 2 8 9 10 11 12 13 14 

Wk. 3 15 16 17 18 19 20 21 

Wk. 4 22 23 24 25 26 27 28 

Wk. 1 29 30 31 

APRIL 
S M T W TH F S 

Wk. 1 1 2 3 4 
Spring 
Recess 5 6 7 8 9 10 11 

Wk. 2 12 13 14 15 16 17 18 

Wk. 3 19 20 21 22 23 24 25 

Wk. 4 26 27 28 29 30 

Feb. 17 Presidents' Day. 

Feb. 21 Last day for bills to be introduced (J.R. 61(b)(4), J.R. 54(a)). 

Mar. 27 Cesar Chavez Day observed. 

Apr. 2 Spring Recess begins upon adjournment (J.R. 51(b)(1)). 

Apr. 13 Legislature reconvenes from Spring Recess (J.R. 51(b)(1)). 

Apr. 24 Last day for policy committees to hear and report to fiscal committees 
fiscal bills introduced in their house (J.R. 61(b)(5)). 

MAY 
S M T W TH F S 

Wk. 4 1 2 

Wk. 1 3 4 5 6 7 8 9 

Wk. 2 10 11 12 13 14 15 16 

Wk. 3 17 18 19 20 21 22 23 
No 

Hrgs. 24 25 26 27 28 29 30 

Wk. 4 31 

May 1 Last day for policy committees to hear and report to the floor nonfiscal 
bills introduced in their house (J.R. 61(b)(6)). 

May 8 Last day for policy committees to meet prior to June 1 (J.R. 61(b)(7)). 

May 15 Last day for fiscal committees to hear and report to the floor 
bills introduced in their house (J.R. 61 (b)(8)).  Last day for fiscal 
committees to meet prior to June 1 (J.R. 61 (b)(9)). 

May 25 Memorial Day. 

May 26-29 Floor session only. No committee may meet for any purpose 
except for Rules Committee, bills referred pursuant to Assembly 
Rule 77.2, and Conference Committees (J.R. 61(b)(10)). 

May 29 Last day for each house to pass bills introduced in that house 
(J.R. 61(b)(11)). 

*Holiday schedule subject to final approval by Rules Committee. 
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JUNE 

S M T W TH F S 
Wk. 4 1 2 3 4 5 6 
Wk. 1 7 8 9 10 11 12 13 
Wk. 2 14 15 16 17 18 19 20 
Wk. 3 21 22 23 24 25 26 27 
Wk. 4 28 29 30 

June 1 Committee meetings may resume (J.R. 61(b)(12)). 

June 15 Budget Bill must be passed by midnight (Art. IV, Sec. 12(c)). 

June 25 Last day for a legislative measure to qualify for the Nov. 3 General 
Election ballot (Elections Code Sec. 9040). 

June 26 Last day for policy committees to hear and report fiscal bills to fiscal 
committees (J.R. 61(b)(13). 

JULY 
S M T W TH F S 

Wk. 4 1 2 3 4 
Summer 
Recess 5 6 7 8 9 10 11 

Summer 
Recess 12 13 14 15 16 17 18 

Summer 
Recess 19 20 21 22 23 24 25 

Summer 
Recess 26 27 28 29 30 31 

July 2 Last day for policy committees to meet and report bills (J.R. 61(b)(14)). 

Summer Recess begins upon adjournment, provided Budget Bill has been 
passed (J.R. 51(b)(2)). 

July 3 Independence Day observed. 

AUGUST 
S M T W TH F S 

Summer 
Recess 1 

Wk. 1 2 3 4 5 6 7 8 

Wk. 2 9 10 11 12 13 14 15 
No 

Hrgs. 16 17 18 19 20 21 22 
No 

Hrgs. 23 24 25 26 27 28 29 
No 

Hrgs 30 31 

Aug. 3 Legislature reconvenes from Summer Recess (J.R. 51(b)(2)). 

Aug. 14 Last day for fiscal committees to meet and report bills (J.R. 61(b)(15)). 

Aug. 17 – 31 Floor session only. No committee may meet for any purpose except 
Rules Committee, bills referred pursuant to Assembly Rule 77.2, and 
Conference Committees (J.R. 61(b)(16)). 

Aug. 21 Last day to amend bills on the floor (J.R. 61(b)(17)). 

Aug. 31 Last day for each house to pass bills (Art. IV, Sec 10(c), J.R. 61(b)(18)). 
Final Recess begins upon adjournment (J.R. 51(b)(3)). 

IMPORTANT DATES OCCURRING DURING FINAL RECESS 

2020 
Sept. 30 Last day for Governor to sign or veto bills passed by the Legislature before Sept. 1  

and in the Governor's possession on or after Sept. 1 (Art. IV, Sec. 10(b)(2)). 

Oct. 1 Bills enacted on or before this date take effect January 1, 2021.  (Art. IV, Sec. 8(c)). 

Nov. 3 General Election. 

Nov. 30 Adjournment sine die at midnight (Art. IV, Sec. 3(a)). 

Dec. 7 2021-22 Regular Session convenes for Organizational Session at 12 noon. 
(Art. IV, Sec. 3(a)). 

2021 
Jan.  1 Statutes take effect (Art. IV, Sec. 8(c)). 

Page 2 of 2 
*Holiday schedule subject to final approval by Rules Committee. 



 
 

 
 

 

 

 
 

 
 

 
 

 

 
 

 

 
 

   
 

   
 

 
 

 
 

 
  

 
 

   
     
   

 
 

 
 

    
 
 

 
 

 
  

    
     
 

 
 

 
 

 
 

   
 

 
 

 

 

 

 
 

     
 
 

 
 

 
 

    
  

 
 

  

 
 

 
 

 

   

  
 

   

  
 

 
   

      

  
 

 
   

  
 

 
   

      

 
 

  
 

   

  
 

 
   

BOARD OF REGISTERED NURSING 
Assembly Bills 2019-2020 

Status Update 
March 12, 2020 

BILL # 
AUTHOR/ 

BILL SPONSOR 
SUBJECT 

COM 
POSITION/ 

date 

BOARD 
POSITION/ 

date 

BILL 
STATUS 

as of March 
12, 2020 

AB 329 
Rodriguez/ 

CENA 
Hospitals: assaults and batteries 

Watch 
3/14/19 

Watch 
4/11/19 

Senate 
PubSafety 

AB 362 
Eggman/ 

DPA; HRC 
Controlled substances: overdose prevention 
program 

Information 
5/9/19 

Watch 
4/11/19 

Senate 
Health 

AB 613 Low Professions and vocations: regulatory fees 
Watch 
3/14/19 

Watch 
4/11/19 

Senate 
BP&ED 

AB 732 Bonta 
County jails: prisons: incarcerated pregnant 
persons 

Watch 
3/14/19 

Watch 
4/11/19 

Assembly 
APPR 

AB 890 Wood 
Nurse practitioners: scope of practice: 
unsupervised practice 

Oppose 
unless 

amended 
5/9/19 

Oppose unless 
amended 
6/13/19 

Assembly 
APPR 

AB 1145 Cristina Garcia Child abuse: reportable conduct 
Watch 
3/14/19 

Watch 
4/11/19 

Assembly 
APPR 

AB 1544 Gipson 
Community Paramedicine or Triage to 
Alternate Destination Act 

Oppose 
8/15/19 

Senate   
Inactive File 

AB 1616 Low 
Department of Consumer Affairs: boards: 
expunged convictions 

AB 1759 Salas 
Health care workers: rural and underserved 
areas 

AB 1909 Gonzalez 
Healing arts licensees: virginity 
examinations or tests 

AB 1917 Ting Budget Act of 2020 

AB 1928 Kiley/Melendez 
Employment standards: independent 
contractors and employees 

AB 1998 Low 
Dental Practice Act: unprofessional conduct: 
patient of record 

AB 2028 Aguilar-Curry State agencies: meetings 

AB 2185 Patterson/Gallag 
her 

Professions and vocations: applicants 
licensed in other states: reciprocity 

AB 2549 Salas 
Department of Consumer Affairs: temporary 
licenses 
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BOARD OF REGISTERED NURSING 
Assembly Bills 2019-2020 

Status Update 
March 12, 2020 

AB 2704 Ting Healing Arts: licenses: data collection 

AB 3016 Dahle 
Board of Registered Nursing: online license 
verification 

AB 3244 Flora 

Nursing, vocational nursing, and 
psychiatric technicians: schools: 
examination fraud 

2 



 
 

 
 

 

 

 
 

 
 

 
 

 

 
 

 

 
 

  
 

   
 

 
   

       

   
     
   

   

   
 

 
   

       

      

      

      

      

      

      

      

      

      

      

      

      

      

BOARD OF REGISTERED NURSING 
Assembly Bills 2019-2020 

Status Update 
March 12, 2020 

BILL # 
AUTHOR/ 

BILL 
SPONSOR 

SUBJECT 
COM 

POSITION/ 
date 

BOARD 
POSITION/ 

date 

BILL 
STATUS 

as of March 
12, 2020 

SB 3 Allen/Glazer 
Office of Higher Education Coordination, 
Accountability, and performance 

SB 808 Mitchell Budget Act of 2020 

SB 878 Jones 
Department of Consumer Affairs Licensing: 
applications: wait times 

SB 1053 Moorlach 
Licensed registered nurses and licensed 
vocational nurses: Nurse Licensure 
Compact 

SB 1237 Dodd Nurse-Midwives: scope of practice 

1 



 
 

 
 

 

 

 
 

 
 

 
 

 

 
 

 

 
 

   
 

 
 

      

BOARD OF REGISTERED NURSING 
Assembly Bills 2019-2020 

Status Update 
March 12, 2020 

COM 
AUTHOR/ 

BILL # SUBJECT POSITION/ 
BILL SPONSOR 

date 

BOARD 
POSITION/ 

date 

BILL 
STATUS 

as of Oct 4, 
2019 
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AMENDED IN ASSEMBLY APRIL 22, 2019 

AMENDED IN ASSEMBLY APRIL 3, 2019 

california legislature—2019–20 regular session 

ASSEMBLY BILL  No. 890 

Introduced by Assembly Member Wood 
(Coauthors: Assembly Members Aguiar-Curry, Eggman, Friedman, 

Gallagher, and Gipson) 
(Coauthors: Senators Caballero, Hill, Leyva, and Stone) 

February 20, 2019 

An act to amend Sections 650.01 and 805 of, and to add Sections 
2837.1 and 2837.2 to, Article 8.5 (commencing with Section 2837.100) 
to Chapter 6 of Division 2 of, the Business and Professions Code, 
relating to healing arts. 

legislative counsel’s digest 

AB 890, as amended, Wood. Nurse practitioners: scope of practice: 
unsupervised practice. 

Existing law, the Nursing Practice Act, provides for the certifcation 
and regulation of nurse practitioners by the Board of Registered Nursing. 
Existing law authorizes the implementation of standardized procedures 
that authorize a nurse practitioner to perform certain acts that are in 
addition to other authorized practices, including certifying disability 
after performing a physical examination and collaboration with a 
physician and surgeon. A violation of the act is a misdemeanor. 

This bill would establish the Advanced Practice Registered Nursing 
Board within the Department of Consumer Affairs, which would consist 
of 9 members. The bill would authorize a nurse practitioner who holds 
a certifcation as a nurse practitioner from a national certifying body 

97 



  

AB 890 — 2 — 

recognized by the board who practices in certain settings or 
organizations to perform specifed functions without supervision by a 
physician and surgeon, including ordering and interpreting diagnostic 
procedures, certifying disability, and prescribing, administering, 
dispensing, and administering controlled substances. 

The bill would also authorize a nurse practitioner who holds a an 
active certifcation as a nurse practitioner from a national certifying 
body recognized issued by the board to practice without supervision by 
a physician and surgeon outside of specifed settings or organizations 
in accordance with specifed conditions and requirements if the nurse 
practitioner has successfully completed meets specifed education and 
other requirements, including completion of a transition to practice 
program, practice, as defned by the bill, and a supervising physician 
and surgeon at the facility at which the nurse practitioner completed 
the transition to practice program attests to the board that the nurse 
practitioner is profcient in competencies established by the board by 
regulation. bill. The bill would authorize the board, upon application, 
to issue an inactive certifcate. 

Existing law makes it unlawful for specifed healing arts practitioners, 
including physicians and surgeons, psychologists, and acupuncturists, 
to refer a person for certain services, including laboratory, diagnostic 
nuclear medicine, and physical therapy, if the physician and surgeon 
or their immediate family has a fnancial interest with the person or in 
the entity that receives the referral. A violation of those provisions is a 
misdemeanor and subject to specifed civil penalties and disciplinary 
action. 

This bill would make those provisions applicable to a nurse 
practitioner practicing pursuant to the bill’s provisions. 

Existing law provides for the professional review of specifed healing 
arts licentiates through a peer review process and defnes “licentiate” 
for those purposes. 

This bill would include as a licentiate a nurse practitioner practicing 
pursuant to the bill’s provisions. 

Because the bill would expand the scope of crimes, the bill would 
impose a state-mandated local program. 

The California Constitution requires the state to reimburse local 
agencies and school districts for certain costs mandated by the state. 
Statutory provisions establish procedures for making that reimbursement. 

This bill would provide that no reimbursement is required by this act 
for a specifed reason. 
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— 3 — AB 890 

Vote:  majority. Appropriation: no. Fiscal committee: yes. 

State-mandated local program: yes. 

The people of the State of California do enact as follows: 

1 SECTION 1. Section 650.01 of the Business and Professions 
2 Code is amended to read: 
3 650.01. (a) Notwithstanding Section 650, or any other 
4 provision of law, it is unlawful for a licensee to refer a person for 
5 laboratory, diagnostic nuclear medicine, radiation oncology, 
6 physical therapy, physical rehabilitation, psychometric testing, 
7 home infusion therapy, or diagnostic imaging goods or services if 
8 the licensee or their immediate family has a fnancial interest with 
9 the person or in the entity that receives the referral. 

10 (b) For purposes of this section and Section 650.02, the 
11 following shall apply: 
12 (1) “Diagnostic imaging” includes, but is not limited to, all 
13 X-ray, computed axial tomography, magnetic resonance imaging 
14 nuclear medicine, positron emission tomography, mammography, 
15 and ultrasound goods and services. 
16 (2) A “fnancial interest” includes, but is not limited to, any 
17 type of ownership interest, debt, loan, lease, compensation, 
18 remuneration, discount, rebate, refund, dividend, distribution, 
19 subsidy, or other form of direct or indirect payment, whether in 
20 money or otherwise, between a licensee and a person or entity to 
21 whom the licensee refers a person for a good or service specifed 
22 in subdivision (a). A fnancial interest also exists if there is an 
23 indirect fnancial relationship between a licensee and the referral 
24 recipient including, but not limited to, an arrangement whereby a 
25 licensee has an ownership interest in an entity that leases property 
26 to the referral recipient. Any fnancial interest transferred by a 
27 licensee to any person or entity or otherwise established in any 
28 person or entity for the purpose of avoiding the prohibition of this 
29 section shall be deemed a fnancial interest of the licensee. For 
30 purposes of this paragraph, “direct or indirect payment” shall not 
31 include a royalty or consulting fee received by a physician and 
32 surgeon who has completed a recognized residency training 
33 program in orthopedics from a manufacturer or distributor as a 
34 result of their research and development of medical devices and 
35 techniques for that manufacturer or distributor. For purposes of 
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AB 890 — 4 — 

this paragraph, “consulting fees” means those fees paid by the 
manufacturer or distributor to a physician and surgeon who has 
completed a recognized residency training program in orthopedics 
only for their ongoing services in making refnements to their 
medical devices or techniques marketed or distributed by the 
manufacturer or distributor, if the manufacturer or distributor does 
not own or control the facility to which the physician is referring 
the patient. A “fnancial interest” shall not include the receipt of 
capitation payments or other fxed amounts that are prepaid in 
exchange for a promise of a licensee to provide specifed health 
care services to specifed benefciaries. A “fnancial interest” shall 
not include the receipt of remuneration by a medical director of a 
hospice, as defned in Section 1746 of the Health and Safety Code, 
for specifed services if the arrangement is set out in writing, and 
specifes all services to be provided by the medical director, the 
term of the arrangement is for at least one year, and the 
compensation to be paid over the term of the arrangement is set 
in advance, does not exceed fair market value, and is not 
determined in a manner that takes into account the volume or value 
of any referrals or other business generated between parties. 

(3) For the purposes of this section, “immediate family” includes 
the spouse and children of the licensee, the parents of the licensee, 
and the spouses of the children of the licensee. 

(4) “Licensee” means a physician, as defned in Section 3209.3 
of the Labor Code, or a nurse practitioner practicing pursuant to 
Section 2837.1 or 2837.2. 2837.104 or 2837.105. 

(5) “Licensee’s offce” means either of the following: 
(A) An offce of a licensee in solo practice. 
(B) An offce in which services or goods are personally provided 

by the licensee or by employees in that offce, or personally by 
independent contractors in that offce, in accordance with other 
provisions of law. Employees and independent contractors shall 
be licensed or certifed when licensure or certifcation is required 
by law. 

(6) “Offce of a group practice” means an offce or offces in 
which two or more licensees are legally organized as a partnership, 
professional corporation, or not-for-proft corporation, licensed 
pursuant to subdivision (a) of Section 1204 of the Health and Safety 
Code, for which all of the following apply: 
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— 5 — AB 890 

(A) Each licensee who is a member of the group provides 
substantially the full range of services that the licensee routinely 
provides, including medical care, consultation, diagnosis, or 
treatment through the joint use of shared offce space, facilities, 
equipment, and personnel. 

(B) Substantially all of the services of the licensees who are 
members of the group are provided through the group and are 
billed in the name of the group and amounts so received are treated 
as receipts of the group, except in the case of a multispecialty 
clinic, as defned in subdivision (l) of Section 1206 of the Health 
and Safety Code, physician services are billed in the name of the 
multispecialty clinic and amounts so received are treated as receipts 
of the multispecialty clinic. 

(C) The overhead expenses of, and the income from, the practice 
are distributed in accordance with methods previously determined 
by members of the group. 

(c) It is unlawful for a licensee to enter into an arrangement or 
scheme, such as a cross-referral arrangement, that the licensee 
knows, or should know, has a principal purpose of ensuring 
referrals by the licensee to a particular entity that, if the licensee 
directly made referrals to that entity, would be in violation of this 
section. 

(d) No claim for payment shall be presented by an entity to any 
individual, third party payer, or other entity for a good or service 
furnished pursuant to a referral prohibited under this section. 

(e) No insurer, self-insurer, or other payer shall pay a charge or 
lien for any good or service resulting from a referral in violation 
of this section. 

(f) A licensee who refers a person to, or seeks consultation from, 
an organization in which the licensee has a fnancial interest, other 
than as prohibited by subdivision (a), shall disclose the fnancial 
interest to the patient, or the parent or legal guardian of the patient, 
in writing, at the time of the referral or request for consultation. 

(1) If a referral, billing, or other solicitation is between one or 
more licensees who contract with a multispecialty clinic pursuant 
to subdivision (l) of Section 1206 of the Health and Safety Code 
or who conduct their practice as members of the same professional 
corporation or partnership, and the services are rendered on the 
same physical premises, or under the same professional corporation 
or partnership name, the requirements of this subdivision may be 

97 



  

  

  

  
 

   

     
  

  

  

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

AB 890 — 6 — 

met by posting a conspicuous disclosure statement at the 
registration area or by providing a patient with a written disclosure 
statement. 

(2) If a licensee is under contract with the Department of 
Corrections or the California Youth Authority, and the patient is 
an inmate or parolee of either respective department, the 
requirements of this subdivision shall be satisfed by disclosing 
fnancial interests to either the Department of Corrections or the 
California Youth Authority. 

(g) A violation of subdivision (a) shall be a misdemeanor. The 
Medical Board of California shall review the facts and 
circumstances of any conviction pursuant to subdivision (a) and 
take appropriate disciplinary action if the licensee has committed 
unprofessional conduct. Violations of this section may also be 
subject to civil penalties of up to fve thousand dollars ($5,000) 
for each offense, which may be enforced by the Insurance 
Commissioner, Attorney General, or a district attorney. A violation 
of subdivision (c), (d), or (e) is a public offense and is punishable 
upon conviction by a fne not exceeding ffteen thousand dollars 
($15,000) for each violation and appropriate disciplinary action, 
including revocation of professional licensure, by the Medical 
Board of California or other appropriate governmental agency. 

(h) This section shall not apply to referrals for services that are 
described in and covered by Sections 139.3 and 139.31 of the 
Labor Code. 

(i) This section shall become operative on January 1, 1995. 
SEC. 2. Section 805 of the Business and Professions Code is 

amended to read: 
805. (a) As used in this section, the following terms have the 

following defnitions: 
(1) (A) “Peer review” means both of the following: 
(i) A process in which a peer review body reviews the basic 

qualifcations, staff privileges, employment, medical outcomes, 
or professional conduct of licentiates to make recommendations 
for quality improvement and education, if necessary, in order to 
do either or both of the following: 

(I) Determine whether a licentiate may practice or continue to 
practice in a health care facility, clinic, or other setting providing 
medical services, and, if so, to determine the parameters of that 
practice. 

97 



  

  

  
  

  

  

  

  

  

  

  

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

— 7 — AB 890 

(II) Assess and improve the quality of care rendered in a health 
care facility, clinic, or other setting providing medical services. 

(ii) Any other activities of a peer review body as specifed in 
subparagraph (B). 

(B) “Peer review body” includes: 
(i) A medical or professional staff of any health care facility or 

clinic licensed under Division 2 (commencing with Section 1200) 
of the Health and Safety Code or of a facility certifed to participate 
in the federal Medicare program as an ambulatory surgical center. 

(ii) A health care service plan licensed under Chapter 2.2 
(commencing with Section 1340) of Division 2 of the Health and 
Safety Code or a disability insurer that contracts with licentiates 
to provide services at alternative rates of payment pursuant to 
Section 10133 of the Insurance Code. 

(iii) Any medical, psychological, marriage and family therapy, 
social work, professional clinical counselor, dental, midwifery, or 
podiatric professional society having as members at least 25 percent 
of the eligible licentiates in the area in which it functions (which 
must include at least one county), which is not organized for proft 
and which has been determined to be exempt from taxes pursuant 
to Section 23701 of the Revenue and Taxation Code. 

(iv) A committee organized by any entity consisting of or 
employing more than 25 licentiates of the same class that functions 
for the purpose of reviewing the quality of professional care 
provided by members or employees of that entity. 

(2) “Licentiate” means a physician and surgeon, doctor of 
podiatric medicine, clinical psychologist, marriage and family 
therapist, clinical social worker, professional clinical counselor, 
dentist, licensed midwife, physician assistant, or nurse practitioner 
practicing pursuant to Section 2837.1 or 2837.2. 2837.104 or 
2837.105. “Licentiate” also includes a person authorized to practice 
medicine pursuant to Section 2113 or 2168. 

(3) “Agency” means the relevant state licensing agency having 
regulatory jurisdiction over the licentiates listed in paragraph (2). 

(4) “Staff privileges” means any arrangement under which a 
licentiate is allowed to practice in or provide care for patients in 
a health facility. Those arrangements shall include, but are not 
limited to, full staff privileges, active staff privileges, limited staff 
privileges, auxiliary staff privileges, provisional staff privileges, 
temporary staff privileges, courtesy staff privileges, locum tenens 
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AB 890 — 8 — 

arrangements, and contractual arrangements to provide professional 
services, including, but not limited to, arrangements to provide 
outpatient services. 

(5) “Denial or termination of staff privileges, membership, or 
employment” includes failure or refusal to renew a contract or to 
renew, extend, or reestablish any staff privileges, if the action is 
based on medical disciplinary cause or reason. 

(6) “Medical disciplinary cause or reason” means that aspect 
of a licentiate’s competence or professional conduct that is 
reasonably likely to be detrimental to patient safety or to the 
delivery of patient care. 

(7) “805 report” means the written report required under 
subdivision (b). 

(b) The chief of staff of a medical or professional staff or other 
chief executive offcer, medical director, or administrator of any 
peer review body and the chief executive offcer or administrator 
of any licensed health care facility or clinic shall fle an 805 report 
with the relevant agency within 15 days after the effective date on 
which any of the following occur as a result of an action of a peer 
review body: 

(1) A licentiate’s application for staff privileges or membership 
is denied or rejected for a medical disciplinary cause or reason. 

(2) A licentiate’s membership, staff privileges, or employment 
is terminated or revoked for a medical disciplinary cause or reason. 

(3) Restrictions are imposed, or voluntarily accepted, on staff 
privileges, membership, or employment for a cumulative total of 
30 days or more for any 12-month period, for a medical disciplinary 
cause or reason. 

(c) If a licentiate takes any action listed in paragraph (1), (2), 
or (3) after receiving notice of a pending investigation initiated 
for a medical disciplinary cause or reason or after receiving notice 
that their application for membership or staff privileges is denied 
or will be denied for a medical disciplinary cause or reason, the 
chief of staff of a medical or professional staff or other chief 
executive offcer, medical director, or administrator of any peer 
review body and the chief executive offcer or administrator of 
any licensed health care facility or clinic where the licentiate is 
employed or has staff privileges or membership or where the 
licentiate applied for staff privileges or membership, or sought the 
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renewal thereof, shall fle an 805 report with the relevant agency 
within 15 days after the licentiate takes the action. 

(1) Resigns or takes a leave of absence from membership, staff 
privileges, or employment. 

(2) Withdraws or abandons their application for staff privileges 
or membership. 

(3) Withdraws or abandons their request for renewal of staff 
privileges or membership. 

(d) For purposes of fling an 805 report, the signature of at least 
one of the individuals indicated in subdivision (b) or (c) on the 
completed form shall constitute compliance with the requirement 
to fle the report. 

(e) An 805 report shall also be fled within 15 days following 
the imposition of summary suspension of staff privileges, 
membership, or employment, if the summary suspension remains 
in effect for a period in excess of 14 days. 

(f) A copy of the 805 report, and a notice advising the licentiate 
of their right to submit additional statements or other information, 
electronically or otherwise, pursuant to Section 800, shall be sent 
by the peer review body to the licentiate named in the report. The 
notice shall also advise the licentiate that information submitted 
electronically will be publicly disclosed to those who request the 
information. 

The information to be reported in an 805 report shall include the 
name and license number of the licentiate involved, a description 
of the facts and circumstances of the medical disciplinary cause 
or reason, and any other relevant information deemed appropriate 
by the reporter. 

A supplemental report shall also be made within 30 days 
following the date the licentiate is deemed to have satisfed any 
terms, conditions, or sanctions imposed as disciplinary action by 
the reporting peer review body. In performing its dissemination 
functions required by Section 805.5, the agency shall include a 
copy of a supplemental report, if any, whenever it furnishes a copy 
of the original 805 report. 

If another peer review body is required to fle an 805 report, a 
health care service plan is not required to fle a separate report 
with respect to action attributable to the same medical disciplinary 
cause or reason. If the Medical Board of California or a licensing 
agency of another state revokes or suspends, without a stay, the 
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license of a physician and surgeon, a peer review body is not 
required to fle an 805 report when it takes an action as a result of 
the revocation or suspension. If the California Board of Podiatric 
Medicine or a licensing agency of another state revokes or 
suspends, without a stay, the license of a doctor of podiatric 
medicine, a peer review body is not required to fle an 805 report 
when it takes an action as a result of the revocation or suspension. 

(g) The reporting required by this section shall not act as a 
waiver of confdentiality of medical records and committee reports. 
The information reported or disclosed shall be kept confdential 
except as provided in subdivision (c) of Section 800 and Sections 
803.1 and 2027, provided that a copy of the report containing the 
information required by this section may be disclosed as required 
by Section 805.5 with respect to reports received on or after 
January 1, 1976. 

(h) The Medical Board of California, the California Board of 
Podiatric Medicine, the Osteopathic Medical Board of California, 
and the Dental Board of California shall disclose reports as required 
by Section 805.5. 

(i) An 805 report shall be maintained electronically by an agency 
for dissemination purposes for a period of three years after receipt. 

(j) No person shall incur any civil or criminal liability as the 
result of making any report required by this section. 

(k) A willful failure to fle an 805 report by any person who is 
designated or otherwise required by law to fle an 805 report is 
punishable by a fne not to exceed one hundred thousand dollars 
($100,000) per violation. The fne may be imposed in any civil or 
administrative action or proceeding brought by or on behalf of any 
agency having regulatory jurisdiction over the person regarding 
whom the report was or should have been fled. If the person who 
is designated or otherwise required to fle an 805 report is a 
licensed physician and surgeon, the action or proceeding shall be 
brought by the Medical Board of California. If the person who is 
designated or otherwise required to fle an 805 report is a licensed 
doctor of podiatric medicine, the action or proceeding shall be 
brought by the California Board of Podiatric Medicine. The fne 
shall be paid to that agency but not expended until appropriated 
by the Legislature. A violation of this subdivision may constitute 
unprofessional conduct by the licentiate. A person who is alleged 
to have violated this subdivision may assert any defense available 
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at law. As used in this subdivision, “willful” means a voluntary 
and intentional violation of a known legal duty. 

(l) Except as otherwise provided in subdivision (k), any failure 
by the administrator of any peer review body, the chief executive 
offcer or administrator of any health care facility, or any person 
who is designated or otherwise required by law to fle an 805 
report, shall be punishable by a fne that under no circumstances 
shall exceed ffty thousand dollars ($50,000) per violation. The 
fne may be imposed in any civil or administrative action or 
proceeding brought by or on behalf of any agency having 
regulatory jurisdiction over the person regarding whom the report 
was or should have been fled. If the person who is designated or 
otherwise required to fle an 805 report is a licensed physician and 
surgeon, the action or proceeding shall be brought by the Medical 
Board of California. If the person who is designated or otherwise 
required to fle an 805 report is a licensed doctor of podiatric 
medicine, the action or proceeding shall be brought by the 
California Board of Podiatric Medicine. The fne shall be paid to 
that agency but not expended until appropriated by the Legislature. 
The amount of the fne imposed, not exceeding ffty thousand 
dollars ($50,000) per violation, shall be proportional to the severity 
of the failure to report and shall differ based upon written fndings, 
including whether the failure to fle caused harm to a patient or 
created a risk to patient safety; whether the administrator of any 
peer review body, the chief executive offcer or administrator of 
any health care facility, or any person who is designated or 
otherwise required by law to fle an 805 report exercised due 
diligence despite the failure to fle or whether they knew or should 
have known that an 805 report would not be fled; and whether 
there has been a prior failure to fle an 805 report. The amount of 
the fne imposed may also differ based on whether a health care 
facility is a small or rural hospital as defned in Section 124840 
of the Health and Safety Code. 

(m) A health care service plan licensed under Chapter 2.2 
(commencing with Section 1340) of Division 2 of the Health and 
Safety Code or a disability insurer that negotiates and enters into 
a contract with licentiates to provide services at alternative rates 
of payment pursuant to Section 10133 of the Insurance Code, when 
determining participation with the plan or insurer, shall evaluate, 
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on a case-by-case basis, licentiates who are the subject of an 805 
report, and not automatically exclude or deselect these licentiates. 

SEC. 3. Section 2837.1 is added to the Business and Professions 
Code, to read: 

2837.1. (a) Notwithstanding any other law, a nurse practitioner 
who holds a certifcation as a nurse practitioner from a national 
certifying body recognized by the board may perform the functions 
specifed in subdivision (c) without supervision by a physician 
and surgeon if the nurse practitioner meets all of the requirements 
of this article and practices in one of the following settings in which 
one or more physicians and surgeons are concurrently practicing 
with the nurse practitioner: 

(1) A clinic, as defned in Section 1200 of the Health and Safety 
Code. 

(2) A health facility, as defned in Section 1250 of the Health 
and Safety Code. 

(3) A facility described in Chapter 2.5 (commencing with 
Section 1440) of Division 2 of the Health and Safety Code. 

(4) A medical group practice, including a professional medical 
corporation, as defned in Section 2406, another form of 
corporation controlled by physicians and surgeons, a medical 
partnership, a medical foundation exempt from licensure, or another 
lawfully organized group of physicians and surgeons that provides 
health care services. 

(b) An entity described in subdivisions (1) to (4), inclusive, of 
subdivision (a) shall not interfere with, control, or otherwise direct 
the professional judgment of a nurse practitioner functioning 
pursuant to this section in a manner prohibited by Section 2400 or 
any other law. 

(c) In addition to any other practices authorized by law, a nurse 
practitioner who meets the requirements of this section may 
perform the following functions without the supervision of a 
physician and surgeon in accordance with their education and 
training: 

(1) Conduct an advanced assessment. 
(2) Order and interpret diagnostic procedures. 
(3) Establish primary and differential diagnoses. 
(4) Prescribe, order, administer, dispense, and furnish therapeutic 

measures, including, but not limited to, the following: 
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(A) Diagnose, prescribe, and institute therapy or referrals of 
patients to health care agencies, health care providers, and 
community resources. 

(B) Prescribe, administer, dispense, and furnish pharmacological 
agents, including over-the-counter, legend, and controlled 
substances. 

(C) Plan and initiate a therapeutic regimen that includes ordering 
and prescribing nonpharmacological interventions, including, but 
not limited to, durable medical equipment, medical devices, 
nutrition, blood and blood products, and diagnostic and supportive 
services, including, but not limited to, home health care, hospice, 
and physical and occupational therapy. 

(5) After performing a physical examination, certify disability 
pursuant to Section 2708 of the Unemployment Insurance Code. 

(6) Delegate tasks to a medical assistant pursuant to Sections 
1206.5, 2069, 2070, and 2071, and Article 2 (commencing with 
Section 1366) of Chapter 3 of Division 13 of Title 16 of the 
California Code of Regulations. 

(d) A nurse practitioner shall refer a patient to a physician and 
surgeon or other licensed health care provider if a situation or 
condition of a patient is beyond the scope of the education and 
training of the nurse practitioner. 

(e) A nurse practitioner practicing under this section shall 
maintain professional liability insurance appropriate for the practice 
setting. 

SEC. 4. Section 2837.2 is added to the Business and Professions 
Code, to read: 

2837.2. (a) Notwithstanding any other law, a nurse practitioner 
who holds an active certifcation by a national certifying body 
recognized by the board may practice without supervision by a 
physician and surgeon if, in addition to satisfying the requirements 
of this article, the nurse practitioner satisfes both of the following 
requirements: 

(1) The nurse practitioner has successfully completed a transition 
to practice program. 

(2) A supervising physician and surgeon at the clinic, facility, 
or medical group attests under penalty of perjury to the board that 
the nurse practitioner has successfully completed the transition to 
practice program and is profcient in the competencies identifed 
by the board to practice pursuant to this section. 

97 



  

  

  

  

  

  

  

  

  

 

  

 

  

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

AB 890 — 14 — 

(b) A nurse practitioner authorized to practice pursuant to this 
section shall comply with all of the following: 

(1) The nurse practitioner, consistent with applicable standards 
of care, shall practice within the scope of their clinical and 
professional training and within the limits of their knowledge and 
experience. 

(2) The nurse practitioner shall consult and collaborate with 
other healing arts providers based on the clinical condition of the 
patient to whom health care is provided. 

(3) The nurse practitioner shall establish a plan for referral of 
complex medical cases and emergencies to a physician and surgeon 
or other appropriate healing arts providers. 

(c) For purposes of this section, “transition to practice program” 
means a program in which additional clinical experience and 
mentorship are provided to prepare a nurse practitioner to practice 
without the routine presence of a physician and surgeon. A 
transition to practice program shall meet all of the following 
requirements: 

(1) The transition to practice program shall consist of a minimum 
of three years or 4,600 hours. 

(2) The transition to practice program shall require profciency 
in competencies identifed by the board by regulation. 

(3) The transition to practice program is conducted in one of 
the settings specifed in paragraphs (1) to (4), inclusive, of 
subdivision (a) of Section 2837.1 in which one or more physicians 
and surgeons practices concurrently with the nurse practitioner. 

(d) A nurse practitioner practicing under this section shall 
maintain professional liability insurance appropriate for the practice 
setting. 

SEC. 3. Article 8.5 (commencing with Section 2837.100) is 
added to Chapter 6 of Division 2 of the Business and Professions 
Code, to read: 

Article 8.5. Advanced Practice Registered Nurses 

2837.100. It is the intent of the Legislature that the 
requirements under this article shall not be undue or unnecessary 
burden to licensure or practice. The requirements are intended to 
ensure the new category of licensed nurse practitioners have the 
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least restrictive amount of education, training, and testing 
necessary to ensure competent practice. 

2837.101. (a) There is in the Department of Consumer Affairs 
the Advanced Practice Registered Nursing Board consisting of 
nine members. 

(b) For purposes of this article, “board” means the Advanced 
Practice Registered Nursing Board. 

(c) This section shall remain in effect only until January 1, 2026, 
and as of that date is repealed. 

2837.102. Notwithstanding any other law, the repeal of Section 
2837.101 renders the board or its successor subject to review by 
the appropriate policy committees of the Legislature. 

2837.103. (a) (1) Until January 1, 2026, four members of the 
board shall be licensed registered nurses who shall be active as 
a nurse practitioner and shall be active in the practice of their 
profession engaged primarily in direct patient care with at least 
fve continuous years of experience. 

(2) Commencing January 1, 2026, four members of the board 
shall be nurse practitioners licensed under this chapter. 

(b) Three members of the board shall be physicians and 
surgeons licensed by the Medical Board of California or the 
Osteopathic Medical Board of California. At least one of the 
physician and surgeon members shall work closely with a nurse 
practitioner. The remaining physician and surgeon members shall 
focus on primary care in their practice. 

(c) Two members of the board shall represent the public at large 
and shall not be licensed under any board under this division or 
any board referred to in Section 1000 or 3600. 

2837.104. (a) (1) Notwithstanding any other law, a nurse 
practitioner who holds a certifcation as a nurse practitioner from 
a national certifying body recognized by the board may perform 
the functions specifed in subdivision (c) without supervision by a 
physician and surgeon if the nurse practitioner meets all of the 
requirements of this article and practices in one of the following 
settings or organizations in which one or more physicians and 
surgeons practice with the nurse practitioner: 

(A) A clinic, as defned in Section 1200 of the Health and Safety 
Code. 

(B) A health facility, as defned in Section 1250 of the Health 
and Safety Code. 
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(C) A facility described in Chapter 2.5 (commencing with 
Section 1440) of Division 2 of the Health and Safety Code. 

(D) A medical group practice, including a professional medical 
corporation, as defned in Section 2406, another form of 
corporation controlled by physicians and surgeons, a medical 
partnership, a medical foundation exempt from licensure, or 
another lawfully organized group of physicians and surgeons that 
provides health care services. 

(2) In health care agencies that have governing bodies, as 
defned in Division 5 of Title 22 of the California Code of 
Regulations, including, but not limited to, Sections 70701 and 
70703 of Title 22 of the California Code of Regulations, the 
following apply: 

(A) A nurse practitioner shall adhere to all bylaws. 
(B) A nurse practitioner shall be eligible to serve on medical 

staff and hospital committees. A nurse practitioner who is not the 
holder of an active certifcate pursuant to Section 2837.105 shall 
not serve as chair of medical staff committees. 

(C) A nurse practitioner shall be eligible to attend meetings of 
the department to which the nurse practitioner is assigned. A nurse 
practitioner who is not the holder of an active certifcate pursuant 
to Section 2837.105 shall not vote at department, division, or other 
meetings. 

(b) An entity described in subparagraphs (A) to (D), inclusive, 
of paragraph (1) of subdivision (a) shall not interfere with, control, 
or otherwise direct the professional judgment of a nurse 
practitioner functioning pursuant to this section in a manner 
prohibited by Section 2400 or any other law. 

(c) In addition to any other practices authorized by law, a nurse 
practitioner who meets the requirements of this section may 
perform the following functions without the supervision of a 
physician and surgeon in accordance with their education and 
training: 

(1) Conduct an advanced assessment. 
(2) Order and interpret diagnostic procedures. 
(3) Establish primary and differential diagnoses. 
(4) Prescribe, order, administer, dispense, and furnish 

therapeutic measures, including, but not limited to, the following: 
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(A) Diagnose, prescribe, and institute therapy or referrals of 
patients to health care agencies, health care providers, and 
community resources. 

(B) Prescribe, administer, dispense, and furnish 
pharmacological agents, including over-the-counter, legend, and 
controlled substances. 

(C) Plan and initiate a therapeutic regimen that includes 
ordering and prescribing nonpharmacological interventions, 
including, but not limited to, durable medical equipment, medical 
devices, nutrition, blood and blood products, and diagnostic and 
supportive services, including, but not limited to, home health 
care, hospice, and physical and occupational therapy. 

(5) After performing a physical examination, certify disability 
pursuant to Section 2708 of the Unemployment Insurance Code. 

(6) Delegate tasks to a medical assistant pursuant to Sections 
1206.5, 2069, 2070, and 2071, and Article 2 (commencing with 
Section 1366) of Chapter 3 of Division 13 of Title 16 of the 
California Code of Regulations. 

(d) A nurse practitioner shall refer a patient to a physician and 
surgeon or other licensed health care provider if a situation or 
condition of a patient is beyond the scope of the education and 
training of the nurse practitioner. 

(e) A nurse practitioner practicing under this section shall 
maintain professional liability insurance appropriate for the 
practice setting. 

2837.105. (a) Notwithstanding any other law, the following 
apply to a nurse practitioner who is actively licensed under this 
article and who holds an active certifcation issued by the board 
under this section: 

(1) The nurse practitioner may practice without supervision by 
a physician and surgeon outside of the settings or organizations 
specifed under subparagraphs (A) to (D), inclusive, of paragraph 
(1) of subdivision (a) of Section 2387.104. 

(2) Subject to subdivision (g) and any applicable confict of 
interest policies of the bylaws, the nurse practitioner shall be 
eligible for membership of an organized medical staff. 

(3) Subject to subdivision (g) and any applicable confict of 
interest policies of the bylaws, a nurse practitioner member may 
vote at meetings of the department to which nurse practitioners 
are assigned. 
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(b) The board shall issue a certifcate to practice outside of the 
settings and organizations specifed under subparagraphs (A) to 
(D), inclusive, of paragraph (1) of subdivision (a) if, in addition 
to satisfying the requirements of this article, the nurse practitioner 
satisfes all of the following requirements: 

(1) The nurse practitioner meets one of the following: 
(A) Holds a Doctorate of Nursing Practice degree (DNP) and 

holds active national certifcation in a nurse practitioner role and 
population foci by a national certifying body recognized by the 
board. 

(B) Holds a Master of Science degree in Nursing (MSN) and 
holds active national certifcation in a nurse practitioner role and 
population foci by a national certifying body recognized by the 
board and has two years of licensed practice as a nurse 
practitioner. 

(2) The nurse practitioner has successfully completed a 
transition to practice. 

(c) (1) Upon application of an applicant who meets the 
requirements for a certifcate under this section, the board shall 
issue an inactive certifcate. 

(2) Upon application of a holder of a certifcate issued pursuant 
to this section, the board shall change the status of an active 
certifcate to inactive. 

(3) The holder of an inactive certifcate shall not engage in any 
activity for which an active certifcate under this section is required 
and is not otherwise subject to the provisions of this section. 

(4) Upon application of the holder of a certifcate issued 
pursuant to this section, the board shall change the status of an 
inactive certifcate to active if the holder’s license is in good 
standing and the holder pays the renewal fee. 

(d) A nurse practitioner authorized to practice pursuant to this 
section shall comply with all of the following: 

(1) The nurse practitioner, consistent with applicable standards 
of care, shall practice within the scope of their clinical and 
professional education and training and within the limits of their 
knowledge and experience. 

(2) The nurse practitioner shall consult and collaborate with 
other healing arts providers based on the clinical condition of the 
patient to whom health care is provided. 
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(3) The nurse practitioner shall establish a plan for referral of 
complex medical cases and emergencies to a physician and surgeon 
or other appropriate healing arts providers. 

(e) For purposes of this section, “transition to practice” means 
additional clinical experience and mentorship are provided to 
prepare a nurse practitioner to practice without the routine 
presence of a physician and surgeon. A transition to practice shall 
meet all of the following requirements: 

(1) The transition to practice shall consist of a minimum of three 
years or 4,600 hours. 

(2) The transition to practice shall require profciency in 
competencies identifed by the board by regulation. 

(3) The transition to practice is conducted in one of the settings 
or organizations specifed in subparagraphs (A) to (D), inclusive, 
of paragraph (1) of subdivision (a) of Section 2837.104 in which 
one or more physicians and surgeons practice with the nurse 
practitioner. 

(4) After the nurse practitioner satisfes paragraph (1) of this 
subdivision, the nurse practitioner shall pass an objective 
examination developed and administered by the board. The 
examination shall test the competencies identifed under paragraph 
(2) of this subdivision. 

(f) A nurse practitioner practicing under this section shall 
maintain professional liability insurance appropriate for the 
practice setting. 

(g) For purposes of this section, corporations and other artifcial 
legal entities shall have no professional rights, privileges, or 
powers. 

(h) Subdivision (g) shall not apply to a nurse practitioner if any 
of the following apply: 

(1) The certifcate issued pursuant to this section is inactive, 
surrendered, revoked, or otherwise restricted by the board. 

(2) The nurse practitioner is employed pursuant to the 
exemptions under Section 2401. 

SEC. 5. 
SEC. 4. No reimbursement is required by this act pursuant to 

Section 6 of Article XIIIB of the California Constitution because 
the only costs that may be incurred by a local agency or school 
district will be incurred because this act creates a new crime or 
infraction, eliminates a crime or infraction, or changes the penalty 
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1 for a crime or infraction, within the meaning of Section 17556 of 
2 the Government Code, or changes the defnition of a crime within 
3 the meaning of Section 6 of Article XIII B of the California 
4 Constitution. 
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ASSEMBLY BILL  No. 2185 

Introduced by Assembly Members Patterson and Gallagher 

February 11, 2020 

An act to add Section 117 to the Business and Professions Code, 
relating to professions and vocations. 

legislative counsel’s digest 

AB 2185, as introduced, Patterson. Professions and vocations: 
applicants licensed in other states: reciprocity. 

Existing law establishes the Department of Consumer Affairs, which 
is composed of boards that license and regulate various professions and 
vocations to ensure that certain businesses and professions that have 
potential impact upon the public health, safety, and welfare are 
adequately regulated. Existing law makes a violation of some of those 
licensure provisions a crime. 

Existing law authorizes certain boards, for purposes of reciprocity, 
to waive examination or other requirements and issue a license to an 
applicant who holds a valid license in another state and meets specifed 
other requirements, including, among others, a license to practice 
veterinary medicine. 

This bill would require each board within the department to issue a 
license to an applicant in the discipline for which the applicant applies 
if the person currently holds a license in good standing in another state 
in the discipline and practice level for which the person applies and if 
the person meets specifed requirements, including that the person has 
held the license and has practiced in the licensed feld in the other state 
for at least 3 of the last 5 years and pays all applicable fees. By 
expanding the applicants who are authorized to be licensed and may be 
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prosecuted for a violation of those licensure provisions constituting a 
crime, the bill would impose a state-mandated program. 

The California Constitution requires the state to reimburse local 
agencies and school districts for certain costs mandated by the state. 
Statutory provisions establish procedures for making that reimbursement. 

This bill would provide that no reimbursement is required by this act 
for a specifed reason. 

Vote:  majority. Appropriation: no. Fiscal committee: yes. 

State-mandated local program: yes. 

The people of the State of California do enact as follows: 

1 SECTION 1. Section 117 is added to the Business and 
2 Professions Code, to read: 
3 117. (a) Notwithstanding any law, each board within the 
4 department shall issue a license in the discipline for which the 
5 applicant applies if the applicant meets all of the following 
6 requirements: 
7 (1) The person is a resident in this state or is married to, or is 
8 in a domestic partnership or other legal union with, an active duty 
9 member of the Armed Forces of the United States who is assigned 

10 to a duty station in this state under offcial active duty military 
11 orders. 
12 (2) The person currently holds a license in good standing in 
13 another state in the discipline and practice level for which the 
14 person is applying. 
15 (3) The person has held the license and has practiced in the 
16 licensed feld in the other state for at least three of the last fve 
17 years. 
18 (4) The person has not had any disciplinary actions imposed 
19 against their license and has not had a license in the discipline for 
20 which the person is applying revoked or suspended in any other 
21 state. 
22 (5) The person submits verifcation that they have satisfed all 
23 education, work, examination, and other requirements for licensure 
24 in the other state in which the person holds a license in good 
25 standing. 
26 (6) The person would not be denied licensure under any other 
27 provision of this code, including, but not limited to, disqualifcation 
28 for criminal history relating to the license sought. 
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1 (7) The person pays all applicable fees for licensure. 
2 (8) If required by the board, the person has passed a California 
3 jurisprudence and ethics examination or other examination 
4 otherwise required for applicants by the board on the statutes and 
5 regulations relating to the license. 
6 (b) This section shall not supersede any other reciprocity 
7 agreement, compact membership, or statute that provides 
8 reciprocity for a person who holds a valid license in another state. 
9 (c) Notwithstanding any law, the fees, fnes, penalties, or other 

10 money received by a board pursuant to this section shall not be 
11 continuously appropriated and shall be available only upon 
12 appropriation by the legislature. 
13 SEC. 2. No reimbursement is required by this act pursuant to 
14 Section 6 of Article XIIIB of the California Constitution because 
15 the only costs that may be incurred by a local agency or school 
16 district will be incurred because this act creates a new crime or 
17 infraction, eliminates a crime or infraction, or changes the penalty 
18 for a crime or infraction, within the meaning of Section 17556 of 
19 the Government Code, or changes the defnition of a crime within 
20 the meaning of Section 6 of Article XIII B of the California 
21 Constitution. 
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ASSEMBLY BILL  No. 2549 

Introduced by Assembly Member Salas 

February 19, 2020 

An act to amend Sections 115.6 and 5132 of the Business and 
Professions Code, relating to professions and vocations, and making 
an appropriation therefor. 

legislative counsel’s digest 

AB 2549, as introduced, Salas. Department of Consumer Affairs: 
temporary licenses. 

Under existing law, the Department of Consumer Affairs, which is 
under the control of the Director of Consumer Affairs, is comprised of 
various boards, as defned, that license and regulate various professions 
and vocations. Existing law requires a board within the department to 
issue, after appropriate investigation, certain types of temporary licenses 
to an applicant if the applicant meets specifed requirements, including 
that the applicant supplies evidence satisfactory to the board that the 
applicant is married to, or in a domestic partnership or other legal union 
with, an active duty member of the Armed Forces of the United States 
who is assigned to a duty station in this state under offcial active duty 
military orders and the applicant holds a current, active, and unrestricted 
license that confers upon the applicant the authority to practice, in 
another state, district, or territory of the United States, the profession 
or vocation for which the applicant seeks a temporary license from the 
board. 

This bill would expand that requirement to issue temporary licenses 
to include licenses issued by the Dental Hygiene Board of California, 
the California State Board of Pharmacy, and the California Board of 
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Accountancy, and certain registered dental assistant licenses issued by 
the Dental Board of California. The bill would specifcally direct 
revenues from fees for temporary licenses issued by the California 
Board of Accountancy to be credited to the Accountancy Fund, a 
continuously appropriated fund. By establishing a new source of revenue 
for a continuously appropriated fund, the bill would make an 
appropriation. 

Vote:  majority. Appropriation: yes. Fiscal committee: yes. 

State-mandated local program: no. 

The people of the State of California do enact as follows: 

1 SECTION 1. Section 115.6 of the Business and Professions 
2 Code is amended to read: 
3 115.6. (a) A board within the department shall, after 
4 appropriate investigation, issue the following eligible temporary 
5 licenses to an applicant if the applicant meets the requirements set 
6 forth in subdivision (c): 
7 (1) Registered nurse license by the Board of Registered Nursing. 
8 (2) Vocational nurse license issued by the Board of Vocational 
9 Nursing and Psychiatric Technicians of the State of California. 

10 (3) Psychiatric technician license issued by the Board of 
11 Vocational Nursing and Psychiatric Technicians of the State of 
12 California. 
13 (4) Speech-language pathologist license issued by the 
14 Speech-Language Pathology and Audiology and Hearing Aid 
15 Dispensers Board. 
16 (5) Audiologist license issued by the Speech-Language 
17 Pathology and Audiology and Hearing Aid Dispensers Board. 
18 (6) Veterinarian license issued by the Veterinary Medical Board. 
19 (7) All licenses issued by the Board for Professional Engineers, 
20 Land Surveyors, and Geologists. 
21 (8) All licenses issued by the Medical Board of California. 
22 (9) All licenses issued by the Podiatric Medical Board of 
23 California. 
24 (10) Registered dental assistant license or registered dental 
25 assistant in extended functions license issued by the Dental Board 
26 of California. 
27 (11) All licenses issued by the Dental Hygiene Board of 
28 California. 
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(12) All licenses issued by the California State Board of 
Pharmacy. 

(13) All licenses issued by the California Board of Accountancy. 
Revenues from fees for temporary licenses issued under this 
paragraph shall be credited to the Accountancy Fund in 
accordance with Section 5132. 

(b) The board may conduct an investigation of an applicant for 
purposes of denying or revoking a temporary license issued 
pursuant to this section. This investigation may include a criminal 
background check. 

(c) An applicant seeking a temporary license pursuant to this 
section shall meet the following requirements: 

(1) The applicant shall supply evidence satisfactory to the board 
that the applicant is married to, or in a domestic partnership or 
other legal union with, an active duty member of the Armed Forces 
of the United States who is assigned to a duty station in this state 
under offcial active duty military orders. 

(2) The applicant shall hold a current, active, and unrestricted 
license that confers upon the applicant the authority to practice, 
in another state, district, or territory of the United States, the 
profession or vocation for which the applicant seeks a temporary 
license from the board. 

(3) The applicant shall submit an application to the board that 
shall include a signed affdavit attesting to the fact that the 
applicant meets all of the requirements for the temporary license 
and that the information submitted in the application is accurate, 
to the best of the applicant’s knowledge. The application shall also 
include written verifcation from the applicant’s original licensing 
jurisdiction stating that the applicant’s license is in good standing 
in that jurisdiction. 

(4) The applicant shall not have committed an act in any 
jurisdiction that would have constituted grounds for denial, 
suspension, or revocation of the license under this code at the time 
the act was committed. A violation of this paragraph may be 
grounds for the denial or revocation of a temporary license issued 
by the board. 

(5) The applicant shall not have been disciplined by a licensing 
entity in another jurisdiction and shall not be the subject of an 
unresolved complaint, review procedure, or disciplinary proceeding 
conducted by a licensing entity in another jurisdiction. 
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(6) The applicant shall, upon request by a board, furnish a full 
set of fngerprints for purposes of conducting a criminal 
background check. 

(d) A board may adopt regulations necessary to administer this 
section. 

(e) A temporary license issued pursuant to this section may be 
immediately terminated upon a fnding that the temporary 
licenseholder failed to meet any of the requirements described in 
subdivision (c) or provided substantively inaccurate information 
that would affect the person’s eligibility for temporary licensure. 
Upon termination of the temporary license, the board shall issue 
a notice of termination that shall require the temporary 
licenseholder to immediately cease the practice of the licensed 
profession upon receipt. 

(f) An applicant seeking a temporary license as a civil engineer, 
geotechnical engineer, structural engineer, land surveyor, 
professional geologist, professional geophysicist, certifed 
engineering geologist, or certifed hydrogeologist pursuant to this 
section shall successfully pass the appropriate California-specifc 
examination or examinations required for licensure in those 
respective professions by the Board for Professional Engineers, 
Land Surveyors, and Geologists. 

(g) A temporary license issued pursuant to this section shall 
expire 12 months after issuance, upon issuance of an expedited 
license pursuant to Section 115.5, or upon denial of the application 
for expedited licensure by the board, whichever occurs frst. 

SEC. 2. Section 5132 of the Business and Professions Code is 
amended to read: 

5132. (a) All moneys received by the board under this chapter 
from any source and for any purpose and from a temporary license 
issued under Section 115.6 shall be accounted for and reported 
monthly by the board to the Controller and at the same time the 
moneys shall be remitted to the State Treasury to the credit of the 
Accountancy Fund. 

The 
(b) The secretary-treasurer of the board shall, from time to time, 

but not less than once each fscal year, prepare or have prepared 
on his or her their behalf, a fnancial report of the Accountancy 
Fund that contains information that the board determines is 
necessary for the purposes for which the board was established. 
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1 The 
2 (c) The report of the Accountancy Fund, which shall be 
3 published pursuant to Section 5008, shall include the revenues and 
4 the related costs from examination, initial licensing, license 
5 renewal, citation and fne authority, and cost recovery from 
6 enforcement actions and case settlements. 
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ASSEMBLY BILL  No. 3016 

Introduced by Assembly Member Megan Dahle 

February 21, 2020 

An act to add Section 2718 to the Business and Professions Code, 
relating to healing arts. 

legislative counsel’s digest 

AB 3016, as introduced, Megan Dahle. Board of Registered Nursing: 
online license verifcation. 

The Nursing Practice Act provides for the licensure and regulation 
of nurses by the Board of Registered Nursing within the Department 
of Consumer Affairs. Existing law also requires the board to issue 
temporary or expedited licenses to specifed applicants who hold a 
current, active, and unrestricted license in another state, district, or 
territory of the United States, in the profession or vocation for which 
the applicant seeks a license from the board. 

This bill would require the board, in consultation with the department, 
to develop recommendations for the implementation of the Nursys 
online license verifcation system in the licensure process for licenses 
administered by the board, and would require the board to implement 
those recommendations within a reasonable period. 

Vote:  majority. Appropriation: no. Fiscal committee: yes. 

State-mandated local program: no. 

The people of the State of California do enact as follows: 

1 SECTION 1. Section 2718 is added to the Business and 
2 Professions Code, to read: 
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1 2718. (a) The board, in consultation with the department, shall 
2 develop recommendations for the implementation of the Nursys 
3 online license verifcation system in the licensure process for 
4 licenses administered by the board. 
5 (b) The board shall implement the recommendations within a 
6 reasonable period upon completion of the development of those 
7 recommendations. 
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SENATE BILL  No. 1053 

Introduced by Senator Moorlach 

February 18, 2020 

An act to add Article 1.5 (commencing with Section 2720) to Chapter 
6 of Division 2 of the Business and Professions Code, relating to healing 
arts. 

legislative counsel’s digest 

SB 1053, as introduced, Moorlach. Licensed registered nurses and 
licensed vocational nurses: Nurse Licensure Compact. 

Existing law, the Nursing Practice Act, provides for the licensure and 
regulation of the practice of nursing by the Board of Registered Nursing. 
The Vocational Nursing Practice Act provides for the licensure and 
regulation of vocational nurses by the Board of Vocational Nursing and 
Psychiatric Technicians of the State of California. 

This bill would enact the Nurse Licensure Compact, under which the 
Board of Registered Nursing would be authorized to issue a multistate 
license that would authorize the holder to practice as a registered nurse 
or a licensed vocational nurse, as applicable, in all party states under a 
multistate licensure privilege, as specifed. The bill would designate 
the Board of Registered Nursing as the licensing board for purposes of 
the compact and would require the board to participate in a coordinated 
licensure information system that would include all of the licensure and 
disciplinary history of all licensed registered nurses and licensed 
vocational nurses. The bill would provide that the president of the Board 
of Registered Nursing shall be the administrator of the compact for the 
state and shall be a member of an entity known as the Interstate 
Commission of Nurse Licensure Compact Administrators. The bill 
would authorize the commission to adopt rules that have the force and 
effect of law. 
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By authorizing out-of-state licensees to practice in this state under 
the multistate compact privilege created by the bill, the bill would 
expand the scope of the criminal provisions of the Nursing Practice Act 
and Vocational Nursing Practice Act, thereby imposing a state-mandated 
local program. 

The California Constitution requires the state to reimburse local 
agencies and school districts for certain costs mandated by the state. 
Statutory provisions establish procedures for making that reimbursement. 

This bill would provide that no reimbursement is required by this act 
for a specifed reason. 

Vote:  majority. Appropriation: no. Fiscal committee: yes. 

State-mandated local program: yes. 

The people of the State of California do enact as follows: 

1 SECTION 1. Article 1.5 (commencing with Section 2720) is 
2 added to Chapter 6 of Division 2 of the Business and Professions 
3 Code, to read: 
4 
5 Article 1.5. Nurse Licensure Compact 
6 
7 2720. The Nurse Licensure Compact is hereby enacted into 
8 law with all other participating states. 
9 2721. (a) The Board of Registered Nursing is hereby 

10 designated as the licensing entity for purposes of the compact. 
11 (b) The president of the Board of Registered Nursing shall be 
12 the administrator of the compact for the state. 
13 2722. If any provision in the compact is contrary to the United 
14 States Constitution or the California Constitution, or conficts with 
15 any state or federal statute or regulation, the provision is void and 
16 unenforceable. 
17 2723. The provisions of the Nurse Licensure Compact are as 
18 follows: 
19 
20 ARTICLE I 
21 Findings and Declaration of Purpose 
22 
23 a. The party states fnd that: 
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1. The health and safety of the public are affected by the degree 
of compliance with and the effectiveness of enforcement activities 
related to state nurse licensure laws; 

2. Violations of nurse licensure and other laws regulating the 
practice of nursing may result in injury or harm to the public; 

3. The expanded mobility of nurses and the use of advanced 
communication technologies as part of our nation’s health care 
delivery system require greater coordination and cooperation 
among states in the areas of nurse licensure and regulation; 

4. New practice modalities and technology make compliance 
with individual state nurse licensure laws diffcult and complex; 

5. The current system of duplicative licensure for nurses 
practicing in multiple states is cumbersome and redundant for both 
nurses and states; and 

6. Uniformity of nurse licensure requirements throughout the 
states promotes public safety and public health benefts. 

b. The general purposes of this Compact are to: 
1. Facilitate the states’ responsibility to protect the public’s health 

and safety; 
2. Ensure and encourage the cooperation of party states in the 

areas of nurse licensure and regulation; 
3. Facilitate the exchange of information between party states 

in the areas of nurse regulation, investigation and adverse actions; 
4. Promote compliance with the laws governing the practice of 

nursing in each jurisdiction; 
5. Invest all party states with the authority to hold a nurse 

accountable for meeting all state practice laws in the state in which 
the patient is located at the time care is rendered through the mutual 
recognition of party state licenses; 

6. Decrease redundancies in the consideration and issuance of 
nurse licenses; and 

7. Provide opportunities for interstate practice by nurses who 
meet uniform licensure requirements. 

ARTICLE II 
Defnitions 

As used in this Compact: 
a. “Adverse action” means any administrative, civil, equitable 

or criminal action permitted by a state’s laws which is imposed 
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by a licensing board or other authority against a nurse, including 
actions against an individual’s license or multistate licensure 
privilege such as revocation, suspension, probation, monitoring 
of the licensee, limitation on the licensee’s practice, or any other 
encumbrance on licensure affecting a nurse’s authorization to 
practice, including issuance of a cease and desist action. 

b. “Alternative program” means a non-disciplinary monitoring 
program approved by a licensing board. 

c. “Coordinated licensure information system” means an 
integrated process for collecting, storing and sharing information 
on nurse licensure and enforcement activities related to nurse 
licensure laws that is administered by a nonproft organization 
composed of and controlled by licensing boards. 

d. “Current signifcant investigative information” means: 
1. Investigative information that a licensing board, after a 

preliminary inquiry that includes notifcation and an opportunity 
for the nurse to respond, if required by state law, has reason to 
believe is not groundless and, if proved true, would indicate more 
than a minor infraction; or 

2. Investigative information that indicates that the nurse 
represents an immediate threat to public health and safety 
regardless of whether the nurse has been notifed and had an 
opportunity to respond. 

e. “Encumbrance” means a revocation or suspension of, or any 
limitation on, the full and unrestricted practice of nursing imposed 
by a licensing board. 

f. “Home state” means the party state which is the nurse’s 
primary state of residence. 

g. “Licensing board” means a party state’s regulatory body 
responsible for issuing nurse licenses. 

h. “Multistate license” means a license to practice as a registered 
or a licensed practical/vocational nurse (LPN/VN) issued by a 
home state licensing board that authorizes the licensed nurse to 
practice in all party states under a multistate licensure privilege. 

i. “Multistate licensure privilege” means a legal authorization 
associated with a multistate license permitting the practice of 
nursing as either a registered nurse (RN) or LPN/VN in a remote 
state. 

j. “Nurse” means RN or LPN/VN, as those terms are defned by 
each party state’s practice laws. 
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k. “Party state” means any state that has adopted this Compact. 
l. “Remote state” means a party state, other than the home state. 
m. “Single-state license” means a nurse license issued by a party 

state that authorizes practice only within the issuing state and does 
not include a multistate licensure privilege to practice in any other 
party state. 

n. “State” means a state, territory or possession of the United 
States and the District of Columbia. 

o. “State practice laws” means a party state’s laws, rules and 
regulations that govern the practice of nursing, defne the scope 
of nursing practice, and create the methods and grounds for 
imposing discipline. “State practice laws” do not include 
requirements necessary to obtain and retain a license, except for 
qualifcations or requirements of the home state. 

ARTICLE III 
General Provisions and Jurisdiction 

a. A multistate license to practice registered or licensed 
practical/vocational nursing issued by a home state to a resident 
in that state will be recognized by each party state as authorizing 
a nurse to practice as a registered nurse (RN) or as a licensed 
practical/vocational nurse (LPN/VN), under a multistate licensure 
privilege, in each party state. 

b. A state must implement procedures for considering the 
criminal history records of applicants for initial multistate license 
or licensure by endorsement. Such procedures shall include the 
submission of fngerprints or other biometric-based information 
by applicants for the purpose of obtaining an applicant’s criminal 
history record information from the Federal Bureau of Investigation 
and the agency responsible for retaining that state’s criminal 
records. 

c. Each party state shall require the following for an applicant 
to obtain or retain a multistate license in the home state: 

1. Meets the home state’s qualifcations for licensure or renewal 
of licensure, as well as, all other applicable state laws; 

2. i. Has graduated or is eligible to graduate from a licensing 
board-approved RN or LPN/VN prelicensure education program; 
or 
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ii. Has graduated from a foreign RN or LPN/VN prelicensure 
education program that (a) has been approved by the authorized 
accrediting body in the applicable country and (b) has been verifed 
by an independent credentials review agency to be comparable to 
a licensing board-approved prelicensure education program; 

3. Has, if a graduate of a foreign prelicensure education program 
not taught in English or if English is not the individual’s native 
language, successfully passed an English profciency examination 
that includes the components of reading, speaking, writing and 
listening; 

4. Has successfully passed an NCLEX-RN® or NCLEX-PN® 
Examination or recognized predecessor, as applicable; 

5. Is eligible for or holds an active, unencumbered license; 
6. Has submitted, in connection with an application for initial 

licensure or licensure by endorsement, fngerprints or other 
biometric data for the purpose of obtaining criminal history record 
information from the Federal Bureau of Investigation and the 
agency responsible for retaining that state’s criminal records; 

7. Has not been convicted or found guilty, or has entered into 
an agreed disposition, of a felony offense under applicable state 
or federal criminal law; 

8. Has not been convicted or found guilty, or has entered into 
an agreed disposition, of a misdemeanor offense related to the 
practice of nursing as determined on a case-by-case basis; 

9. Is not currently enrolled in an alternative program; 
10. Is subject to self-disclosure requirements regarding current 

participation in an alternative program; and 
11. Has a valid United States Social Security number. 
d. All party states shall be authorized, in accordance with existing 

state due process law, to take adverse action against a nurse’s 
multistate licensure privilege such as revocation, suspension, 
probation or any other action that affects a nurse’s authorization 
to practice under a multistate licensure privilege, including cease 
and desist actions. If a party state takes such action, it shall 
promptly notify the administrator of the coordinated licensure 
information system. The administrator of the coordinated licensure 
information system shall promptly notify the home state of any 
such actions by remote states. 

e. A nurse practicing in a party state must comply with the state 
practice laws of the state in which the client is located at the time 

99 



  

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

— 7 — SB 1053 

service is provided. The practice of nursing is not limited to patient 
care, but shall include all nursing practice as defned by the state 
practice laws of the party state in which the client is located. The 
practice of nursing in a party state under a multistate licensure 
privilege will subject a nurse to the jurisdiction of the licensing 
board, the courts and the laws of the party state in which the client 
is located at the time service is provided. 

f. Individuals not residing in a party state shall continue to be 
able to apply for a party state’s single- state license as provided 
under the laws of each party state. However, the single-state license 
granted to these individuals will not be recognized as granting the 
privilege to practice nursing in any other party state. Nothing in 
this Compact shall affect the requirements established by a party 
state for the issuance of a single-state license. 

g. Any nurse holding a home state multistate license, on the 
effective date of this Compact, may retain and renew the multistate 
license issued by the nurse’s then-current home state, provided 
that: 

1. A nurse, who changes primary state of residence after this 
Compact’s effective date, must meet all applicable Article III.c. 
requirements to obtain a multistate license from a new home state. 

2. A nurse who fails to satisfy the multistate licensure 
requirements in Article III.c. due to a disqualifying event occurring 
after this Compact’s effective date shall be ineligible to retain or 
renew a multistate license, and the nurse’s multistate license shall 
be revoked or deactivated in accordance with applicable rules 
adopted by the Interstate Commission of Nurse Licensure Compact 
Administrators (“Commission”). 

ARTICLE IV 
Applications for Licensure in a Party State 

a. Upon application for a multistate license, the licensing board 
in the issuing party state shall ascertain, through the coordinated 
licensure information system, whether the applicant has ever held, 
or is the holder of, a license issued by any other state, whether 
there are any encumbrances on any license or multistate licensure 
privilege held by the applicant, whether any adverse action has 
been taken against any license or multistate licensure privilege 
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held by the applicant and whether the applicant is currently 
participating in an alternative program. 

b. A nurse may hold a multistate license, issued by the home 
state, in only one party state at a time. 

c. If a nurse changes primary state of residence by moving 
between two party states, the nurse must apply for licensure in the 
new home state, and the multistate license issued by the prior home 
state will be deactivated in accordance with applicable rules 
adopted by the Commission. 

1. The nurse may apply for licensure in advance of a change in 
primary state of residence. 

2. A multistate license shall not be issued by the new home state 
until the nurse provides satisfactory evidence of a change in 
primary state of residence to the new home state and satisfes all 
applicable requirements to obtain a multistate license from the 
new home state. 

d. If a nurse changes primary state of residence by moving from 
a party state to a non-party state, the multistate license issued by 
the prior home state will convert to a single-state license, valid 
only in the former home state. 

ARTICLE V 
Additional Authorities Invested in Party State Licensing 

Boards 

a. In addition to the other powers conferred by state law, a 
licensing board shall have the authority to: 

1. Take adverse action against a nurse’s multistate licensure 
privilege to practice within that party state. 

i. Only the home state shall have the power to take adverse action 
against a nurse’s license issued by the home state. 

ii. For purposes of taking adverse action, the home state licensing 
board shall give the same priority and effect to reported conduct 
received from a remote state as it would if such conduct had 
occurred within the home state. In so doing, the home state shall 
apply its own state laws to determine appropriate action. 

2. Issue cease and desist orders or impose an encumbrance on a 
nurse’s authority to practice within that party state. 

3. Complete any pending investigations of a nurse who changes 
primary state of residence during the course of such investigations. 
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The licensing board shall also have the authority to take appropriate 
action(s) and shall promptly report the conclusions of such 
investigations to the administrator of the coordinated licensure 
information system. The administrator of the coordinated licensure 
information system shall promptly notify the new home state of 
any such actions. 

4. Issue subpoenas for both hearings and investigations that 
require the attendance and testimony of witnesses, as well as, the 
production of evidence. Subpoenas issued by a licensing board in 
a party state for the attendance and testimony of witnesses or the 
production of evidence from another party state shall be enforced 
in the latter state by any court of competent jurisdiction, according 
to the practice and procedure of that court applicable to subpoenas 
issued in proceedings pending before it. The issuing authority shall 
pay any witness fees, travel expenses, mileage and other fees 
required by the service statutes of the state in which the witnesses 
or evidence are located. 

5. Obtain and submit, for each nurse licensure applicant, 
fngerprint or other biometric-based information to the Federal 
Bureau of Investigation for criminal background checks, receive 
the results of the Federal Bureau of Investigation record search on 
criminal background checks and use the results in making licensure 
decisions. 

6. If otherwise permitted by state law, recover from the affected 
nurse the costs of investigations and disposition of cases resulting 
from any adverse action taken against that nurse. 

7. Take adverse action based on the factual fndings of the remote 
state, provided that the licensing board follows its own procedures 
for taking such adverse action. 

b. If adverse action is taken by the home state against a nurse’s 
multistate license, the nurse’s multistate licensure privilege to 
practice in all other party states shall be deactivated until all 
encumbrances have been removed from the multistate license. All 
home state disciplinary orders that impose adverse action against 
a nurse’s multistate license shall include a statement that the nurse’s 
multistate licensure privilege is deactivated in all party states during 
the pendency of the order. 

c. Nothing in this Compact shall override a party state’s decision 
that participation in an alternative program may be used in lieu of 
adverse action. The home state licensing board shall deactivate 
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the multistate licensure privilege under the multistate license of 
any nurse for the duration of the nurse’s participation in an 
alternative program. 

ARTICLE VI 
Coordinated Licensure Information System and Exchange 

of Information 

a. All party states shall participate in a coordinated licensure 
information system of all licensed registered nurses (RNs) and 
licensed practical/vocational nurses (LPNs/VNs). This system will 
include information on the licensure and disciplinary history of 
each nurse, as submitted by party states, to assist in the 
coordination of nurse licensure and enforcement efforts. 

b. The Commission, in consultation with the administrator of 
the coordinated licensure information system, shall formulate 
necessary and proper procedures for the identifcation, collection 
and exchange of information under this Compact. 

c. All licensing boards shall promptly report to the coordinated 
licensure information system any adverse action, any current 
signifcant investigative information, denials of applications (with 
the reasons for such denials) and nurse participation in alternative 
programs known to the licensing board regardless of whether such 
participation is deemed nonpublic or confdential under state law. 

d. Current signifcant investigative information and participation 
in nonpublic or confdential alternative programs shall be 
transmitted through the coordinated licensure information system 
only to party state licensing boards. 

e. Notwithstanding any other provision of law, all party state 
licensing boards contributing information to the coordinated 
licensure information system may designate information that may 
not be shared with non-party states or disclosed to other entities 
or individuals without the express permission of the contributing 
state. 

f. Any personally identifable information obtained from the 
coordinated licensure information system by a party state licensing 
board shall not be shared with non-party states or disclosed to other 
entities or individuals except to the extent permitted by the laws 
of the party state contributing the information. 
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g. Any information contributed to the coordinated licensure 
information system that is subsequently required to be expunged 
by the laws of the party state contributing that information shall 
also be expunged from the coordinated licensure information 
system. 

h. The Compact administrator of each party state shall furnish 
a uniform data set to the Compact administrator of each other party 
state, which shall include, at a minimum: 

1. Identifying information; 
2. Licensure data; 
3. Information related to alternative program participation; and 
4. Other information that may facilitate the administration of 

this Compact, as determined by Commission rules. 
i. The Compact administrator of a party state shall provide all 

investigative documents and information requested by another 
party state. 

ARTICLE VII 
Establishment of the Interstate Commission of Nurse 

Licensure Compact Administrators 

a. The party states hereby create and establish a joint public 
entity known as the Interstate Commission of Nurse Licensure 
Compact Administrators. 

1. The Commission is an instrumentality of the party states. 
2. Venue is proper, and judicial proceedings by or against the 

Commission shall be brought solely and exclusively, in a court of 
competent jurisdiction where the principal offce of the 
Commission is located. The Commission may waive venue and 
jurisdictional defenses to the extent it adopts or consents to 
participate in alternative dispute resolution proceedings. 

3. Nothing in this Compact shall be construed to be a waiver of 
sovereign immunity. 

b. Membership, Voting and Meetings 
1. Each party state shall have and be limited to one administrator. 

The head of the state licensing board or designee shall be the 
administrator of this Compact for each party state. Any 
administrator may be removed or suspended from offce as 
provided by the law of the state from which the Administrator is 
appointed. Any vacancy occurring in the Commission shall be 
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flled in accordance with the laws of the party state in which the 
vacancy exists. 

2. Each administrator shall be entitled to one (1) vote with regard 
to the promulgation of rules and creation of bylaws and shall 
otherwise have an opportunity to participate in the business and 
affairs of the Commission. An administrator shall vote in person 
or by such other means as provided in the bylaws. The bylaws may 
provide for an administrator’s participation in meetings by 
telephone or other means of communication. 

3. The Commission shall meet at least once during each calendar 
year. Additional meetings shall be held as set forth in the bylaws 
or rules of the commission. 

4. All meetings shall be open to the public, and public notice of 
meetings shall be given in the same manner as required under the 
rulemaking provisions in Article VIII. 

5. The Commission may convene in a closed, nonpublic meeting 
if the Commission must discuss: 

i. Noncompliance of a party state with its obligations under this 
Compact; 

ii. The employment, compensation, discipline or other personnel 
matters, practices or procedures related to specifc employees or 
other matters related to the Commission’s internal personnel 
practices and procedures; 

iii. Current, threatened or reasonably anticipated litigation; 
iv. Negotiation of contracts for the purchase or sale of goods, 

services or real estate; 
v. Accusing any person of a crime or formally censuring any 

person; 
vi. Disclosure of trade secrets or commercial or fnancial 

information that is privileged or confdential; 
vii. Disclosure of information of a personal nature where 

disclosure would constitute a clearly unwarranted invasion of 
personal privacy; 

viii. Disclosure of investigatory records compiled for law 
enforcement purposes; 

ix. Disclosure of information related to any reports prepared by 
or on behalf of the Commission for the purpose of investigation 
of compliance with this Compact; or 

x. Matters specifcally exempted from disclosure by federal or 
state statute. 

99 



  

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

— 13 — SB 1053 

6. If a meeting, or portion of a meeting, is closed pursuant to 
this provision, the Commission’s legal counsel or designee shall 
certify that the meeting may be closed and shall reference each 
relevant exempting provision. The Commission shall keep minutes 
that fully and clearly describe all matters discussed in a meeting 
and shall provide a full and accurate summary of actions taken, 
and the reasons therefor, including a description of the views 
expressed. All documents considered in connection with an action 
shall be identifed in such minutes. All minutes and documents of 
a closed meeting shall remain under seal, subject to release by a 
majority vote of the Commission or order of a court of competent 
jurisdiction. 

c. The Commission shall, by a majority vote of the 
administrators, prescribe bylaws or rules to govern its conduct as 
may be necessary or appropriate to carry out the purposes and 
exercise the powers of this Compact, including but not limited to: 

1. Establishing the fscal year of the Commission; 
2. Providing reasonable standards and procedures: 
i. For the establishment and meetings of other committees; and 
ii. Governing any general or specifc delegation of any authority 

or function of the Commission; 
3. Providing reasonable procedures for calling and conducting 

meetings of the Commission, ensuring reasonable advance notice 
of all meetings and providing an opportunity for attendance of 
such meetings by interested parties, with enumerated exceptions 
designed to protect the public’s interest, the privacy of individuals, 
and proprietary information, including trade secrets. The 
Commission may meet in closed session only after a majority of 
the administrators vote to close a meeting in whole or in part. As 
soon as practicable, the Commission must make public a copy of 
the vote to close the meeting revealing the vote of each 
administrator, with no proxy votes allowed; 

4. Establishing the titles, duties and authority and reasonable 
procedures for the election of the offcers of the Commission; 

5. Providing reasonable standards and procedures for the 
establishment of the personnel policies and programs of the 
Commission. Notwithstanding any civil service or other similar 
laws of any party state, the bylaws shall exclusively govern the 
personnel policies and programs of the Commission; and 

99 



  

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

SB 1053 — 14 — 

6. Providing a mechanism for winding up the operations of the 
Commission and the equitable disposition of any surplus funds 
that may exist after the termination of this Compact after the 
payment or reserving of all of its debts and obligations; 

d. The Commission shall publish its bylaws and rules, and any 
amendments thereto, in a convenient form on the website of the 
Commission. 

e. The Commission shall maintain its fnancial records in 
accordance with the bylaws. 

f. The Commission shall meet and take such actions as are 
consistent with the provisions of this Compact and the bylaws. 

g. The Commission shall have the following powers: 
1. To promulgate uniform rules to facilitate and coordinate 

implementation and administration of this Compact. The rules 
shall have the force and effect of law and shall be binding in all 
party states; 

2. To bring and prosecute legal proceedings or actions in the 
name of the Commission, provided that the standing of any 
licensing board to sue or be sued under applicable law shall not 
be affected; 

3. To purchase and maintain insurance and bonds; 
4. To borrow, accept or contract for services of personnel, 

including, but not limited to, employees of a party state or nonproft 
organizations; 

5. To cooperate with other organizations that administer state 
compacts related to the regulation of nursing, including but not 
limited to sharing administrative or staff expenses, offce space or 
other resources; 

6. To hire employees, elect or appoint offcers, fx compensation, 
defne duties, grant such individuals appropriate authority to carry 
out the purposes of this Compact, and to establish the 
Commission’s personnel policies and programs relating to conficts 
of interest, qualifcations of personnel and other related personnel 
matters; 

7. To accept any and all appropriate donations, grants and gifts 
of money, equipment, supplies, materials and services, and to 
receive, utilize and dispose of the same; provided that at all times 
the Commission shall avoid any appearance of impropriety or 
confict of interest; 
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8. To lease, purchase, accept appropriate gifts or donations of, 
or otherwise to own, hold, improve or use, any property, whether 
real, personal or mixed; provided that at all times the Commission 
shall avoid any appearance of impropriety; 

9. To sell, convey, mortgage, pledge, lease, exchange, abandon 
or otherwise dispose of any property, whether real, personal or 
mixed; 

10. To establish a budget and make expenditures; 
11. To borrow money; 
12. To appoint committees, including advisory committees 

comprised of administrators, state nursing regulators, state 
legislators or their representatives, and consumer representatives, 
and other such interested persons; 

13. To provide and receive information from, and to cooperate 
with, law enforcement agencies; 

14. To adopt and use an offcial seal; and 
15. To perform such other functions as may be necessary or 

appropriate to achieve the purposes of this Compact consistent 
with the state regulation of nurse licensure and practice. 

h. Financing of the Commission 
1. The Commission shall pay, or provide for the payment of, the 

reasonable expenses of its establishment, organization and ongoing 
activities. 

2. The Commission may also levy on and collect an annual 
assessment from each party state to cover the cost of its operations, 
activities and staff in its annual budget as approved each year. The 
aggregate annual assessment amount, if any, shall be allocated 
based upon a formula to be determined by the Commission, which 
shall promulgate a rule that is binding upon all party states. 

3. The Commission shall not incur obligations of any kind prior 
to securing the funds adequate to meet the same; nor shall the 
Commission pledge the credit of any of the party states, except 
by, and with the authority of, such party state. 

4. The Commission shall keep accurate accounts of all receipts 
and disbursements. The receipts and disbursements of the 
Commission shall be subject to the audit and accounting procedures 
established under its bylaws. However, all receipts and 
disbursements of funds handled by the Commission shall be audited 
yearly by a certifed or licensed public accountant, and the report 
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of the audit shall be included in and become part of the annual 
report of the Commission. 

i. Qualifed Immunity, Defense and Indemnifcation 
1. The administrators, offcers, executive director, employees 

and representatives of the Commission shall be immune from suit 
and liability, either personally or in their offcial capacity, for any 
claim for damage to or loss of property or personal injury or other 
civil liability caused by or arising out of any actual or alleged act, 
error or omission that occurred, or that the person against whom 
the claim is made had a reasonable basis for believing occurred, 
within the scope of Commission employment, duties or 
responsibilities; provided that nothing in this paragraph shall be 
construed to protect any such person from suit or liability for any 
damage, loss, injury or liability caused by the intentional, willful 
or wanton misconduct of that person. 

2. The Commission shall defend any administrator, offcer, 
executive director, employee or representative of the Commission 
in any civil action seeking to impose liability arising out of any 
actual or alleged act, error or omission that occurred within the 
scope of Commission employment, duties or responsibilities, or 
that the person against whom the claim is made had a reasonable 
basis for believing occurred within the scope of Commission 
employment, duties or responsibilities; provided that nothing herein 
shall be construed to prohibit that person from retaining his or her 
own counsel; and provided further that the actual or alleged act, 
error or omission did not result from that person’s intentional, 
willful or wanton misconduct. 

3. The Commission shall indemnify and hold harmless any 
administrator, offcer, executive director, employee or 
representative of the Commission for the amount of any settlement 
or judgment obtained against that person arising out of any actual 
or alleged act, error or omission that occurred within the scope of 
Commission employment, duties or responsibilities, or that such 
person had a reasonable basis for believing occurred within the 
scope of Commission employment, duties or responsibilities, 
provided that the actual or alleged act, error or omission did not 
result from the intentional, willful or wanton misconduct of that 
person. 

ARTICLE VIII 
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Rulemaking 

a. The Commission shall exercise its rulemaking powers pursuant 
to the criteria set forth in this Article and the rules adopted 
thereunder. Rules and amendments shall become binding as of the 
date specifed in each rule or amendment and shall have the same 
force and effect as provisions of this Compact. 

b. Rules or amendments to the rules shall be adopted at a regular 
or special meeting of the Commission. 

c. Prior to promulgation and adoption of a fnal rule or rules by 
the Commission, and at least sixty (60) days in advance of the 
meeting at which the rule will be considered and voted upon, the 
Commission shall fle a notice of proposed rulemaking: 

1. On the website of the Commission; and 
2. On the website of each licensing board or the publication in 

which each state would otherwise publish proposed rules. 
d. The notice of proposed rulemaking shall include: 
1. The proposed time, date and location of the meeting in which 

the rule will be considered and voted upon; 
2. The text of the proposed rule or amendment, and the reason 

for the proposed rule; 
3. A request for comments on the proposed rule from any 

interested person; and 
4. The manner in which interested persons may submit notice 

to the Commission of their intention to attend the public hearing 
and any written comments. 

e. Prior to adoption of a proposed rule, the Commission shall 
allow persons to submit written data, facts, opinions and arguments, 
which shall be made available to the public. 

f. The Commission shall grant an opportunity for a public hearing 
before it adopts a rule or amendment. 

g. The Commission shall publish the place, time and date of the 
scheduled public hearing. 

1. Hearings shall be conducted in a manner providing each person 
who wishes to comment a fair and reasonable opportunity to 
comment orally or in writing. All hearings will be recorded, and 
a copy will be made available upon request. 

2. Nothing in this section shall be construed as requiring a 
separate hearing on each rule. Rules may be grouped for the 
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convenience of the Commission at hearings required by this 
section. 

h. If no one appears at the public hearing, the Commission may 
proceed with promulgation of the proposed rule. 

i. Following the scheduled hearing date, or by the close of 
business on the scheduled hearing date if the hearing was not held, 
the Commission shall consider all written and oral comments 
received. 

j. The Commission shall, by majority vote of all administrators, 
take fnal action on the proposed rule and shall determine the 
effective date of the rule, if any, based on the rulemaking record 
and the full text of the rule. 

k. Upon determination that an emergency exists, the Commission 
may consider and adopt an emergency rule without prior notice, 
opportunity for comment or hearing, provided that the usual 
rulemaking procedures provided in this Compact and in this section 
shall be retroactively applied to the rule as soon as reasonably 
possible, in no event later than ninety (90) days after the effective 
date of the rule. For the purposes of this provision, an emergency 
rule is one that must be adopted immediately in order to: 

1. Meet an imminent threat to public health, safety or welfare; 
2. Prevent a loss of Commission or party state funds; or 
3. Meet a deadline for the promulgation of an administrative 

rule that is required by federal law or rule. 
l. The Commission may direct revisions to a previously adopted 

rule or amendment for purposes of correcting typographical errors, 
errors in format, errors in consistency or grammatical errors. Public 
notice of any revisions shall be posted on the website of the 
Commission. The revision shall be subject to challenge by any 
person for a period of thirty (30) days after posting. The revision 
may be challenged only on grounds that the revision results in a 
material change to a rule. A challenge shall be made in writing, 
and delivered to the Commission, prior to the end of the notice 
period. If no challenge is made, the revision will take effect without 
further action. If the revision is challenged, the revision may not 
take effect without the approval of the Commission. 

ARTICLE IX 
Oversight, Dispute Resolution and Enforcement 
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a. Oversight 
1. Each party state shall enforce this Compact and take all actions 

necessary and appropriate to effectuate this Compact’s purposes 
and intent. 

2. The Commission shall be entitled to receive service of process 
in any proceeding that may affect the powers, responsibilities or 
actions of the Commission, and shall have standing to intervene 
in such a proceeding for all purposes. Failure to provide service 
of process in such proceeding to the Commission shall render a 
judgment or order void as to the Commission, this Compact or 
promulgated rules. 

b. Default, Technical Assistance and Termination 
1. If the Commission determines that a party state has defaulted 

in the performance of its obligations or responsibilities under this 
Compact or the promulgated rules, the Commission shall: 

i. Provide written notice to the defaulting state and other party 
states of the nature of the default, the proposed means of curing 
the default or any other action to be taken by the Commission; and 

ii. Provide remedial training and specifc technical assistance 
regarding the default. 

2. If a state in default fails to cure the default, the defaulting 
state’s membership in this Compact may be terminated upon an 
affrmative vote of a majority of the administrators, and all rights, 
privileges and benefts conferred by this Compact may be 
terminated on the effective date of termination. A cure of the 
default does not relieve the offending state of obligations or 
liabilities incurred during the period of default. 

3. Termination of membership in this Compact shall be imposed 
only after all other means of securing compliance have been 
exhausted. Notice of intent to suspend or terminate shall be given 
by the Commission to the governor of the defaulting state and to 
the executive offcer of the defaulting state’s licensing board and 
each of the party states. 

4. A state whose membership in this Compact has been 
terminated is responsible for all assessments, obligations and 
liabilities incurred through the effective date of termination, 
including obligations that extend beyond the effective date of 
termination. 

5. The Commission shall not bear any costs related to a state 
that is found to be in default or whose membership in this Compact 
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has been terminated unless agreed upon in writing between the 
Commission and the defaulting state. 

6. The defaulting state may appeal the action of the Commission 
by petitioning the U.S. District Court for the District of Columbia 
or the federal district in which the Commission has its principal 
offces. The prevailing party shall be awarded all costs of such 
litigation, including reasonable attorneys’ fees. 

c. Dispute Resolution 
1. Upon request by a party state, the Commission shall attempt 

to resolve disputes related to the Compact that arise among party 
states and between party and non-party states. 

2. The Commission shall promulgate a rule providing for both 
mediation and binding dispute resolution for disputes, as 
appropriate. 

3. In the event the Commission cannot resolve disputes among 
party states arising under this Compact: 

i. The party states may submit the issues in dispute to an 
arbitration panel, which will be comprised of individuals appointed 
by the Compact administrator in each of the affected party states 
and an individual mutually agreed upon by the Compact 
administrators of all the party states involved in the dispute. 

ii. The decision of a majority of the arbitrators shall be fnal and 
binding. 

d. Enforcement 
1. The Commission, in the reasonable exercise of its discretion, 

shall enforce the provisions and rules of this Compact. 
2. By majority vote, the Commission may initiate legal action 

in the U.S. District Court for the District of Columbia or the federal 
district in which the Commission has its principal offces against 
a party state that is in default to enforce compliance with the 
provisions of this Compact and its promulgated rules and bylaws. 
The relief sought may include both injunctive relief and damages. 
In the event judicial enforcement is necessary, the prevailing party 
shall be awarded all costs of such litigation, including reasonable 
attorneys’ fees. 

3. The remedies herein shall not be the exclusive remedies of 
the Commission. The Commission may pursue any other remedies 
available under federal or state law. 

ARTICLE X 
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Effective Date, Withdrawal and Amendment 

a. This Compact shall become effective and binding on the earlier 
of the date of legislative enactment of this Compact into law by 
no less than twenty-six (26) states or December 31, 2018. All party 
states to this Compact, that also were parties to the prior Nurse 
Licensure Compact, superseded by this Compact, (“Prior 
Compact”), shall be deemed to have withdrawn from said Prior 
Compact within six (6) months after the effective date of this 
Compact. 

b. Each party state to this Compact shall continue to recognize 
a nurse’s multistate licensure privilege to practice in that party 
state issued under the Prior Compact until such party state has 
withdrawn from the Prior Compact. 

c. Any party state may withdraw from this Compact by enacting 
a statute repealing the same. A party state’s withdrawal shall not 
take effect until six (6) months after enactment of the repealing 
statute. 

d. A party state’s withdrawal or termination shall not affect the 
continuing requirement of the withdrawing or terminated state’s 
licensing board to report adverse actions and signifcant 
investigations occurring prior to the effective date of such 
withdrawal or termination. 

e. Nothing contained in this Compact shall be construed to 
invalidate or prevent any nurse licensure agreement or other 
cooperative arrangement between a party state and a non-party 
state that is made in accordance with the other provisions of this 
Compact. 

f. This Compact may be amended by the party states. No 
amendment to this Compact shall become effective and binding 
upon the party states unless and until it is enacted into the laws of 
all party states. 

g. Representatives of non-party states to this Compact shall be 
invited to participate in the activities of the Commission, on a 
nonvoting basis, prior to the adoption of this Compact by all states. 

ARTICLE XI 
Construction and Severability 
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1 This Compact shall be liberally construed so as to effectuate the 
2 purposes thereof. The provisions of this Compact shall be 
3 severable, and if any phrase, clause, sentence or provision of this 
4 Compact is declared to be contrary to the constitution of any party 
5 state or of the United States, or if the applicability thereof to any 
6 government, agency, person or circumstance is held invalid, the 
7 validity of the remainder of this Compact and the applicability 
8 thereof to any government, agency, person or circumstance shall 
9 not be affected thereby. If this Compact shall be held to be contrary 

10 to the constitution of any party state, this Compact shall remain in 
11 full force and effect as to the remaining party states and in full 
12 force and effect as to the party state affected as to all severable 
13 matters. 
14 SEC. 2. No reimbursement is required by this act pursuant to 
15 Section 6 of Article XIIIB of the California Constitution because 
16 the only costs that may be incurred by a local agency or school 
17 district will be incurred because this act creates a new crime or 
18 infraction, eliminates a crime or infraction, or changes the penalty 
19 for a crime or infraction, within the meaning of Section 17556 of 
20 the Government Code, or changes the defnition of a crime within 
21 the meaning of Section 6 of Article XIII B of the California 
22 Constitution. 

O 
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SENATE BILL  No. 1237 

Introduced by Senator Dodd 
(Principal coauthor: Assembly Member Burke) 

February 20, 2020 

An act to amend Sections 650.01, 2746.2, 2746.5, 2746.51, and 
2746.52 of the Business and Professions Code, relating to healing arts. 

legislative counsel’s digest 

SB 1237, as introduced, Dodd. Nurse-midwives: scope of practice. 
(1) Existing law, the Nursing Practice Act, establishes the Board of 

Registered Nursing within the Department of Consumer Affairs for the 
licensure and regulation of the practice of nursing. A violation of the 
act is a crime. Existing law requires the board to issue a certifcate to 
practice nurse-midwifery to a person who, among other qualifcations, 
meets educational standards established by the board or the equivalent 
of those educational standards. Existing law authorizes a certifed 
nurse-midwife, under the supervision of a licensed physician and 
surgeon, to attend cases of normal childbirth and to provide prenatal, 
intrapartum, and postpartum care, including family-planning care, for 
the mother, and immediate care for the newborn. Existing law defnes 
the practice of nurse-midwifery as the furthering or undertaking by a 
certifed person, under the supervision of licensed physician and surgeon 
who has current practice or training in obstetrics, to assist a woman in 
childbirth so long as progress meets criteria accepted as normal. Existing 
law requires all complications to be referred to a physician immediately. 
Existing law excludes the assisting of childbirth by any artifcial, 
forcible, or mechanical means, and the performance of any version from 
the defnition of the practice of nurse-midwifery. 

The bill would delete the condition that a certifed nurse-midwife 
practice under the supervision of a physician and surgeon and would 
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instead authorize a certifed nurse-midwife to attend cases of normal 
pregnancy and childbirth and to provide prenatal, intrapartum, and 
postpartum care, including gynecologic and family-planning services, 
interconception care, and immediate care of the newborn, consistent 
with standards adopted by a specifed professional organization, or its 
successor, as approved by the board. The bill would delete the 
above-described provisions defning the practice of nurse-midwifery, 
and instead would provide that the practice of nurse-midwifery includes 
consultation, comanagement, or referral, as those terms are defned by 
the bill, as indicated by the health status of the patient and the resources 
and medical personnel available in the setting of care, subject to 
specifed conditions, including that a patient is required to be transferred 
from the primary management responsibility of the nurse-midwife to 
that of a physician and surgeon for the management of a problem or 
aspect of the patient’s care that is outside the scope of the certifed 
nurse-midwife’s education, training, and experience. The bill would 
authorize a certifed nurse-midwife to attend pregnancy and childbirth 
in an out-of-hospital setting if specifed conditions are met, including 
that the gestational age of the fetus is within a specifed range. Under 
the bill, a certifed nurse-midwife would not be authorized to assist 
childbirth by vacuum or forceps extraction, or to perform any external 
cephalic version. The bill would require a certifed nurse-midwife to 
maintain clinical practice guidelines that delineate the parameters for 
consultation, comanagement, referral, and transfer of a patient’s care, 
and to document all consultations, referrals, and transfers in the patient 
record. The bill would require a certifed nurse-midwife to refer all 
emergencies to a physician and surgeon immediately, and would 
authorize a certifed nurse-midwife to provide emergency care until the 
assistance of a physician and surgeon is obtained. 

(2)  Existing law authorizes the board to appoint a committee of 
qualifed physicians and nurses, including, but not limited to, 
obstetricians and nurse-midwives, to develop the necessary standards 
relating to educational requirements, ratios of nurse-midwives to 
supervising physicians, and associated matters. Existing law, 
additionally, authorizes the committee to include family physicians. 

This bill would specify the name of the committee as the 
Nurse-Midwifery Advisory Committee. The bill would delete the 
provision including obstetricians on the committee, and would require 
a majority of the members of the committee to be nurse-midwives. The 
bill would delete the provision including ratios of nurse-midwives to 
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supervising physicians and associated matters in the standards developed 
by the committee, and would instead include standards related to all 
matter related to the practice of midwifery. 

(3) Existing law authorizes a certifed nurse-midwife to furnish drugs 
or devices, including controlled substances, in specifed circumstances, 
including if drugs or devices are furnished or ordered incidentally to 
the provision of care in specifed settings, including certain licensed 
health care facilities, birth centers, and maternity hospitals provided 
that the furnishing or ordering of drugs or devices occur under physician 
and surgeon supervision. 

This bill would delete the condition that the furnishing or ordering 
of drugs or devices occur under physician and surgeon supervision, and 
would authorize a certifed nurse-midwife to furnish drugs or devices 
when care is rendered in a out-of-hospital setting, as specifed. The bill 
would authorize a certifed nurse-midwife to procure supplies and 
devices, obtain and administer diagnostic tests, order laboratory and 
diagnostic testing, and receive reports, as specifed. The bill would 
make it a misdemeanor for a certifed nurse-midwife to refer a person 
for specifed laboratory and diagnostic testing, home infusion therapy, 
and imaging goods or services if the certifed nurse-midwife or their 
immediate family member has a fnancial interest with the person 
receiving a referral. By expanding the scope of a crime, the bill would 
impose a state-mandated local program. 

(4) Existing law authorizes a certifed nurse-midwife to perform and 
repair episiotomies and repair lacerations of the perineum in specifed 
health care facilities only if specifed conditions are met, including that 
the protocols and procedures ensure that all complications are referred 
to a physician and surgeon immediately, and that immediate care of 
patients who are in need of care beyond the scope of practice of the 
certifed nurse midwife, or emergency care for times when the 
supervising physician and surgeon is not on the premises. 

This bill would delete those conditions, and instead would require a 
certifed nurse-midwife performing and repairing lacerations of the 
perineum to ensure that all complications are referred to a physician 
and surgeon immediately, and that immediate care of patients who are 
in need of care beyond the scope of practice of the certifed nurse 
midwife, or emergency care when a physician and surgeon is not on 
the premises. 
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(5) The California Constitution requires the state to reimburse local 
agencies and school districts for certain costs mandated by the state. 
Statutory provisions establish procedures for making that reimbursement. 

This bill would provide that no reimbursement is required by this act 
for a specifed reason. 

Vote:  majority. Appropriation: no. Fiscal committee: yes. 

State-mandated local program: yes. 

The people of the State of California do enact as follows: 

1 SECTION 1. The Legislature hereby fnds and declares the 
2 following: 
3 (a) There is a maternity care workforce crisis in California. At 
4 least nine counties have no obstetrician at all, and many more 
5 counties fall below the national average for obstetricians. This will 
6 worsen to the point of critical shortage if the state refuses to take 
7 steps to innovatively address this issue. 
8 (b) While California has made great strides in reducing maternal 
9 mortality overall, there still remains a large disparity for Black 

10 and indigenous birthing people, and other birthing people of color. 
11 The maternal mortality rate for black women in California is still 
12 three to four times higher than white women. One avoidable death 
13 or near miss is one too many. 
14 (c) Structural, systemic, and interpersonal racism, and the 
15 resulting economic and social inequities are the root cause of racial 
16 disparities in health care. This is a complex problem requiring 
17 multiple, innovative strategies in order to turn the tide. Midwifery 
18 care has been named by leading organizations as one of these 
19 innovative strategies. 
20 (d) National and international studies show that wherever 
21 midwifery is scaled up and integrated successfully into the overall 
22 health system, regardless of the country or region’s income level, 
23 the well-being of birthing people and babies is increased, including 
24 reductions in racial disparities, maternal mortality and morbidity, 
25 and neonatal mortality and prematurity. 
26 (e) A study supported by the California Health Care Foundation 
27 shows that increasing the percentage of pregnancies with 
28 midwife-led care from the current level of about 9 percent to 20 
29 percent over the next 10 years could result in $4 billion in cost 
30 savings and 30,000 fewer preterm births. 
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(f) Nurse-midwives attend 50,000 births a year in California 
and are currently underutilized and prevented from expanding. 
Reducing unnecessary cesarean section alone could save $80 
million to $440 million annually in California. 

(g) Outdated laws around the supervision of nurse-midwives 
and other regulatory barriers directly prevent the expansion of the 
nurse-midwifery profession, and have resulted in concentrating 
nurse-midwives in geographic areas where physicians physically 
practice. This severely reduces access and worsens “maternity 
deserts” and health provider shortage areas. 

(h) California is the only western state that still requires 
nurse-midwives to have physician permission to practice and one 
of only four states in the nation that still requires this. Forty-six 
other states have removed the outdated requirement for physician 
supervision. 

(i) Bodily autonomy including the choice of health care provider 
and the personalized, shared involvement in health care decisions 
is key to reproductive rights. Racial and other disparities in health 
care cannot be reduced without adherence to this concept. 

(j) Every person is entitled to access dignifed, person-centered 
childbirth and health care, regardless of race, gender, age, class, 
sexual orientation, gender identity, ability, language profciency, 
nationality, immigration status, gender expression, religion, 
insurance status, or geographic location. 

(k) The core philosophy of nurse-midwifery is to provide 
patient-centered, culturally sensitive, holistic care, all of which 
are key to reducing disparities in maternal health care. 

SEC. 2. Section 650.01 of the Business and Professions Code 
is amended to read: 

650.01. (a) Notwithstanding Section 650, or any other 
provision of law, it is unlawful for a licensee to refer a person for 
laboratory, diagnostic nuclear medicine, radiation oncology, 
physical therapy, physical rehabilitation, psychometric testing, 
home infusion therapy, or diagnostic imaging goods or services if 
the licensee or his or her their immediate family has a fnancial 
interest with the person or in the entity that receives the referral. 

(b) For purposes of this section and Section 650.02, the 
following shall apply: 

(1) “Diagnostic imaging” includes, but is not limited to, all 
X-ray, computed axial tomography, magnetic resonance imaging 
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nuclear medicine, positron emission tomography, mammography, 
and ultrasound goods and services. 

(2) A “fnancial interest” includes, but is not limited to, any 
type of ownership interest, debt, loan, lease, compensation, 
remuneration, discount, rebate, refund, dividend, distribution, 
subsidy, or other form of direct or indirect payment, whether in 
money or otherwise, between a licensee and a person or entity to 
whom the licensee refers a person for a good or service specifed 
in subdivision (a). A fnancial interest also exists if there is an 
indirect fnancial relationship between a licensee and the referral 
recipient including, but not limited to, an arrangement whereby a 
licensee has an ownership interest in an entity that leases property 
to the referral recipient. Any fnancial interest transferred by a 
licensee to any person or entity or otherwise established in any 
person or entity for the purpose of avoiding the prohibition of this 
section shall be deemed a fnancial interest of the licensee. For 
purposes of this paragraph, “direct or indirect payment” shall not 
include a royalty or consulting fee received by a physician and 
surgeon who has completed a recognized residency training 
program in orthopedics from a manufacturer or distributor as a 
result of his or her their research and development of medical 
devices and techniques for that manufacturer or distributor. For 
purposes of this paragraph, “consulting fees” means those fees 
paid by the manufacturer or distributor to a physician and surgeon 
who has completed a recognized residency training program in 
orthopedics only for his or her their ongoing services in making 
refnements to his or her their medical devices or techniques 
marketed or distributed by the manufacturer or distributor, if the 
manufacturer or distributor does not own or control the facility to 
which the physician is referring the patient. A “fnancial interest” 
shall not include the receipt of capitation payments or other fxed 
amounts that are prepaid in exchange for a promise of a licensee 
to provide specifed health care services to specifed benefciaries. 
A “fnancial interest” shall not include the receipt of remuneration 
by a medical director of a hospice, as defned in Section 1746 of 
the Health and Safety Code, for specifed services if the 
arrangement is set out in writing, and specifes all services to be 
provided by the medical director, the term of the arrangement is 
for at least one year, and the compensation to be paid over the term 
of the arrangement is set in advance, does not exceed fair market 
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value, and is not determined in a manner that takes into account 
the volume or value of any referrals or other business generated 
between parties. 

(3) For the purposes of this section, “immediate family” includes 
the spouse and children of the licensee, the parents of the licensee, 
and the spouses of the children of the licensee. 

(4) “Licensee” means a physician as defned in Section 3209.3 
of the Labor Code. Code or a certifed nurse-midwife as described 
in Article 2.5 (commencing with Section 2746) of Chapter 6. 

(5) “Licensee’s offce” means either of the following: 
(A) An offce of a licensee in solo practice. 
(B) An offce in which services or goods are personally provided 

by the licensee or by employees in that offce, or personally by 
independent contractors in that offce, in accordance with other 
provisions of law. Employees and independent contractors shall 
be licensed or certifed when licensure or certifcation is required 
by law. 

(6) “Offce of a group practice” means an offce or offces in 
which two or more licensees are legally organized as a partnership, 
professional corporation, or not-for-proft corporation, licensed 
pursuant to subdivision (a) of Section 1204 of the Health and Safety 
Code, for which all of the following apply: 

(A) Each licensee who is a member of the group provides 
substantially the full range of services that the licensee routinely 
provides, including medical care, consultation, diagnosis, or 
treatment through the joint use of shared offce space, facilities, 
equipment, and personnel. 

(B) Substantially all of the services of the licensees who are 
members of the group are provided through the group and are 
billed in the name of the group and amounts so received are treated 
as receipts of the group, except in the case of a multispecialty 
clinic, as defned in subdivision (l) of Section 1206 of the Health 
and Safety Code, physician services are billed in the name of the 
multispecialty clinic and amounts so received are treated as receipts 
of the multispecialty clinic. 

(C) The overhead expenses of, and the income from, the practice 
are distributed in accordance with methods previously determined 
by members of the group. 

(c) It is unlawful for a licensee to enter into an arrangement or 
scheme, such as a cross-referral arrangement, that the licensee 
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knows, or should know, has a principal purpose of ensuring 
referrals by the licensee to a particular entity that, if the licensee 
directly made referrals to that entity, would be in violation of this 
section. 

(d) No claim for payment shall be presented by an entity to any 
individual, third party payer, or other entity for a good or service 
furnished pursuant to a referral prohibited under this section. 

(e) No insurer, self-insurer, or other payer shall pay a charge or 
lien for any good or service resulting from a referral in violation 
of this section. 

(f) A licensee who refers a person to, or seeks consultation from, 
an organization in which the licensee has a fnancial interest, other 
than as prohibited by subdivision (a), shall disclose the fnancial 
interest to the patient, or the parent or legal guardian of the patient, 
in writing, at the time of the referral or request for consultation. 

(1) If a referral, billing, or other solicitation is between one or 
more licensees who contract with a multispecialty clinic pursuant 
to subdivision (l) of Section 1206 of the Health and Safety Code 
or who conduct their practice as members of the same professional 
corporation or partnership, and the services are rendered on the 
same physical premises, or under the same professional corporation 
or partnership name, the requirements of this subdivision may be 
met by posting a conspicuous disclosure statement at the 
registration area or by providing a patient with a written disclosure 
statement. 

(2) If a licensee is under contract with the Department of 
Corrections or the California Youth Authority, and the patient is 
an inmate or parolee of either respective department, the 
requirements of this subdivision shall be satisfed by disclosing 
fnancial interests to either the Department of Corrections or the 
California Youth Authority. 

(g) A violation of subdivision (a) shall be a misdemeanor. The 
In the case of a licensee who is a physician and surgeon, the 
Medical Board of California shall review the facts and 
circumstances of any conviction pursuant to subdivision (a) and 
take appropriate disciplinary action if the licensee has committed 
unprofessional conduct. In the case of a licensee who is a certifed 
nurse-midwife, the Board of Registered Nursing shall review the 
facts and circumstances of any conviction pursuant to subdivision 
(a) and take appropriate disciplinary action if the licensee has 
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committed unprofessional conduct. Violations of this section may 
also be subject to civil penalties of up to fve thousand dollars 
($5,000) for each offense, which may be enforced by the Insurance 
Commissioner, Attorney General, or a district attorney. A violation 
of subdivision (c), (d), or (e) is a public offense and is punishable 
upon conviction by a fne not exceeding ffteen thousand dollars 
($15,000) for each violation and appropriate disciplinary action, 
including revocation of professional licensure, by the Medical 
Board of California California, the Board of Registered Nursing, 
or other appropriate governmental agency. 

(h) This section shall not apply to referrals for services that are 
described in and covered by Sections 139.3 and 139.31 of the 
Labor Code. 

(i) This section shall become operative on January 1, 1995. 
SEC. 3. Section 2746.2 of the Business and Professions Code 

is amended to read: 
2746.2. Each An applicant shall show by evidence satisfactory 

to the board that they have met the educational standards 
established by the board or have at least the equivalent thereof. 
The board may appoint a committee of qualifed physicians and 
nurses, including, but not limited to, obstetricians and 
nurse-midwives, the Nurse-Midwifery Advisory Committee to 
develop the necessary standards relating to educational 
requirements, ratios of nurse-midwives to supervising physicians, 
and associated matters. requirements and all matters related to 
the practice of nurse-midwifery. The committee may also include 
include, but not be limited to, qualifed nurses and qualifed 
physicians and surgeons, including, but not limited to, family 
physicians. A majority of the members of the committee shall be 
nurse-midwives. 

SEC. 4. Section 2746.5 of the Business and Professions Code 
is amended to read: 

2746.5. (a) For purposes of this section, the following 
defnitions apply: 

(1) “Consultation” means a request for the professional advice 
or opinion of a physician or another member of a health care team 
regarding a patient’s care while maintaining primary management 
responsibility for the patient’s care. 

(2) “Comanagement” means the joint management by a certifed 
nurse-midwife and a physician and surgeon, of the care of a patient 
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who has become more medically, gynecologically, or obstetrically 
complicated. 

(3) “Referral” means the direction of a patient to a physician 
and surgeon or healing arts licensee for management of a 
particular problem or aspect of the patient’s care. 

(4) “Transfer” means the transfer of primary management 
responsibility of a patient’s care from a certifed nurse-midwife 
to another healing arts licensee or facility. 

(b) The certifcate to practice nurse-midwifery authorizes the 
holder, under the supervision of a licensed physician and surgeon, 
holder to attend cases of normal pregnancy and childbirth and to 
provide prenatal, intrapartum, and postpartum care, including 
gynecologic and family-planning care, for the mother, services, 
interconception care, and immediate care for the newborn. 
newborn, consistent with the Core Competencies for Basic 
Midwifery Practice adopted by the American College of 
Nurse-Midwives, or its successor national professional 
organization, as approved by the board. 

(c) A certifed nurse-midwife shall, in the practice of 
nurse-midwifery, emphasize informed consent, preventive care, 
and early detection and referral of complications to physicians 
and surgeons. 

(b) 
(d) As used in this chapter, the practice of nurse-midwifery 

constitutes the furthering or undertaking by any certifed person, 
under the supervision of a licensed physician and surgeon who has 
current practice or training in obstetrics, to assist a woman in 
childbirth so long as progress meets criteria accepted as normal. 
All complications shall be referred to a physician immediately. 
The practice of nurse-midwifery does not include the assisting of 
childbirth by any artifcial, forcible, or mechanical means, nor the 
performance of any version. includes consultation, comanagement, 
or referral as indicated by the health status of the patient and the 
resources and medical personnel available in the setting of care, 
subject to the following: 

(c) As used in this article, “supervision” shall not be construed 
to require the physical presence of the supervising physician. 

(d) A certifed nurse-midwife is not authorized to practice 
medicine and surgery by the provisions of this chapter. 
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(e) Any regulations promulgated by a state department that 
affect the scope of practice of a certifed nurse-midwife shall be 
developed in consultation with the board. 

(1) (A) The certifcate to practice nurse-midwifery authorizes 
the holder to work collaboratively with a physician and surgeon 
to comanage care for a patient with more complex health needs. 

(B) The scope of comanagement may encompass the physical 
care of the patient, including birth, by the certifed nurse-midwife, 
according to a mutually agreed upon plan of care with the 
physician and surgeon. 

(C) If the physician and surgeon must assume a lead role in the 
care of the patient due to an increased risk status, the certifed 
nurse-midwife may continue to participate in physical care, 
counseling, guidance, teaching, and support, according to a 
mutually agreed upon plan. 

(2) After a certifed nurse-midwife refers a patient to a physician 
and surgeon, the certifed nurse-midwife may continue care of the 
patient during a reasonable interval between the referral and the 
initial appointment with the physician and surgeon. 

(3) (A) A patient shall be transferred from the primary 
management responsibility of the nurse-midwife to that of a 
physician and surgeon for the management of a problem or aspect 
of the patient’s care that is outside the scope of the certifed 
nurse-midwife’s education, training, and experience. 

(B) A patient that has been transferred from the primary 
management responsibility of a certifed nurse-midwife may return 
to the care of the certifed nurse-midwife after resolution of any 
problem that required the transfer or that would require transfer 
from the primary management responsibility of a nurse-midwife. 

(e) The certifcate to practice nurse-midwifery authorizes the 
holder to attend pregnancy and childbirth in an out-of-hospital 
setting if all of the following conditions apply: 

(1) Neither of the following are present: 
(A) A preexisting maternal disease or condition creating risks 

higher than that of a low-risk pregnancy or birth, based on current 
evidence and accepted practice. 

(B) Disease arising from or during the pregnancy creating risks 
higher than that of a low-risk pregnancy or birth, based on current 
evidence and accepted practice. 

(2) There is a singleton fetus. 
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(3) There is cephalic presentation at the onset of labor. 
(4) The gestational age of the fetus is at least 37 completed 

weeks of pregnancy and less than 42 completed weeks of pregnancy 
at the onset of labor. 

(5) Labor is spontaneous or induced in an outpatient setting. 
(f) The certifcate to practice nurse-midwifery does not authorize 

the holder of the certifcate to assist childbirth by vacuum or 
forceps extraction, or to perform any external cephalic version. 

(g) A certifed nurse-midwife shall maintain clinical practice 
guidelines that delineate the parameters for consultation, 
comanagement, referral, and transfer of a patient’s care. 

(h) A certifed nurse-midwife shall document all consultations, 
referrals, and transfers in the patient record. 

(i) (1) A certifed nurse-midwife shall refer all emergencies to 
a physician and surgeon immediately. 

(2) A certifed nurse-midwife may provide emergency care until 
the assistance of a physician and surgeon is obtained. 

SEC. 5. Section 2746.51 of the Business and Professions Code 
is amended to read: 

2746.51. (a) Neither this chapter nor any other provision of 
law shall be construed to prohibit a certifed nurse-midwife from 
furnishing or ordering drugs or devices, including controlled 
substances classifed in Schedule II, III, IV, or V under the 
California Uniform Controlled Substances Act (Division 10 
(commencing with Section 11000) of the Health and Safety Code), 
when all of the following apply: 

(1) The drugs or devices are furnished or ordered incidentally 
to the provision of any of the following: 

(A) Family planning services, as defned in Section 14503 of 
the Welfare and Institutions Code. 

(B) Routine health care or perinatal care, as defned in 
subdivision (d) of Section 123485 of the Health and Safety Code. 

(C) Care rendered, consistent with the certifed nurse-midwife’s 
educational preparation or for which clinical competency has been 
established and maintained, to persons within a facility specifed 
in subdivision (a), (b), (c), (d), (i), or (j) of Section 1206 of the 
Health and Safety Code, a clinic as specifed in Section 1204 of 
the Health and Safety Code, a general acute care hospital as defned 
in subdivision (a) of Section 1250 of the Health and Safety Code, 
a licensed birth center as defned in Section 1204.3 of the Health 
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and Safety Code, or a special hospital specifed as a maternity 
hospital in subdivision (f) of Section 1250 of the Health and Safety 
Code. 

(D) Care rendered in an out-of-hospital setting pursuant to 
subdivision (e) of Section 2746.5. 

(2) The furnishing or ordering of drugs or devices are furnished 
or ordered by a certifed nurse-midwife are in accordance with 
standardized procedures or protocols. For purposes of this section, 
standardized procedure means a document, including protocols, 
developed in collaboration with, and approved by the supervising 
by a physician and surgeon, the certifed nurse-midwife, and the 
facility administrator or his or her their designee. The standardized 
procedure covering the furnishing or ordering of drugs or devices 
shall specify all of the following: 

(A) Which certifed nurse-midwife may furnish or order drugs 
or devices. 

(B) Which drugs or devices may be furnished or ordered and 
under what circumstances. 

(C) The extent of physician and surgeon supervision. 
(D) 
(C) The method of periodic review of the certifed 

nurse-midwife’s competence, including peer review, and review 
of the provisions of the standardized procedure. 

(3) If Schedule II or III controlled substances, as defned in 
Sections 11055 and 11056 of the Health and Safety Code, are 
furnished or ordered by a certifed nurse-midwife, the controlled 
substances shall be furnished or ordered in accordance with a 
patient-specifc protocol approved by the treating or supervising 
a physician and surgeon. For Schedule II controlled substance 
protocols, the provision for furnishing the Schedule II controlled 
substance shall address the diagnosis of the illness, injury, or 
condition for which the Schedule II controlled substance is to be 
furnished. 

(4) The furnishing or ordering of drugs or devices by a certifed 
nurse-midwife occurs under physician and surgeon supervision. 
For purposes of this section, no physician and surgeon shall 
supervise more than four certifed nurse-midwives at one time. 
Physician and surgeon supervision shall not be construed to require 
the physical presence of the physician, but does include all of the 
following: 
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(A) Collaboration on the development of the standardized 
procedure or protocol. 

(B) Approval of the standardized procedure or protocol. 
(C) Availability by telephonic contact at the time of patient 

examination by the certifed nurse-midwife. 
(b) (1) The furnishing or ordering of drugs or devices by a 

certifed nurse-midwife is conditional on the issuance by the board 
of a number to the applicant who has successfully completed the 
requirements of paragraph (2). The number shall be included on 
all transmittals of orders for drugs or devices by the certifed 
nurse-midwife. The board shall maintain a list of the certifed 
nurse-midwives that it has certifed pursuant to this paragraph and 
the number it has issued to each one. The board shall make the list 
available to the California State Board of Pharmacy upon its 
request. Every certifed nurse-midwife who is authorized pursuant 
to this section to furnish or issue a drug order for a controlled 
substance shall register with the United States Drug Enforcement 
Administration. 

(2) The board has certifed in accordance with paragraph (1) 
that the certifed nurse-midwife has satisfactorily completed a 
course in pharmacology covering the drugs or devices to be 
furnished or ordered under this section, including the risks of 
addiction and neonatal abstinence syndrome associated with the 
use of opioids. The board shall establish the requirements for 
satisfactory completion of this paragraph. 

(3) A physician and surgeon may determine the extent of 
supervision necessary pursuant to this section in the furnishing or 
ordering of drugs and devices. 

(4) 
(3) A copy of the standardized procedure or protocol relating 

to the furnishing or ordering of controlled substances by a certifed 
nurse-midwife shall be provided upon request to any licensed 
pharmacist who is uncertain of the authority of the certifed 
nurse-midwife to perform these functions. 

(5) 
(4) Certifed nurse-midwives who are certifed by the board and 

hold an active furnishing number, who are currently authorized 
through standardized procedures or protocols to furnish Schedule 
II controlled substances, and who are registered with the United 
States Drug Enforcement Administration shall provide 
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documentation of continuing education specifc to the use of 
Schedule II controlled substances in settings other than a hospital 
based on standards developed by the board. 

(c) Drugs or devices furnished or ordered by a certifed 
nurse-midwife may include Schedule II controlled substances 
under the California Uniform Controlled Substances Act (Division 
10 (commencing with Section 11000) of the Health and Safety 
Code) under the following conditions: 

(1) The drugs and devices are furnished or ordered in accordance 
with requirements referenced in paragraphs (2) to (4), inclusive, 
and (3) of subdivision (a) and in paragraphs (1) to (3), inclusive, 
and (2) of subdivision (b). 

(2) When Schedule II controlled substances, as defned in 
Section 11055 of the Health and Safety Code, are furnished or 
ordered by a certifed nurse-midwife, the controlled substances 
shall be furnished or ordered in accordance with a patient-specifc 
protocol approved by the treating or supervising a physician and 
surgeon. 

(d) Furnishing of drugs or devices by a certifed nurse-midwife 
means the act of making a pharmaceutical agent or agents available 
to the patient in strict accordance with a standardized procedure 
or protocol. Use of the term “furnishing” in this section shall 
include the following: 

(1) The ordering of a drug or device in accordance with the 
standardized procedure or protocol. 

(2) Transmitting an order of a supervising physician and 
surgeon. 

(e) “Drug order” or “order” for purposes of this section means 
an order for medication or for a drug or device that is dispensed 
to or for an ultimate user, issued by a certifed nurse-midwife as 
an individual practitioner, within the meaning of Section 1306.03 
of Title 21 of the Code of Federal Regulations. Notwithstanding 
any other provision of law, (1) a drug order issued pursuant to this 
section shall be treated in the same manner as a prescription of the 
supervising physician; (2) all references to “prescription” in this 
code and the Health and Safety Code shall include drug orders 
issued by certifed nurse-midwives; and (3) the signature of a 
certifed nurse-midwife on a drug order issued in accordance with 
this section shall be deemed to be the signature of a prescriber for 
purposes of this code and the Health and Safety Code. 
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(f) Notwithstanding any other law, a certifed nurse-midwife 
may directly procure supplies and devices, obtain and administer 
diagnostic tests, order laboratory and diagnostic testing, and 
receive reports that are necessary to their practice as a certifed 
nurse-midwife within their scope of practice. 

SEC. 6. Section 2746.52 of the Business and Professions Code 
is amended to read: 

2746.52. (a) Notwithstanding Section 2746.5, the certifcate 
to practice nurse-midwifery authorizes the holder to perform and 
repair episiotomies, and to repair frst-degree and second-degree 
lacerations of the perineum, in a licensed acute care hospital, as 
defned in subdivision (a) of Section 1250 of the Health and Safety 
Code, and a licensed alternate birth center, as defned in paragraph 
(4) of subdivision (b) of Section 1204 of the Health and Safety 
Code, but only if all of the following conditions are met: perineum. 

(a) The supervising physician and surgeon and any backup 
physician and surgeon is credentialed to perform obstetrical care 
in the facility. 

(b) The episiotomies are performed pursuant to protocols 
developed and approved by all of the following: 

(1) The supervising physician and surgeon. 
(2) The certifed nurse-midwife. 
(3) The director of the obstetrics department or the director of 

the family practice department, or both, if a physician and surgeon 
in the obstetrics department or the family practice department is 
a supervising physician and surgeon, or an equivalent person if 
there is no specifcally identifed obstetrics department or family 
practice department. 

(4) The interdisciplinary practices committee, if applicable. 
(5) The facility administrator or his or her designee. 
(c) The protocols, and the procedures which shall be developed 

pursuant to the protocols, shall relate to the performance and repair 
of episiotomies and the repair of frst-degree and second-degree 
lacerations of the perineum, and shall do all of the following: 

(b) A certifed nurse-midwife performing and repairing 
frst-degree and second-degree lacerations of the perineum shall 
do both of the following: 

(1) Ensure that all complications are referred to a physician and 
surgeon immediately. 

99 



  

  

 

  

 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 
 line 

 line 
 line 
 line 
 line 
 line 
 line 

— 17 — SB 1237 

1 (2) Ensure immediate care of patients who are in need of care 
2 beyond the scope of practice of the certifed nurse midwife, or 
3 emergency care for times when the supervising a physician and 
4 surgeon is not on the premises. 
5 (3) Establish the number of certifed nurse–midwives that a 
6 supervising physician and surgeon may supervise. 
7 SEC. 7. No reimbursement is required by this act pursuant to 
8 Section 6 of Article XIIIB of the California Constitution because 
9 the only costs that may be incurred by a local agency or school 

10 district will be incurred because this act creates a new crime or 
11 infraction, eliminates a crime or infraction, or changes the penalty 
12 for a crime or infraction, within the meaning of Section 17556 of 
13 the Government Code, or changes the defnition of a crime within 
14 the meaning of Section 6 of Article XIII B of the California 
15 Constitution. 
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